Supplement tc Ghe 
VOL. 


Of Proceeding 


of the | 


Wire House Ciucseuce ON. 
_ Cuit> HEALTH AND PROTECTION 


| WASHINGTON D.C. 








Tuts transcript of the transactions of the 
final meeting of the Section on Medical Serv- 
ice of the White House Conference on Child 
Health and Protection, published by cour- 
tesy of The United States Daily, is issued for 
the purpose of placing before you as early 


as possible in abstract the information that 
has been gathered by its several committees 


during the past year and a half. 


A Follow-up Committee for the Section 
on Medical Service has been authorized. 
The membership will be announced shortly. 


The functions of this committee as at 
present expressed are: To get over to the 
country at large as quickly as possible the 
importance of applying the knowledge we 
already possess and for which the machinery 
exists; to consider all the implications of the 
reports; to determine definitely where fur- 
ther studies are required and to stimulate 
them; to determine the avenues through 
which the recommendations made by the 
Section can be most effectively put over and 
to determine the soundness of the methods 
employed in applying the knowledge we 


have. 


A tentative committee is engaged at pres- 
ent in studying the full reports of the See- 
tion. Tt will meet early in May to outline a 
definite program. 


While urging those interested.in the 
health of children to study the entire report 
carefully, the Committee feels that there 


are two conclusions which not only lend .. 


themselves to immediate application but 


FOREWORD 


1. If we applied effectively the knowl- 
edge we already possess we could do a vastly 
better job in the protection of the health of 
children than is being done. This is well 
illustrated in the results of the cross-section 
survey of the country to ascertain the extent 
to which preventive medical procedures are 
reaching children under six years of age. 
In this group but 22 per cent are vaccinated 
against smallpox in the urban areas and but 
7 per cent in rural areas. When we realize 
the peculiar susceptibility to smallpox of 
children under six and that for the last 10 
years we have had a yearly average of 55,000 


cases of smallpox, we cannot fail to grasp. 


the truth of this conclusion. What is true 
of smallpox is also true of diphtheria. We 


have available procedures which if univer-. 


sally applied would eliminate both of these 
diseases within relatively few years. While 
the Committee urges and will continue to 
urge the constant search for new and effec: 
tive procedures it desires to warn against,a 
manifestly too evident tendency to neglect 
well-established and proved methods. 


2. The Section is convinced, from evi« 
dence revealed in its studies, that the coop- 
eration of all agencies and individuals inter- 
ested in the health of children is essential 
and that careful coordination of their work 
must be the basis of procedures if duplica- 


tion of effort and wasteful expenditure of 
money are to be avoided and the fullest 
measure of success attained. 
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SECTION II 





JOINT SESSION OF THE CONFERENCE 
Thursday Morning, February 19, 1931 


E FIRST JOINT SESSION of the Section on Med- 

ical Service of the White House Conference on Child 

Health and Protection convened at 9:10 o’clock on 
Thursday morning, Feb. 19, 1931, in the large ballroom 
of the Willard Hotel, Washington, D. C., Dr. Samuel 
McC. Hamill, chairman of the section, presiding. 

CHAIRMAN HAMILL: Mr. Secretary, Members of the 
Medical Service, and Invited Guests: This meeting of 
the Section on Medical Service marks the final session 
of the White House Conference on Child Health and 
Protection. We now realize how fortunate we were in 
being granted three months’ extension of time to com- 
plete the work of this section. There still remains a 
considerable amount to be done by each of the Com- 
mittees before the reports are completed for publication. 
We are indebted to Dr. Wilbur for advancing the time 
limit. When the impossibility of completing our work 
for the November meeting was brought to his attention 
he was quick to appreciate how unfortunate it would 
be that the splendid work you had begun should not 
be completed. This is to be a brief session. Without 
additional formality I take great pleasure in introducing 
to you Dr. Ray Lyman Wilbur, Chairman of the White 
House Conference on Child Health and Protection. 
(Applause.) 

HONORABLE RAY LYMAN WILBUR: Mr. Chairman, 
Ladies and Gentlemen: Some time ago I had the chance 
to walk up the avenue leading to one of our State 
Capitols. I was going just as a private citizen, to have 
my say about a piece of legislation that was before the 
legislative body meeting in this Capitol; and as I walked 
up I thought to myself, “Think! Think over all of the 
men who have died, of all of the blood that has been 
Spilled so that I, a private citizen, can walk up and have 
my say about legislation.” 

We take too many things for granted. We are not 
alwavs conscious of the great struggles that have been 
made to give us the opportunities that we have today; 


and as you men and women meet here today to try to 
bring out in your conferences all that medicine has 
done, and all that medicine can do for the American 
child, think back over that long, long row of men and 
women who have struggled against superstitution, preju- 
dice. and ignorance, and who have built up the great 
body of facts that we call medicine. 

We are here to present to the American people not 
only the findings of certain committees, but the results 
of centuries of study. observation, and research. We 
can look back at a great line of heroes in medicine who 
have struggled to try to gather from the unknown, facts 
and ideas that would be of service to our fellow men. 


I think this particular section of the White House 
Conference has an unique responsibility. You have to 
get together the useable facts that can be actually ap- 
plied in the protection and in the care of the American 
child. It has been a somewhat different responsibility 
than writing a textbook or a compilation. It has been 
a meeting of minds. There has been an attempt to get 
together the things that could be agreed upon. 


I have been looking over some of the preliminary re- 
ports, particularly those upon nutrition. They present 
the facts of nutrition in what is to me a new way. They 
offer the opportunity for us to understand the normal 
child and the deviations from the average normal that 
can still be considered within the range of normal, and 
then the various relationships of many other factors 
to this subject of nutrition. That is merely a sample 
of the type of thing that you have been doing and that 
you are now going to do. 

It is a privilege, a great privilege, to welcome you 
here. Rarely have I seen, at least, since the war, such 
an outpouring of volunteer spirit in general service as 
has been demonstrated in this White House Conference, 
and in this particular section. 


As Dr. Hamill has said, you were given additional 


couldn't get it all together in a short space of time, 
Perhaps those in other fields can gather information a 
little more rapidly, but this is basic information. All 
of the other fields depend upon this. This has to be 
done as well as it can be done. So in greeting you here 
and in thanking you for coming to Washington I want 
to express to you my confidence in what you have done, 
and my great appreciation for the way in which you 
have done it. ; 

Above all, may I urge upon you the necessity of trying’ 
to give to those who are not trained in medicine an 
adequate body of material so that our whole community, 
our whole Nation can go forward. 


We published a preliminary book on the White House 
Conference which was used as the basis for discussion 
at the November meetings. Another book has just come 
out, containing the addresses at the earlier meetings 
and the skeleton reports of the various committees. There 
will be in all a series of 25 to 30 volumes, making up 
the findings of the White House Conference. We want 
those volumes and the work which has made them pos- 
sible to mark a new era in the care of the American 
child. We want particularly to have you men and 
women have medicine play the fullest possible part in 
giving our Nation this opportunity to do all that can 
be done for the American child. 

President Hoover was unable to arrange his plans, 
with all that is going on, to be here this morning. He 
asked me, on his behalf, to welcome you and to express 
to you his appreciation of what you have done. He has 
the fullest confidence in everything that has come out 
of the White House Conference. 

So, Dr. Hamill, I do not care to interfere longer with 
your proceedings. I hope to see more of you and of’ 
the Conference in the next few days. 


I again want to thank you and congratulate you upon 
all that has been done, and to express also my confi- 


time because you seemed to know so much that you 





dence in your findings. 


(Applause.) 


Committee A—GROWTH AND DEVELOPMENT 


HIS session of the Committee on 

Growth and Development convened at 
9:30 o'clock on Thursday morning, Feb. 
19, 1931, Dr. Kenneth D. Blackfan, chair- 
man of the committee, presiding. 

CHAIRMAN BLACKFAN: I wish to ex- 
press to the members of the Committee 
on Growth and Development my appre- 
ciation for their generous response which 


I, as chairman, have received, and es- 
pecially for their contribution of time and 
thoughtful effort in the interest of the 
committee's broad undertaking. 


Most of the members of the committee 
have received the mimeographed prelim- 
inary reports of our work, but I am sure 
that they have not had time to review 
them in a leisurely manner. This report 
is not meant to be the final report, and 
after this conference we plan to spend 
as much time as is necessary in correcting 
it before it is submitted for the final 
printing. 

We particularly urge the members of 
the committee to submit to the central 
office in Boston their criticisms and sug- 
gestions, so that the report will stand a 
unified committee report in so far as it 
is possible for us to produce one. We 
have already been receiving much help- 
ful criticism in letters from the members 
who have noted things that they didn’t 
entirely agree with as well as typograph- 
ical errors, certain improvements in lit- 
erary style, and so forth; and it was really 
for this purpose that we s0 hastily put 
before you these preliminary mimeo- 
graphed copies. They are confidential, in 
a@ sense, but they are going to be of great 
help to the central office in Boston, if 
you will seriously consider changes and 
suggestions. 

The compilation of this report has been 
actually a stupendous task, which would 
have been impossible without the unre- 
mitting labor and enthusiastic support of 
the vice-chairman, Dr. Stuart, the editors, 
Dr. and Mrs. Davis, and Miss Whitmore, 
the secretary, with the assistance which 
we have had so ably given us from the 
associate director, Mrs. Richardson in the 
central office at Washington. 


At this time I cannot refrain from 
acknowledging the debt which Section I 
owes to its chairman, Dr. Samuel McC 
Hamill. His high ideals and able leader- 
ship make us look with confidence for 
the furtherance of President Hoover's 
origina! project—the betterment of child 
health and protectton. 

May I now introduce the presiding of- 
ficer of this morning's session, Professor 
Henry Helmholz, professor of pediatrics 
of the University of Minnesota Graduate 
School of Medicine. (Applause.) 

CHAIRMAN HELMHOLZ: Mr. Chair- 
man, Ladies and Gentlemen: In our first 
paper this morning we are to have dis- 
cussed’ General Considerations. We are 
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very fortunate in having Dr. Edwin B. 
Wilson, professor of vital statistics at Har- 
vard School of Public Health, to discuss 
this topic. 

DR. EDWIN B. WILSON: Mr. Chair- 
man, Ladies and Gentlemen: I have 


been assigned to review for you a num- 
ber of introductory scientific and meth- 
odological papers which have to offer 
nothing exciting in the way of child health 
and protection and very little that bears 
effectively in a practical way upon growth 
and development. The reason the papers 
are important is because they outline 
methods which must be used in the study 
of growth and development or scientific 
viewpoints which should be borne in mind 
when interpreting growth development 
and health or general environmental fac- 
tors which are known or believed to be of 
significance in the study of growth. 
A Child’s Heredity 

Most fundamental of all in determining 
for the individual child many of the phe- 
nomena which will be observed in him, 
of which some are largely, others slightly, 
and some not at all modifiable by his 
environment, is his heredity, that which 
comes to him from ‘his forbears as a 
genetic inheritance. Society has long rec- 
ognized that heredity is important. In 
various blind ways societies have at times 
adopted customs which tended to perpetu- 
ate certain heredity. types or to restrict 
others. Weaklings have been exposed at 
birth. Sterilization has been somewhat 
practiced. Victors in battle have appro- 
priated the women of the conquered. In 
how far these various folkways have been 
disgenic or eugenic is not known. 

The long paper by Prof. C. B. Davenport 
sets forth what we now know scientifically 
of human heredity; we know a great deal 
but it is pitifully small compared with 
what we desire to know and what we 
shall some time find out with respect to 
this complicated organism, man, as stu- 
dents of genetics pursue their studies. No 
eugenic program is proposed; we cannot 
State what kind of persons we want in the 
world, so varied are we and so great our 
need of variety, and if we knew the kind 
of persons we wanted and the proportion: 
of the different kinds, we should find oui 
knowledge of human heredity too limited 
to be a safe guide to a sure realization of 
the desired results. 

It is advisable at this point to mention 
that the biologist on the one hand and 
the physician or sociologist on the othe 
take different attitudes toward heredity 
and environment. By and large the bi- 


ologist emphasizes the heredity—as is per- 
fectly natural with one who is studying 


the laws of heredity and their effects. The 
biologist therefore tends to ignore the en- 
vironment for the sake of simplifying his 
already complex scientific problem; he 
studies different genetic constitutions in 
the same environment. Some biologists 
who have investigated environmental ef- 
fects on creatures of similar genetic char- 
acters have found great variability in 
growth and development due to differ- 
ences in environment, and such studies 
should be multiplied. The physician and 
sociologist, dealing as they do with indi- 
viduals, have accepted the heredity as 
given and concentrated their attention on 
proper adjustments of the environment— 
as is again perfectly matural for them. 


They have to accept the heredity but 
should not ignore it. 


An understanding of heredity is import- 
ant in the interpretation of the individual 
with whom we deal; in so far as we appre- 
ciate his heredity backgrounds, his po- 
tentialities, his liabilities, in so far may we 
the more wisely shape our treatment of 
him. What is one man’s meat is another’s 
poison. If we can for an individual dif- 
ferentiate in advance between his meat 
and his poison we need not be embar- 
rassed by having to learn the difference 
by trial. 

Although we know too little of human 
heredity to adopt a positive program for 
the genetic improvement of the race, we 
do know that some traits of a sort very 
disadvantageous to the individual and 
very harmful to society are so strictly in- 
herited thai certain persons should not 
reproduce their kind. Although in some 
States sterilization has been legalized in 
a very limited way, the temper of the 
people at large does not seem such as to 
favor any considerable extension of this 
program for the protection of society and 
for the prevention of individual suffering. 
It is important to press forward with our 
scientific studies so that if the time comes 
when the public attitude in these matters 
shall change, more complete information 
shall be available upon which to base ac- 
tion. It is easy to adduce figures to show 
that under present unregulated conditions 
the inferior are outbreeding the superior 
stocks, but the problem is statistically so 
complicated that there is little confidence 
to be placed in the interpretation of the 
figures, entirely apart from the difficulty 
of adopting satisfactory general definitions 
of what is meant by inferior and superior 
with reference to human stock; this topic 
also needs intensive study. 


Environmental Factors 


There are, moreover, environmental fac- 
tors which bear on the question of the 


desirability of the birth of a child even 
when its genetic constitution seems satis- 
factory. An examination of the size of 
our families compared with what would 
be a normal size under unrestricted re- 
production shows that restriction is being 
widely practiced. That it is being wisely 
practiced is not so certain. The physician 
or sociologist who strives to remedy for 
the individual a bad start in life, who de- 
sires to emphasize health and well-being, 
who tries to foster a sound growth and de- 
velopment, must frequently sigh over the 
very serious handicaps under which he 
and his little patient suffer because the 
child was not well-born. As parents come 
to feel in advance a greater responsibility 
for the well-being of their children and 
to deal more wisely with the important 
problem of limitation or expansion of the 
number of their children, the physician 
is bound to be asked increasingly for his 
advice and he will need to know better 
than he does today what constitutes for 
the child the condition of being well-born. 
The paper by Dr. T. W. Todd on the Well- 
Born Child outlines the complications and 
perplexities of this matter and urges the 
prosecution of intensive studies to illumi+« 
nate it. 


Physical Measurements 

We shall turn now from the heredity 
background of the child and his status 
with respect to being well born to a dise 
cussion of the measurement of his physi 
cal characteristics. The anthropometrist 
has many measures which he takes in 
various ways and with various appliances: 
weight, stature, span, sitting height, stem 
length, vertex-symphysis, suprasternal- 
symphysis, suprasternal-seat, arm length 
taken in three ways, leg length taken in 
eight ways, bi-accromial or bi-deltoid, bi- 
crystal or bi-trochanteric, chest transverse, 
chest anterior-posterior, chest length, 
girths of various sorts, subcutaneous tissue 
and so on to 30 or 40 items in respect to 
any of which growth may be discussed and 
development judged. Some accessory ma- 
terial as date and hour of examination, 
chronological age, race, sex, medical ape 
praisement, hair, and skeletal age by 
roentgenogram should be noted for use in 
interpreting the measures that may be 
made, 


It is clearly not to be supposed that 
all the types of measurements should be 
taken on every child. Which are to be 
selected depends on the purposes in view. 
It is certain that the pediatrician has not 
yet the information necessary completely 
to determine which measures are essential 
and which are superfluous in judging 
growth and development so far as it has 
practical bearing on health and protec: 
tion, We do know that our standard 
height-weight tables by age and sex are 


—— 


not wholly satisfactory. These two items 
will naturally be those most widely noted 
because easiest to note, but it is possible 
that there may be other measures than 
height and weight which are about as easy 
to take and which may be more signifi- 
cant in themselves or will add so greatly 
to our appraisement of the individual as 
to be well-nigh indispensable additions to 
weight and height. 

But we have to consider not omly the 
individual and his comparison with other 
individuals; we often need to compare 
grovps of individuals. This intergroup 
comparison is one of extreme difficulty in 
practice. In the first place, if the com- 
parison is to be valid the conditions of 
measurement must be the same. For in- 
stance, children should be weighed with 
similar amounts of clothing or proper 
allowances must be made for differences 
in weight of clothing. In the old but 
careful work of Dr. Bowditch on Boston 
school girls, aged 15 to 16 years, an allow- 
ance of seven pounds was made for cloth- 
ing—what should be allowed today? 
Differences today in different parts of the 
country and in different seasons might 
be significant for boys, if not for girls. 
A vast literature exists upon heights and 
weights of school children which is not 
really available for purposes of compari- 
son because there is insufficient specifica- 
tion of detail on matters affecting the 
comparison. 


Caution Necessary in Interpretation 

If we were really to study the growth 
of children in any respect as in height or 
weight we should have consecutive 


measures at successive ages of the same 
children. Most of the material available 
is not of this sort, but gives the average 
measures of different groups of children 
at the different ages. Here it may per- 
haps be assumed that the groups are 
indeed similar and that the average 
weight, let us say, of the group of eight- 
year-olds is that to which the group of 
six years will attain in two years, but this 
is a considerable assumption and for tran- 
sition points, as from preschool groups to 
school groups, may be wide of the mark. 
Thus, in a set of figures for white children 
we find that in the preschool age the in- 
crease of mean weight from the sixty-third 
to the sixty-ninth month is 18 pounds. 
whereas the increase of mean weight fron: 
the seventy-fifth month (school age) was 
3.3 pounds. Is this spurt real? For Negro 
children the increase of mean weight 
from the sixty-third to the sixty-ninth 
month was only .25 pound; whereas, for 
the sixty-ninth month to the seventy- 
fifth month was 7.1 pounds. Such figures 
are so unbelievable as to point clearly to 
some large factor of noncomparability as 
operative in addition to the factor of 
growth. Nobody need doubt that» the 
averages were as given; the matter is 
wholly one of interpretation, but to ferret 
out the proper interpretation may be 
quite impossible from any information 
accompanying the figures. We have now, 
and for years have had, adequate evi- 
dence that crude mean weights’ or 
heights, or other measurements, taken by 
age, sex, race, Gistrict or other classifica- 
tion do differ, but the comparability of 
the material is rarely assured, so that 
reliable interpretations of the differences 
may be given. If colored children are re- 
ported as systematically of less weight 
than white children in the same district 
at all ages from birth to six years, but as 
systematically much heavier at all ages 
over six, something is the matter which 
can but throw doubt on the significance 
of the reported relative weights of white 
end colored children at all ages. 

It is unpleasant to labor such a point 
as this, but ome thing that those of us 
who have been engaged upon the work of 
this conference have learned, and learned 
not a little to our surprise and regret, is 
the noncritical, mondefinitive nature of 
so much of the material with which we 
have had to deal. Our leaders, who so 
wisely planned out instructions, urged us 
to discriminate carefully between facts 
and procedures that had stood the tests 
of time and of scientific scrutiny and 
those which required further study for 
their substantiation. Working with this 
discrimination im mind we have been 
able not only to put the weight of critical 
authority behind certain facts and pro- 
cedures as established in their direct bear- 
ing upon practical or theoretical matters 
connected with the growth and develop- 
ment of children, but to indicate tactical 
necessities of consolidation for positions 
thought to be won and straicgic plams for 
advance into new territory. 


Group Studies 

To return now from the consideration 
of group studies to the study of the indi- 
vidual, we note that placing an individual 
relative to some measurement in some 
group is really one means of judging him. 
To say that a child weighs 50 pounds is 
to state a fact, but to make no compari- 
son unless one carries in his head a con- 
siderable knowledge of the weights of 
eight-year-old children. If we have 
weights of enough children of a certain 
category specified, whether of age, sex, 
race, socio-economic status or otherwise, 
so that we can say of a given child that 
he is at the 70 percentile of the distribu- 
tion, we know that of his class 70 per 
cent are lighter and °0 per cent heavier. 
Such a statement, though it suppresses 
or disguises the aciual figure for weight, 
may be of more value in appraisal of the 
child with respect to weight tham that 
figure. Thus, even though we be not in- 
terested in the difficult problem of the 
comparisons Of groups among themselves. 
we should be concerned with the study o: 
groups for the purpose of better ap- 
praisal of the imcuividual 

To make a group really useful in ap- 
praising the wndividual relative to it, the 
group must be so chosen as to be reason- 
ably homogeneous, in that its mumbers 
are fairly comparable among themselves 
it is of little significance to give the 
weight of a child by its percentile position 


in the distribution of weights of all per- 
sons. Evidently, at the very least, the 
group should contain only children of like 
age. As there are known to be differences 
due to sex in most measurements the 
eroup should be of specified sex. On ac- 
count of the correlation between weight 
and height the group should be of like 
height. Thus we come to the age-sex- 
height-weight tables. But these have 
been found not wholly satisfactory be- 
cause of differences in type of body build. 
differences im socio-economic status and 
s0 on. We may definitely refine the 
homogeneity of the group. The practica! 
question is: How much should we refine 
it for practical purposes? With every re- 
finement there comes greater trouble in 
spplication coincident with the more dis- 
criminating information obtained. The 
discussion of this matier belongs under 
the section of physical status and not 
here, and mention is made of it at this 
point only to illustrate what is meant by 
the term homogeneity of a group. No 
group is perfectly homogeneous. The 
degree of homogeneity to be sought for 
in any group is a purely practical matter 
of convenience versus complication. 

Also, the way in which the individua! 
is specified with respect to the group in- 
volves the practical matter of convenience. 


The usual point of reference is the 
arXhmetic average of the whole group: 
the simplest characterization is to say 
that an individual is above average or 
below the average, and for the purpose of 
very rough classification this may be suf- 
ficient. More is stated if one specifies by 
how much the individual is above or below 
the average. To say that a child is eight 
pounds under weight is intelligible to 
everybody, and gives something definite 
at which to aim in building up the weight 
through improved nutrition, or exercise 
or rest. Another method of statement is 
to give the percentile position—to say, for 
instance, that 30 per cent of the children 
in the group are lighter and 70 per cent 
are heavier. This is not ouite so intelligi- 
ble a sort of statement for the ordinary 
person and certainly sets no simple mark 
at which to aim, but for some purposes is 
preferable. The standard of reference 
is here not so much the arithmetic mean 
as the percentile, the middle or median 
position in the groun, which is ordinarily 
not the positiom of the average. 


Measuring Deviations 

If we use the average as the point of 
reference we calculate the so-called stand- 
ard deviation by taking the square root of 
the average of the scuares of the devia- 
tions of the individuals from the average. 
To calculate this averare measure of de- 
viation is somewhat tedious. When this 
averave spread or scatter of the measures 
from their mean is known one may express 
the position of any individual above or 
below the mean as the ratio of the amount 
of deviation of that person to the standard 
deviation. Such a ratio is called a stand- 
ard score. ‘This relative measure of indi- 
vidual deviation has some statistical ad- 
vantages, but for practical purposes has 
the disadvantage of less intelligibility to 
those untrained in statistics and offers no 
simple mark at which to shoot in remedy- 
ing the condition. Thus it clearly is less 
suitable for general use. 


One may even question whether the 
average is a good point of reference. Cer- 
tainly it is not necessarily the optimal con- 
dition. Ordinarily weights are distrib- 
uted asymmetrically; there are more per- 
sons who weigh less than the average than 
there are who weigh more than the average. 
If we consider that nature tends to distrib- 
ute the weights of a homogeneous group of 
healthy children in some natural fashion, 
we may imagine that the optimum weight 
is that which ts found most frequently 
This is called the mode. Little has ac- 
tually been done to determine what is the 
optimum weight or what is the optimum 
value of any measured characteristic so far 
as concerns the well-being of the indi- 

vidual. If it is true, as has been stated in 
some life insurance figures, that men who 
ere somewhat under weight live longer 
than those who are over weight or even 
of average weight, then it should be true 
that in so far as average longevity is a 
valid measure of average health the aver- 
age weight is not ontimal, but rather some 
value a bit below the average. More im- 
portant than to dispute whether we should 
use the mean or the median or the’ mode 
as a point of reference or whether we 
should measure deviations from the point 
of reference in one way or another would 
be to seek what is the optimum of each 
characteristic, to determine series of 
equally disadvantageous deviations above 
and below the optimum, and to fix a bio- 
logically sound scale for that series. 


Nermal an Abused Term 


Normal is a much abused term used in a 
variety of senses, some decidedly senseless. 
Sometimes one means just the point o/ 
reference; whether the average, the me- 
dian or the mode. Perchance one may 
think he means the optimal value. Some- 
times one means by normal any value in 
a considerable range of variation, includ- 
ing the central part of the distribution 
There appear to be advantages in this 
latter definition which can be so set up as 
to permit a laree number, perhaps thc 
large majority of the individuals of a group 
to be designated as normal—ctertainly no 
preponderating number of the individuals 
of any homogeneous group measured for 
some particular character can sensibly b: 
designated as abnormal in respect to that 
character. ‘Yet there are obvious difficul 
ties introduced by the sudden transition 
from normal to abnormal when one passes 
the more or Jess arbitrary limits of the 
range designated as that of the normals 
It is not unlikely that the whole concept 
normal versus abnormal is of little use 

wad possibly of some harm to the careful 
critical thinker and should be recognized 
as having merely that 
utility which is served in everyday life by 
such antithetical word-pairs as good and 
bad, when fine distinctions are inappro- 
priate, and when it is bore ka ming that 


eeneral practical 


nobody is 100 per cent good or 
cent bad. : 

After this somewhat prolonged review of 

itistical definitions and methodology on 
the basis of contributions by Doctors 
Franzen, Gray and Scammon, I wish to 
iurn for a moment to the paper of Mr. 
Frank and Dr. Stuart which points out the 
especial inadequacy of our knowledge of 
growth and development im*the neonatal 
and early pre-school periods on the one 
hand, and in the adolescent period on the 
other. They also emphasize the need 
of following the same children trom birth 
throuch adolescence—which can, of course, 
be accomplished only if special institutes 
or endowments are provided for the pur- 
pose on the basis of not less than a 20- 
year program. I should prefcr a 100-year 
program that would follow several cohorts 
from birth to death and be following up 
their children and grandchildren. We make 
provision for following our domestic ani- 
mals and plants through with such longi- 
tudinal studies. This may not be the place 
to urge similar studies on ourselves; you 
my feel that studies carried beyond the 
age of 20 have little bearing on child 
health and wouid be chiefly useful in try- 
ing to learn something of the process of 
enescence and of the development of the 
degenerative diseases. That may be s0, 
but surely much light would be shed by 
such studies on the basic questions of 
human heredity and of the well born 
child to which reference was made at the 
outsct of my review. 


100 per 


Socio-Economic Factors 

Next we pass on to a series of papers 
by Dr. Tandy on socio-economic factors— 
race, housing and income, child labor, and 
war. The socio-economic factor is as dif- 
ficult to treat as the hereditary factor. 
Moreover, for the latter we have at least 
the hope that with the background of 
the Mendelian theory we may some time 
come to very definite conclusions with 
respect to the influence of particular 
genes or group of genes in particular 
chroniosomes—there is the hope of a def- 
initeness like that of stereo-chemistry. 
At present there is no such hope to be 
held out with respect to the socio-eco- 
nomic factor, there are no available satis- 
factory definitions or methods of measure- 
ment of this factor which presumably is 
not a factor in any unitary sense but a 
whole interrelated or correlated set of 
factors all at present undefined, impon- 
derable, and possibly inextricably mixed 
with genetic constitution. Is a child ill 
or poerly nourished because of the pov- 
erty of his parents or are they poor be- 
cause of their hereditary limitations and 
he ill partly because of his own hereditary 
liabilities? All that can be said at pres- 
ent about the socio-economic factor is to 
set. forth certain apparent facts revealed 
by cortain rough classifications—infer- 
ences have to be withheld. 

The growth and development of chil- 
dren who work is inferior to ‘that of 
school children. This was brought out 
vears ago by Dr. Bowditch and has been 
amply confirmed in various countries at 
various times. Inferences are compli- 
cated by the selective factors which oper- 
aie both before and after entrance into 
industry. The superiority of the group 
which continues in school over that which 
goes into industry is sometimes clear be- 
fore the two groups have been separated; 
at other times it appears that the indus- 
try selects the larger and better devel- 
oped children. The whole statistical situ- 
ation is as yet too confused to permit 
conclusions with fegard to the effect of 
child labor per se. There is no doubt 
but school itself is a serious strain on 
some children. Much may depend on the 
child, on the school and on the type of 
labor. The progressive urbanization of 
our civilizafion, though often considered 
as a strain chiefly on adults, may be more 
of a strain on our children than we real- 
we. Vhis whole nexus of problems needs 
careful and critical study. 

In my comments on statistical matters 
I make no reference to the technique of 
correlation. It has at times been thought 
that by the development of the technique 
ot partial correlation most of our diffi- 
culties im separating the interlaced ef- 
fects of numerous variables could auto- 
matically be resolved. There is of course 
no need to deny that the technique is 
useful and its in@ications should never 
be overlooked, but the automatic and 
definitive safety of this particular device 
is no longer implicitly trusted. The stu- 
dent can see his way or feel his way 
better in complex situations if he has 
enough material so that it can be sub- 
sorted and sub-tabulated in various ways 
and directly inspected. To have large 
enough samples in the many different 
sub-classes so that reliance may be placed 
on the stability of their indications it is 
necessary to collect large masses of mate- 
rial. It is probable that we shall come 
more and more to recognize the futility 
of conclusions dtawn from small or de- 
tached studies, thoueh we cannot deny 
that such studies may be very suggestive 
in guiding the layout for more compre- 
hensive investigations. 

Housing and income have some effects. 
The better the conditions the better the 
growth of the children, but of course these 
factors are correlated with such others 
as child labor, race or nativity and prob- 
nbiy both genetic and social inheritance. 
It is difficult to get really satisfactory 
controls, to get housing and income really 
cifferent but all other factors equal, and 
i also difficult to make a satisfactory 
separation merely by statistical technique. 
The Great War created abrupt changes 
in conditions both during its course and 
ifter its close, and thereby offered oppor- 
i\unilies, and still offers them, for the 
study of socio-economic factors. Dr. 
randy gives & summary of many inves- 
tigations, which despite some inconclu- 
siveness, point to deliwitely retarding ef- 
fects on growth and development of chil- 
dren at all ages due to the deprivations 
of war times. Race belongs to the anthro- 
pats ist and is not primarily for review 
! ; but certain studics on the relative 

vei¢hts of different races in this country 
and on. relative weights for children of 
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some races here and at home are men- 
tioned by Dr. Tandy, as they should be, 
in a treatment of socio-economic factors. 

Dr. Goodenough presents a note on dif- 
ficulties in relating child behavior to home 
environment which closes with a para- 
graph that is so well drawn to emphasize 
the difficulties of the socio-economic field 
that I really must quote it as follows: 
“It has been an unfortunate character- 
istic of much of the work in the predic- 
tion and control of human behavior that 
the desire to solve problems runs far 
ahead of the attempts to —- sound 
methods for their solution. In our, de- 
sire to reach the goal on the opposite 
shore, our efforts have been directed al- 
most wholly toward attempts to swim the 
Stream. In view of the strength of the 
current and the many hazards which 
await even the most skillful swimmer, it 
is greatly to be hoped that the future 
may bring more concerted attempts at 
bridge-building.” 

Atmospherie Conditions 

We come next to the discussion of the 
influence of atmospheric conditions by 
Mr. Yaglou who has not only rcviewed 
the literature but added some investiga- 
tions of his own. The subject naturally 
divides itself into two parts, one a sta- 
tistical study of the relations of climatic 
conditions as recorded by the Weather 
Bureau to morbidity and mortality rates, 
the other experimental studics of the ef- 
fects of various artificially controlled in- 
terior atmospheres. Both typcs of study 
show that there can be no ideal climate 
to suit every condition or purpose. The 
State of health, on civilization, race, type 
of disease, medical methods, age, and so 
on, are ajl factors which may alter the 
optimum of climate to a considcrable ex- 
tent. For persons in the northern and 
eastern parts of this country it looks as 
though a temperature of about 63 degrees 
F. and a reasonably high relative humid- 
ity were on the whole desirable. There 
are indications that children grow in 
weight in the Summer and Autumn more 
than in the Winter and Spring but grow 
in height at the inverse seasons. There 
is a critical discussion of the recent con- 
troversy over natural versus mechanical 
systems of ventilation for school rooms 
with the deeision that there is not much 
difference to health whether one or the 
other is used and that the choice of 
method may be made according to cir- 
cumstances on. economic grounds. Open 
air under favorable conditions is prefer- 
able to indoor air, but the comparison 
between the open air school and the in- 
door schoo} is not favorable to the former 
in really cold weather. 

Dr. Schultz presents a careful study of 
light. We tend as humans to ail sorts 
of fads. We have survived as a race all 
sorts of conditions. Probably we have 
enough elasticity to stand without much 
harm considerable departures from op- 
timum conditions. That may be one rea- 
son it is so hard to get a clean-cut dem- 
onstration of what is the optimum of 
the bad effects of the depariure there- 
from. Natural sunlight and outdoor air 
are good for us—but not undcr extreme 
conditions of exposure. Sunlight has been 
regarded by some as a specific in the 
treatment of tuberculosis; others have 
preferred artificial light. The matter is 
not settled. Moreover, in some types or 
Stages of the disease it is not unlikely 
that light must be used with care and 
discretion. In respect to the effect of 
light in promoting the general nutrition 
and resistance to infection Dr. Schultz 
shows thet many of the claims would 
appear to be rooted in subjective rather 
than objective evidence. There are stil) 
outstanding many problems in light ther- 
apy in need of careful investigation. No 
single hypothesis as to the mode of action 
of light can yet be formulated. There 
is no justification fer our being light 
faddists, either as individuals or as prac- 
titioners. As might be expectcd from our 
long and various racial history and our 
general equilibrium adjustments to our 
environment the way of hygiene is the 
way of moderation, and not only with re- 
spect to light but with respect to most 
items of our environment, and in respect 
to the maintenance of balance between 
the items. ‘Appiause.) 

CHAIRMAN HELMHOLZ: These meet- 
ings are essentially to present to those in- 
terested the high spots of the work that 
has been done by the various committees 
of the conference. The subjects chosen 
for presentation merely cover a few of the 
topics that have been worked on by the 
committee, and yet a paper as all-inclusive 
as the one just given offers an enormous 
opportunity for discussion. 

We have but a limited time so that 
those who open the discussion will be al- 
lowed ten. minutes, and other discussers 
three. I want to emphasize that as Chair- 
man I musf restrict the discussion te the 
subject matter presented by the essayists. 

Is there any discussion of this paper 
just presented? I realize, of course, that 
it is elinost impossible to discuss such a 
paper as this. 

Discussion 

DR. APFEL ‘Brooklyn, N. Y.): I would 
like to ask the doctor as to whether or 
not he can give us a little more informa- 
tion on the Tast topic he touched upon, 
namely, light? I take it that bocause of 
the lack of time he didn’t go into that any 
more fully. But I should like to know 
whether or not the Committee that has 
brought in this report has studied this 
subject in a critical manner so as to leave 
something definite with the members of 
this convention to carry home as to their 
opinion and to the value of the question 
of light therapy as affecting growth and 
development, 

DR. WILSON: I don’t think that I 
ought to make any spocific statement on 
behalf of the Committee. The report de- 
votes some 50 pages to light. It shows 
both the positive and negative sides of 
the matter of light therapy in various 
ways. If Dr. Schultz were here and wanted 
to mak? some answer to the question I 
would be .very glad to; hear his answer 
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to it; but I should hesitate to try to make 
@ specific answer to that question. 

CHAIRMAN HELMHOLZ: mm Df. 
Schlutz here? 

DR. F. W. SCHLUTZ (Chicago, Tll.): It 
is very difficult to answer that question, 
Doctor, in a very few minutes, as the es- 
Sayist has pointed out. Se much of the 
Subject is quite controversial, and there 
are instances cited of differences of opin- 
ion as to the good and the useful and 
the bad effects of light, that what we have 
attempted to do in the discussion is to 
point out the facts of which we are really 
quite certain, and where the preponder- 
ance of opinion seems to indicate a very 
useful effect, and also to point out the 
gaps which still exist and the great de- 
ficiencies with which we are still con- 
fronted in the subject, and the need of a 
great deal of research in that field. I 
think that is as far as we could go in the 
Subject at this time, and that is what 
has been done in the report. 

CHAIRMAN HELMHOLZ: If there is 
no further discussion, we will take a recess 
of two minutes before the next paper. 


Recess 


CHAIRMAN HELMHOLZ:: As our final 
topic for this morning we have Anatomi- 
cal Considerations of Growth and De- 
velopment, and it is a pleasure to intro- 
duce the speaker, because of his wide in- 
terest and the great amount of work that 
he has contributed to this field. 


I take great pleasure in introducing Dr. 
Richard E. Scammon, professor of an- 
atomy, The University of Chicago. (Ap- 
Plause.) 

DR. RICHARD SCAMMON: Mr. Chair- 
man, Ladies and Gentlemen: Perhaps this 
discussion may be properly introduced by 
pointing out a few of the salient charac- 
teristics of the report of your committee 
relative to the anatomical consideration 
of childhood. - 

Anatomical or morphological factors are 
commonly reduced to some form of di- 
mensional treatment. This treatment may 
Vary greatly in character. It may acquire 
the highly technical and formal character 
of mathematical expression. It may re- 
main in rather simple numerical status; 
Or, particularly in cases where the phe- 
nomena are especially complicated and 
when they are scanty, it may take the 
form more frequently of pictorial repre- 
Sentation. 

But in all of these instances, as is the 
case in most biological problems, we are 
usually attempting, consciously or un- 
consciously, to reduce the description of 
form and texture to some series or scale 
of units that may be compactly expressed, 
compared, and, if possible, used inter- 
changeably. 

The devclopment of this scalar or meas- 
urable conception of the body in its grow- 
ing treatment tends to produce two kinds 
of tools for our use.» First, practical cri- 
teria, cannons, ‘wise saws and modern 
instances,’ rules of thumb that may be 
applied effectively and economically in 
practical situations; and, second, basic 
information, often somewhat abstract in 
character, from which we draw our con- 
clusions with regard to further procedures; 
in this insiance with respect to further 
developmenis in child care, treatment, and 
guidance 

I would point out that these two prod- 
ucts of child study are not in conflict 
although they differ. Simple, even if im- 
perfect, criteria must be available for the 
present day work; more basic and pre- 
cise data form our instrument for predi- 
cating further action. 

On the whole, I would say that the 
second or more basic point of view is the 
more characteristic of the report—and I 
think wisely so. We are dealing with a 
labile organism attempting to adjust it- 
Self to rapid changes in physical and so- 
cial environment. In this country, as is 
pointed out repeatedly in this report, the 
population is of extraordinary diverse eth- 
nic origins. and the degree of mixtures 
of peoples highly variable. And our tech- 
hique of measurement, growth, and de- 
velopment is still in a stage of rapid evo- 
lution. Consequently, the significance of 
more or less static norms, useful as they 
may be, is hardly so great as that of 
trends and more general considerations. 


The Newer Approach 


A second striking characteristic of this 
report is the amount of newer material 
contained in it. This newness extends 
to the conccpts expressed, the actual in- 
formation adduced, and the techniques 
employed. 

Let us try to compare the present con- 
tribution with a similar but hypothetical 
one made by a similar body a decade or 
so ago. In such an earlier report, the 
terms like birth, maturity, puberty, and 
the like, would probably be accepted as 
representing fixed milestones subject to 
little or no variation. The descriptions 
would have been almost entirely qualita- 
tive, based on the older morphologic con- 
cepts, and would probably have shown 
little recognition of the changes in the 
various divisions of the developmental 
period. The quantitative data would have 
consisted largely of ancient figures, not 
traced to their sources, and the concepts 
of variability in the data, and the in- 
fluence of sex, physical status, and the like 
would hardly have received the attention 
that it does in the present summary. 

Equally striking would be the difference 
in techniques employed. Many phases of 
the statistical treatment of the data, par- 
ticularly with regard to the trends they 
display, are characteristic of the last dec- 
ade; and this also is true of the establish- 
ment of what I may call developmental 
geometry which will be discussed by Dr. 
Bardeau. In the same way the detailed 
application of X-ray to the study of hu- 
man grow: and development, the im- 
portance of a knowledge of the childhood 
of the anthropoids in connection with the 
study of man, and the use of experimental 
procedures in solving the morphologic 
problems of the period of development; are 
only now coning fully into their own. 

These chauges are the result of intense 
activity in the field of the growth and 
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physique of the child since the war. In 
the last decade over 2,000 separate pub- 
lications have appeared on this subject 
and their number, and I'think their sig- 
nificance, still increases. . Under these 
circumstances, we cannot regard a report 
such as our own as final, nor the gen- 
eralities that may be ‘drawn from it as 
conclusive. It is a preview of present- 
day knowledge in which we recognize only 
a base for future investigation. 

With these general remarks I may pro- 
ceed to a summary of some of the more 
striking features of the report. 


The Growth Plan in Man 

As in all studies of developmental pe- 
riod, the authors of this report have found 
it necessary to subdivide the interval be- 
tween conception and maturity into va- 
rious stages or segments. It has been 
generally recognized that the development 
of the human body in childhood cannot 
be adequately understood without some 
knowledge of the changes and periods of 
development which precede birth. The 
recognition of developmental stages or 
periods in early development still remains 
largely on a quantitative basis, and until 
more extensive data are available, these 
stages are established by. ranking the 
available material according to outstand- 
ing characteristics rather than by attempt- 
ing to measure these characteristics in 
detail. 

We encounter many differences in the 
recognition of definite phases of develop- 
ment in later life. Evidently the flow of 
new knowledge is breaking down our sim- 
pler scheme of the division of an accept- 
able general scheme of human develop- 
ment scarcely seems possible at the pres- 
ent time. It must wait until the newer 
additions to cur knowledge of growth and 
development are codified and compared. 
When this is done, we may expect a gen- 
eral concept of the human developmental 
plan that will be much more useful, and 
better supported by facts, than our older 
and simpler ones. 

Progression in Human Development 

The questions of morphology in child- 
hood are so closely bound to the question 
of growth that the two are inseparable. 
Two main types of measure of human 


growth are found in this report. In the 
first, growth of the body as a whole, or 
of any of its components, is measured in 
terms of increase in other parts or com- 
ponents. In other words, growth in one 
dimension is measured in terms of growth 
in another. This type of measurement 
is essentially geometrical in character. 
Considering the complexity of the growing 
human body, and the number of factors 
that play upon it, the results of the geo- 
metric approach are singularly constant. 
The greater measures of growth such as 
mass, surface, stature, and the like remain 
relatively constant with respect to one 
another; or. when modified, they follow 


fairly constant and simple courses of 
change. 
But the various measureable elements 


of the body change, not only with respect 
to one anotner, but also with respect to 
time. While these two types of measure 
may be related, it is often found that 
changes in form and texture may proceed 
with time somewhat independent of 
changes in magnitude. The measurement 
of human growth with ‘respect to time 
is extremely difficult, and while the re- 
port contains many valuable data on this 
aspect of the subject, it cannot be, in 
the present state of our knowledge, a 
final statement. 

The problem is further complicated by 
the fact that many parts of the body 
grow at various rates, and that the human 
growth curve as we measure it in the 
living individual is a summation of very 
complex factors. 

The growth of the skeleton, musculat- 
ure, in general the vasculer system. and 
most of the major viscera is similar to 
that of the body as a whole. But the 
growth of the nervous system, and struc- 
tures associated with it, is very different 
from general body growth. Al] the neural 
structures are characterized by extreme 
precocity in growth. Some, such as cer- 
tain parts of the ear, reach their full 
size before birth. Others reach their full 
size in infancy, and a very few show much 
increase in size after the first decade of 
postnatal life. 

The lympheal structures also show a 
different style of growth reaching their 
maximal size about the time of puberty, 
and tending to decline thereafter. 

The structures of the urogenital system 
grow rapidly before birth, are almost sta- 
tionary during the second decade, and 
grow again with great rapidity in the 
parapuberal period, and perhaps in early 
maturity. ’ 

All of these differences lead us to ques- 
tion the use of the term maturity as re- 
spects the physical development of the 
body. Obviously, some organs are struc- 
turally mature before birth, and others 
are still growing at the close of the sec- 
ond decade. 


Growth and Differentiation 

Growth and differentiation, although 
usually related, are not necessarily syn- 
chronous. This is pointed out again and 
again in .our document, and numerous 
examples of the disassociation of these 
two classes of phenomena are cited. The 
recognition of this difference has led to 
a searching study of other characters of 
the body than mass of size that may be 
used as criteria of development. By far 
the most extensive studies in this field 
are in the differentiation and maturation 
of the skeleton, and the summaries of 
these investigations form a large and in- 
teresting portion of the report. 

It is to be regretted in. this connection 
that the report does not supply more in- 
formation regarding the changes in the 
finer structure of the body in childhood— 
changes in structures such as the skel- 
etal muscle fiber, and the nerve cell. But 
in this respect the report faithfully re- 
flects the present state of our knowledge, 









and points out the need for this type 
of investigation. 


Growth and Physiologic Adjustment 

The child must live as it grows, and 
living requires a constant adjustment to 
new physiologic factors. This adjustment 
requires morphologic changes that appear 
to be superimposed on the general sub- 
strata of growth. These are most notice- 
able in connection with the =sscular, res- 
piratory, and digestive tracts, and are 
reviewed with care in the sections de- 
voted to these subjects. These sections, 
in particular, form the bridges from the 
morphologic to the functional concepts of 
childhood, and illustrate how much the 
Studies of form and function are but dif- 
ferent methods of attack ugon the fun- 
damental problem of human develop- 
ment. (Applause.) 


CHAIRMAN HELMHOLZ: Dr. Bardeen, 
professor of anatomy and dean, University 
of Wisconsin Medical School, will open the 
discussion with the special topic “Changes 
in Body Form and Indices.” 


Changes in Body Form 
DR. CHARLES RUSSELL BARDEEN 
(Madison, Wis.): Dr. Scammon has called 
attention to the change in trend that has 
been particularly rampant in the last ten 
years or so, and I don’t know any field 
in which that is truer than in the study 


of weight relative to stature during 
growth 
The interest in this, which became 


quite popular, was largely from the stand- 
point of nutrition, but the more that sub- 
ject has been studied the less satisfactory 
has been found the relation of weight to 
stature and age as an assemble index of 


nutrition. Underweight and overweight, 
according to this index, by no means, 
necessarily imply lack of health, but 


merely differences in build. I think that 
practically all members of the committee 
are agreed about this, that the main in- 
terest of weight relative to stature and age 
during growth is the interest which this 
Study throws on differences in build. 

The underweight child is usually a 
slender child; the overweight child, a 
stocky child; but we don’t know yet to 
what extent or just what the relations be- 
tween slenderness of build and health in 
children and stockiness in build and health 
in children are. As Dr. Wilson pointed out, 
the life insurance statistics all point to 
overweight or extreme stockiness in the 
adult being a rather unhealthy condition; 
at least, not leaning toward longevity. 

We know comparatively little about 
these conditions in childhood, and so, such 
knowledge as we can get concerning rela- 
tive build in childhood from the study of 
weight, stature and age, is more in the 
nature of a basal kind of knowledge than 
a knowledge of an immediate application, 
such as we hoped for when the height- 
weight tables were first prepared. 

If one is going to take this subject up 
he needs to pay somewhat more attention 
to the relative proportions of the body 
than has been customary. It isn’t enough 
to know whether a child is overweight or 
underweight for his age; but we should 
take such knowledge as height and weight 
in connection with the build of children. 
We find that the period of postnatal 
development, from the standpoint of exter- 
nal form, is divisible into three fairly well- 
defined periods, although there are transi- 
tions between each of the three periods. 


During the first six months after birth 
the child grows very rapidly in length 
(often six inches), rapidly in weight 
(usually double the weight) and yet the 
general proportions of the body change 
comparatively little; and this period 
might be called, from the standpoint of 
external form or build, the period of 
infancy proper. 

After about six months changes occur 
in the characteristic growth and external 
form; and from then until puberty we 
have a period during which it is possible 
to give fairly good mathematical expres- 
sion to the changes in the proportions 
of the body in the form of curves. The 
relation of weight to stature, or of sitting 
height to stature; or of chest girth to 
stature may be fairly satisfactorily ex- 
pressed in smooth curves for the whole 
period, from the end of infancy proper 
to puberty. 

During this time the most marked fea- 
tures are the very rapid growth in the 
lower extremities and the slower growth 
of the head. It has been assumed by 
some students of the subject that in chil- 
dren of the better classes, who tend to be 
relatively tall at the time of puberty, that 
the lower extremities have been given an 
opportunity to grow unduly fast, and that 
an over great stature at puberty is not 
necessarily a sign of real health—perhaps 
the contrary. Pfaundler in Germany, and 
Manouvrier in France, are great advo- 
cates of that point of yiew—that the chil- 
dren of the upper class were, on the whole, 
less healthy. I see that there is a little 
bit of support given that view in one of 
the reports, because diabetes is more apt 
to be found in over tall children than 
the children of average stature. 


Adolescence 

Then we get the period of adolescence, 
which is somewhat different in boys than 
in girls, and to which the curves appli- 
cable to childhood no longer apply, during 
which the trunk shows a marked relative 
increase. In boys the trunk and lower 
extremities grow at about an equal pace 
at first, when they take on the puberty 
accelerations and then the trunk begins 
to surpass the lower extremities in relative 
growth. In girls the lower extremities, 
as a rule, do not lose their acceleration 
quickly, and this is the main acceleration 
while in puberty. 

I will not try to go into further details, 
but merely to emphasize the fact that 
the present weight relative to stature is 
of chief interest from the standpoint of 
general build of body, and not from that 
of nutrition. (Applause. 

CHAIRMAN HELMHOLZ: I shall ask 
Dr. J. Parsons Schaeffer, professor of 
anatomy, Jefferson Medical College, to 
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continue the discussion, with the special 
topic, “Growth of the Sinuses.” 


DR. J.PARSONS SCHAEFFER: Men- 


bers of the Conference. I find myself 
in accord with the presentation of 
Dr. Scammon, and also with the discus- 
sion of Dr. Bardeen. I am sure that no 
one is better qualified to speak of the 
general features of the problem of growth 
than is Dr. Scammon, and Dr. Bardeen 
likewise has given the subject much 
thought. 

As is so often true in a discussion, one - 
is led into a field wholly contrary to what 
was intended, and the presentations of 
Doctors Wilson, Scammon, and Bardeen 
suggest that I should depart from my 
intended presentation on the accessory 
sinuses and briefly consider one impor- 
tant matter not stressed in their discus- 
sions. I refer to the anatomy of the 
individua] and the potentials in the origin 
of parts. Anyway, my paper on the ac- 
cessory nasal sinuses has been submitted 
to the central committee for the final 
reports. : 

Just how much the varied anatomy of 
the individual is inherited, I do not know. 
I don’t know that anyone knows; but I 
do know this—that when one takes a 
specific part of the body, such for ex- 
ample as the accessory sinuses, one notes 


remarkable departures from what are 
usually considered the normal, or what 
one finds described in textbooks. Too 


frequently, we are unduly led by the con- 
ventional body written up in textbooks. 

I am, of course, wholly aware of the 
fact that we must first master the anat- 
omy of an ideal body. But just as soon 
as this has been accomplished, in dealing 
with the child at puberty, or younger, or 
in the adult; we must think of the anat- 
omy of the individual. And this leads 
me to speak of another important factor 
in reference to development and growth, 
namely, that of developmental potentials. 


Developmental Potentials 


For example, we know that in the hu- 
man body we not infrequently deal with 
insufficiencies. Again, there appears to 
be too much anatomy. Some have spoken 
of the latter as the factor of safety. 

Again coming back to my specific prob- 
lem, how very important it is for the 
doctor who is dealing with the anatomy 
of the nose and accessory sinuses in a 
patient to know that sometimes there are 
four frontal sinuses on one side; some- 
times two, instead of the conventional, one. 
It is important to appreciate that some- 
times we have two maxillary sinuses, 
rather than the more usual, one. The 
other day I found a case that was ex- 
plored with negative findings when the 
disease was in a supernumerary sinus, 
lateral to the conventional sinus. 

References to the early embryology of 
the accessory sinuses in an individual case 
will show the developmental potentials. 
As one studies the early periods, one finds 
himself saying, “Had this fetus lived and 
gone to early childhood and puberty and 
adult life it would have been an example 
of double maxillary sinus. Had this em- 
bryo lived there is every reason to believe 
that it would have been born with two 
or three frontal sinuses.” Again the evi- 
dence favors single sinuses. In other 
words, we are dealing with developmental 
potentials, and these are but a few ex- 
amples of the many that might be given. 


It is regrettable that we do not have 
an opportunity to investigate the parents, 
the grandparents, etc., of these individuals 
in reference to these potentials. Aftcr all. 
in some cases we may be dealing with 
heredity. We know, for example, of the 
hereditary transmission of external fam- 
ilial characteristics of the body; and hare- 
lip, polydactylism, etc., are believed to be 
transmitted, but we know practically poth- 
ing of the inheritance of variational anat- 
omy in the deeper structures. I am 
pleased that in ali of the papers presented 
this morning the thought of the individual 
child was stressed. ‘Too strict adhercnc > 
to the belief in an unvarying and fixed 
anatomy is fraught with danger. 

We believe, of course, in graphs, every- 
one in the anatomical organization, and 
rightly so; we must, however, not forget 
the child that moves away from this 
graph. Rather than have a sharply cut 
graph, might it not be better to have a 
band-like graph erected so that more 
would be included. In other words, we 
must not without good reason throw out 
and exclude the child who does not con- 
form of the so-called conventional ana- 
tomical type. Want of conformity may 
in some instances mean strength. Any- 
way, what is normal? This is the one 
thought I wish to leave with you. ‘Ap- 
plause) 

CHAIRMAN HELMHOLZ: Dr. Ethel C. 
Dunham, assistant professor of pediatrics, 
Yale University, will continue the discus- 
sion. Her special topic will be “Practical 
Application of Anatomical Knowledge in 
the Neonatal Period.” Dr. Dunham, 


Application of Anatomical Knowledge 


DR. ETHEL C. DUNHAM (New Haven, 
Conn.): Mr. Chairman, Ladies and Gen- 
tlemen: I have been asked to discuss for 
a few minutes a subject in which I have 
the greatest interest, that is, the part that 
anatomical studies play in the clinical 
problems of the newborn infant. 

The mortality in the neonatal period 
is notoriously high and obviously will not 
be lowered until the causes of death in 
this period are more fully understood. The 
attack on the problem must come from 
many sides. We are interested today in 
anatomical studies which are throwing 
light on important problems of the ne- 
onatal period with which the clinician is 
constantly struggling. 

In this consideration we are immediately 
faced with the problem of prematurity 
which has been shown statistically to be 
the chief cause of death in the neonatal 
period, but one to which much too little 
attention has been paid. The incidence of 
prematurity and the prognosis for the 
premature infant are not really known 
becausé criteria for *the determinination 
of the exact maturity of an infant have 
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varied greatly in the hands of different 
observers. To determine the degree of 
prematurity is a matter of primary 1im- 
portance from the statistical and may be 
of equal importance from the clinical 
point of view. 

Different methods have been advanced 
based almost entirely on the stage of 
skeletal growth and development or on 
body weight but as yet no single method 
has been universally adopted. It would 
be well for all investigators to accept a 
uniform standard. Until such a standard 
is available the length is probably the 
best guage of maturity because it is less 
variable than weight. However from the 
standpoint of the clinician whose first 
consideration is the well-being of the in- 
fant weight cannot be disregarded since 
it is of greatest significance in estimating 
functional capacity and is the most Safis- 
factory index for special care. . 

Another problem of the neonatal period 
which is the subject of much _ contro- 
versy is that of the thymus and: its re- 
lation to the well-being of the infant. 
Whereas clinical studies on the whole 
have tended to confuse our conception 
of the part played by this gland, anatomi- 
cal studies seem to have clarificd some 
aspects of it. They have shown that a 
close relationship exists between the size 
of the thymus and the weight of the 
infant and thus have led to a more 
rational concept in the minds of clinicians 
of the meaning of a broad thymic shadow 
in roentgenograms of newborn infants and 
a more cautious approach to therapeutic 
attack. Anatomical studies moreover do 
not entirely support clinical theories that 
relate so-called “symptoms of thymic en- 
largement” to pressure of the gland on 
adjacent structures. The fact remains, 
however, that we do not yet know the 
function of the thymus gland or its rela- 
tion to other structures. 


The Adrenal] Gland 

So, too, the relation of the adrenal gland 
to other structures is not well understood. 
In this connection it is perhaps of in- 
terest to point out that a number of 
observers have found an association be- 
tween hypoplasia of the adrenal and de- 
fects in the central nervous system, as 
in anencephaly. There is little doubt, 
however, that further light must _ be 
thrown on the adrenal by physiological 
and chemical as well as anatomical stud- 
ies. 

Anatomical studies have. moreover, al- 
tered our conception of the way in which 


adjustments are made in the circulatory 
and respiratory systems in the change 
from intrauterine to extrauterine life. 
The closure of the foramen ovale and 
cuctus arteriosus is not an abrupt but a 
gradual process. Even functional closure 
may not be complete at birth. It is worth 
while calling attention again to the fact 
that many of the heart murmurs heard 
in the first days or weeks of life are as- 
sociated with the persistence of or changes 
in the size of these openings and have 
a physiological rather than a pathological 
signficance. The clinician who hears a 
murmur in the heart of a newborn infant 
should not necessarily jump to the con- 
clusion that it indicates a congenital de- 
fect in the development of the heart nor 
should the pathologist who finds the fora- 
men ovale or ductus arteriosus patent 
necessarily regard this as the cause of 
death. Foote has pointed out that the 
most frequent cause of dezth from con- 
genital heart disease as recorded in mor- 
tality statistics is patent foramen ovale, 
while actually at autopsy patent foramen 
ovale as a cause of death is a very rare 
finding. Mortality statistics of the neona- 
tal pericd have thus been distorted be- 
cause of failure on the part of physicians 
to realize basic facts of this kind. 


Expansion of the Lungs 


Our clinical conception of the expansion 
of the lungs has also been changed by 
anatomical, physiological and roentgeno- 
graphic studies with its immediate applica- 
tion to resuscitation of the new born. * This 
has made an important contribution to re- 
auction of mortality in the neonatal period. 
These studies have shown that the infant’s 
lungs do not change from a condition of 
complete atelectasis to one of full infla- 
tion at the onset of respiration. The 
change is now known to be a very gradual 
one, a certain amount of atelectasis with 
which no symptoms are associated being 
considered physiological even up to one te 
three weeks after birth. If, however, ate- 
lectasis is extensive or persistent it will 
cause symptoms, and if untreated may lead 
to asphyxia or favor development of pneu- 
monia. This is particularly apt to occur 
in the premature infant. Ordinarily treat- 
ment is not instituted unless symptoms of 
atelectasis are present. It is probable that 
routine use of carbon dioxide and oxygen 
for resuscitation of infants at birth and its 
repeated use for premature infants would 
prevent pathological persistence of atelec- 
tasis. 

I have touched on a few of the anatomi- 





cal considerations which have been’ of 
great value in the clinical study of the 
new-born infant. There are many subjects 
on which more information is needed. Out- 
standing among these is further study of 
the growth and development of the nervous 
system and their relation to the activity of 
the new-born infant. The question of the 
etiology of severe, persistent and often 
fatal jaundice in the new born needs in- 
tensive study. Congenital defects in devel- 
opment of the biliary system and ante- 
natal infection have been suggested as the 
underlving basis for mechanical obstruc- 
tion of the ducts. The subject is far from 
settled and offers a fertile field for careful 
investigation. Ballantyne, at least 30 years 
ago, in considering the readjustments and 
adaptive changes of birth, asked many 
questions which are still unanswered. The 
pathology of the new-born infant has been 
sadly neglected. Too frequentiy the atti- 
tude of the morphologist to the new born, 
and, especially the premature, is to ignore 
any but the most gross and obvious ab- 
normalities. It is important to realize that 
probably as much light can be thrown on 
the .problems of the neonatal period by 
clinical studies of the living infant as by 
anatomical-pathological studies. From the 
combined efforts of clinical and laboratory 
workers we may hope to have soon a more 
cer 1 knowledge of what is the most im- 
portant but probably the least understood 
period of life. (Applause.) 
CHAIRMAN HELMHOLZ: Dr. Scam- 
mon’s paper is now open for general dis- 
I If there any further discussion 
on the floor? 


Discussion 

DR. FOSTER (Atlanta, Ga.): We have 
listened with considerable interest to this 
Paper and these discussions. I was par- 
ticularly anxious, Mr. Chairman, to hear 
more said about body mechanics and the 
common pathological processes which 
mod growth. 

Dr. Schaeffer referred to the maxillary 
sinuses. and pointed out instances of ab- 
normalities in that respect. It seems to 
me that in the question of body growth, 
the nasal cavity and the oral cavity prob- 
ably are two of the most important fac- 
tors. I need not tell you gentlemen who 
are here of the close relationship between 
mouth infection and metastatic disease; 
you know that. Body development is 
largely dependent upon proper mouth 
development. Mouth development is de- 
pendent upon proper mechanical exercise 


If I could bring one thought to you 
gentlemen here to carry home with you 
it is that the mechanical activities of the 
maxillary sinuses are largely responsible 
for the proper physiological development 
of the body. In the examination of many 
sinuses we have found anomalies existing 
there, but I have never yet seen a sinus 
that was abnormal according to phvsiologi- 
cal anatomy that did not have lack of 
lateral development of the jaws. 


CHAIRMAN HELMHOLZ: Is there any 
further discussion? 


DR. KASSOWITZ (Milwaukee, Wis.): I 
would like to ask a question. Has the com- 
mittee decided to commend height-weight 
ratios as a criterion for body development, 
or has it decided not to recommend them? 

CHAIRMAN HELMHOLZ: Is there any 
further discussion? 

DR. PAYNE (‘Director Health Assump- 
tion Parish, La.): May I ask Dr. Scam- 
mon what the advances have been along 
the line of endeerine development? 

CHAIRMAN HELMHOLZ: Is there any 
further discussion? If not, I will ask Dr. 
Scammon to close. 


DR. SCAMMON: I think most of the 
questions that have been raised really have 
fallen outside of the field of this particular 
committee’s report. This committee has 
been interested in the matter of height 
and weight primarily as in their geometri- 
cal relationships as indicators of growth 
rather than as praetical criteria; and the 
question of the application of these criteria 
has been taken up, as I understand it. in 
connection with the matters of physical 
status with the report of the Committee 
on Physical Status. 

This committee has not dealt particu- 
Jarly with that phase of the subject, except 
in so far as it has dealt with problems in- 
volving the general changes in form and, 
you might say, geometry of the human 
body. The portion dealing with the effect 
of the ductless glands is to be considered 
in the report this afternoon, as I under- 
stand, in connection with the physiology 
of the hody. 

On the whole, I will say that the 
anatomical phases of our report have not, 
‘perhaps, stressed the nistory of the duct- 
less glands as much as we would like per- 
haps, because the amount of data is not 
very extensive. 

CHAIRMAN HELMHOLZ: If there is 
nothing further to come up the meeting 
is adjourned. 

The meeting adjourned at 11:30 o'clock, 


Committee B—PRENATAL AND MATERNAL CARE 


HIS session of the Committee on Pre- 

natal and Maternal Care convened at 
9:45 o’clock on Thursday morning, Feb. 
19, 1931, Dr. Fred Lyman Adair presiding. 

CHAIRMAN ADAIR: I wish to thank 
the members of the two committees who 
participate in this morning’s session for 
their generous contribution of time and 
effort to the success of this committee 
of the White House Conference. Perhaps 
some of you who have not served on 
committees do not appreciate the enor- 
mous effort that has been made by some 
of the members to contribute to the suc- 
cess of the Conference. 

There are a few points of procedure 
which it might be well to mention in 
advance. One is that it is not the pur- 
pose of the conference to pass resolutions 
or motions. Provision is being made for 
continuation of the recommendations of 
the various committees by the formation 
of a committee which will be a sort of 
follow-up committee. 

Secondly, we wish to avoid. in so far 
as possible, any matters which are apt 
to be more or less spectacular and con- 
troversial, because they tend to obscure 
important recommendations coming from 
the committee report. Therefore, in the 
deliberations of this committee, as well 
as the other committees, resolutions and 
motions will be out of order, and any 
controversial subject which presents a 
definite division of opinion will also be 
ruled out of order. 

I think with those few guiding prin- 
ciples, we can proceed with the business 
of the morning’s session. We are some- 
what short of time, we have a great deal 
of ground to cover, and it will be neces- 
sary to limit the discussion to the time 
allowed. This is not with the desire of 
being arbitrary and cutting off discussion, 
but it is simply through necessity in order 
to cover the program which is blocked 
out for the morning session. 

Without further delay, I will ask Dr. 
John Osborn Polak, professor of obstetrics 
and gynecology, Long Island College Hos- 
pital School of Medicine, who is known 
to all of you I am sure, to present the 
report of the Committee on Prenatal, 
Maternal, and Early Infant Care. 

DR. JOHN OSBORN POLAK (Brook- 
lyn, N. Y.): Mr. Chairman, Ladies and 
Gentlemen: The survey of your sub- 
committee has shown that there is no 
nation-wide program in the United States 
and has confirmed its belief that while 
American obstetrics in certain urban 
centers is comparable to obstetrics prac- 
ticed anywhere in the world, but as a 
nation, our women are not receiving the 
best care. Apparently we are passing 
through a transitional period from surgi- 
eal radicalism with its heavy operative 
toll to physiologic conservatism, where by 
careful antepartum study, instruction in 
the hygiene of pregnancy, the intelligent 
interpretation of the laboratory findings 
in the toxemias, a broader knowledge of 
the physiologic mechanism ol labor and 
the employment of strict surgical asepsis 
at delivery, maternal mortality w4ll be re- 
duced. To achieve this result the present 
standard of inadequate and casual pre- 
natal work must be raised by the eorgari- 
zation of properly equipped _ prenatal 
clinics which are staffed by trained per- 
‘sonnel. It will not be‘difficult to de thas in 
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our large cities, in the clinics connected 
with the large university hospitals which 
are well endowed; but giving adequate 
prenatal attention in the sparsely popu- 
lated districts will always be a- difficult 
proposition until the State, the physician 
and the patient appreciate the advantages 
and accept their individual responsibilities. 
The small rural hospital which is the med- 
ical center of the community, could well 
establish both a free and a pay clinic for 
the instruction of®*the prospective mother. 
Each one of these institutions cover con- 
siderable territory and their facilities in 
this day of the automobile can be utilized 
without difficulty. Furthermore, all of 
these hospitals are open hospitals, and 
the physician who gives the care could 
have access not only to the records but 
to the hospital facilities. Only consecu- 
tive and intelligent rational obstetrics at 
the time of delivery, followed_ by pest- 
natal observation for a period of two 
months after childbirth, will ever raise 
our obstetrics to proper standards. Moth- 
ers’ classes for antenatal instruction could 
be conducted in these centers and in this 
way the public would obtain a _ better 
knowledge of its responsibilities to the 
woman at childbirth. The laboratory 
equipment of these small hospitals could 
be used to examine the urine (determine 
the blood chemistry) and the Wasserman 
reactions; while a nurse could keep the 
weight charts and make the blood pres- 
sure readings. All of these data could be 
indexed and bé available to the physician. 
This could be done at small cost with 
benefit to the hospital; (1) because it 
would establish a contact; (2) and would 
take away from the woman the fear of 
a hospital and educate her in the yalue 
of preventive medicine. The physician 
would be better trained because of the 
demand for better service by both’ the 
woman and the hospital. 


Obstetrical Watchwords 


More opportunities for graduate train- 
ing in obstetrics should be offered the 
general practitioner by the several uni- 
versity clinics. This training should in- 
clude advanced means of diagnosis, pel- 
vimetry, fetometry, simple laboratory 
methods and offer periods of observation 
for the study of the proper management of 
the several stages of labor—for in the last 
analysis, it is the general practitioner and 
usually a busy one, who will attend the 
majority of obstetric cases. The tendency 
for early interference before the passages 
are completely prepared could be mini- 
mized by the development of the obstetric 
nurse midwife. A nurse having had spe- 
cial maternity training in the delivery 
room, capable of following a fetal heart, 
making rectal and abdominal examina- 
tions to determine progress, should be 
attached to the personnel of every busy 
practitioner who cares for maternity 
cases. Surgical cleanliness and the avoid- 
ance of trauma must always be the watch- 
word of every man or woman who prac- 
tices obstetrics. 

Your committee is convinced that the 
time has come to establish a nation-wide 
obstetric program which should have the 
backing of the Federal Government, the 
State and the county health departments 
and the endorsement of the national ob- 


stetric groups and the welfare agencies. 
It is conceded to be right of every pros- 
pective mother to have proper prenatal 
care. She should also be provided with 
the means and the machinery to have a 
safely conducted delivery. For years the 
National Government and the Siates have 
provided sanatorial treatment for the tu- 
berculosis patient—how much more im- 
portant it is to have a healthy child born 
of a healthy mother, and the woman 
restored to her economic @alue in society 
for the care of this and her other children. 
Surely no nation-wide project deserves 
greater support. 
Groups of Patients 

Any nation-wide obstetric program must 
plan for the care of four distinct groups 
of patients: 

(1) The clinic patient who receives her 
care in the clinic with its consecutive 
prenatal, intranatal, intrapartal and post- 
partal services; completely organized with 
a medical, dental, nursing and social serv- 
ice personnel., This group is already well 
taken care of im the larger cities by the 
maternity hospitals and the general hos- 
Ppitals with completely organized matfer- 
nity services. Thirty-eight of our med- 
ical schools carry on prenatal clinics in 
connection with their maternity services 
and 33 have already established post- 
partum clinics for the follow up of these 
patients after they are discharged from 
the hospital; for the study of involution 
changes, the correction of displacements 
and the management of late infections. 

(2) The Rural Group: This group live 
in the rural communities or the sparsely 
settled districts and include the large 
Negro popuiation of the South and the 
Southwest where no adequate care of any 
type is given to the lying-in woman. In 
this group the State Board of Health 
through itss children’s bureau and the 
county heaith officers, must cooperate in 
the maternity program. A survey of the 
country shows that there are compara- 
tively few districts in which there are no 
rural hospitals. Your committee believe 
that county hospitals of the rural dis- 
tricts, as well as city hospitals, supported 
by taxes, should be equipped to protect 
mothers and babies in every station of 
life. Im addition to the cooperation from 
the State board of health and the county 
health officer, the small privately owned 
hospitals should be subsidized by the 
State and so organized as to form a center 
equipped to give consecutive obstetric 
care—by this, we mean prenatal, intra- 
natal, intrapartum, postpartum and post- 
natal attention. Besides subsidizing the 
hospital, the State should maintain a full 
time health officer in the county in whch 
the hospital is situated. 

In the Southern States having both 
white and colored population, there must 
be not only segregation of the maternity 
cases but also provision for the segrega- 
tion of the white from the colored. With 
the county hospitals and the privately 

wned hospitals in the rural districts of- 
ering facilities for the care of maternity 
patients; prenatal clinics of modern effi- 
ciency and postpartum clinics could well 
be part of the care offered: while the 
public health nursing staff could follow 


* up with instructive visits in the home.: 


In California an instructive visit in the 
home is given to all mothers and babies 
cared for at the Wospitals—this visit is 
free and educational in character. On the 
average the work is covered by two visits, 
the first is made the day after the patient 
leaves the maternity. Nursery adjust- 
ments such as bed, bath and formula with 
a working schedule for the care of the 
child and care of the home, cover the 
instruction. 


The maternity program with the neces- 
sary publicity should be begun at the mar- 
riage license bureau where every applicant 
should receive simple printed literature of 
the minimum standards of prenatal care, 
the importance of trained medical at- 
tendance during labor, and information 
relative to the importance of periodic 
health examinations. Through the county 
health officer the maternity program of 
the State Board of Health can be pre- 
sented to the ¥ocal physicians and to the 
residents of the eemmunity at the County 
Medical Societies and lay organizations of 
women and the work stabilized through 
the permanent health centers ‘the rural 
hospitals). Each of these hospitals tak- 
ing patients should offer advice as to 
clothing, shoes, layette and nursery equip- 
ment, thus making a demand on the de- 
partment étores for better service. All 
of this serviee sheuld be free to private 
and house cases and will serve as an ad- 
vertising medium for the medical prenatal 
service. Private physicians should be in- 
vited and encouraged to serve in these 
clinics, but the health officer should be 
the responsible head and be responsible 
for the type of werk done in the clinic. 

It must be admitted that the midwife 
or the trained nurse midwife is'a neces- 
sity in the rural districts, particularly«in 
the South an@ the Southwest, but she 
must be properly educated and trained. 
Nurse midwives, both black and white, 
could be trained in these clinic centers 
to do simple, clean midwifery and en- 
couraged to serve the community in this 
type of work. # is particularly important 
that native wemen be given the oppor- 
tunity of this traiming, as they in all 
likelihood will be more content to work 
among their friends and neighbors in the 
districts in which they live. Such mid- 
wife training should be regulated and fi- 
nancially supported by the State if other 
means are not forthcoming. . 


The Middle Class 


(3) The great middle class which make 
up the majority of women who do not 
care to go to free clinics. They are en- 
titled to proper prenatal and intranatal 
care just as much as are their less for- 
tunate sisters. These women will always 
be confined in the home, in a maternity 
home or in an epen hospital by the gen- 
eral practitiones or the young specialist. 
These women must be provided for, and 
it is this class who must be educated by 
conferences, mothercraft clubs, etc., to the 
benefits of modern obstetric care. Like- 
wise, it is the general practitioner who by 
being given greater opportunities ‘gradu- 
ate instruction), will be better equipped to 
take care of sueh cases. That this can 
be done is demonstrated by reviewing 
what has been aecomplished in the State 
of California where the practitioner gives 
the prenatal care and delivers his patient 
in the home or in a maternity home. ‘The 
records of the latter show that the ma- 











ternal mortality per 1,000 live births is 
only 1.1 The maternity homes in Cali- 
fornia are under State supervision, not 
only as to their building and equipment, 
but as to their personnel and their re- 
sults. 

(4) The well-to-do patient also needs 
education. She is in a position to have 
the best, could she know what is the best. 
Relatively few of this class outside of 
those living in the large cities are de- 
livered in hospitals. There is, however, 
@ gradual increase of hospitalization in 
almost every State. When we speak of 
hospitals, we mean the institution manned 
by a trained obstetric staff. This may 
be an open or closed institution, but to 
keep the work at a high standard there 
must bé@ an impartial review of the re- 
sults obtained. for unless this is the case, 
the hospital is not as safe a place for 
delivery as is the home, for it gives false 
security to the untrained, surgically in- 
clined obstetrician. ; 

At the present time we can suggest no 
means of improving the obstetric service 
rendered to this class of women except 
by educational propaganda to the public 
and better education and regulation of the 
men who are practicing obstetrics; by a 
review of their mortalities by the health 
officer, and in the larger cities by a 
group representing the American Board 
of Obstetrics. The flagrant abuses such 
operative interference on fiimsy indica- 
tions, the employment of questionable 
methods of procedure and careless un- 
surgical attendance, could be brought to 
the attention of the offending ir-dividual 
and a better quality of work would re- 
sult. 








Recommendations 

In conclusion your Committee recom- 
mends 

(1) The establishment of a nation-wide 
obstetric program which has the support 
of the Federal Government, the State and 
the county. tate maternity hospitals, es- 
pecially those in connection with medical 
schools and urban hospitals may also re- 
quire such financia] support. This means 
subsidizing county and_ privately owned 
rural hospitals as obstetric centers. 

(2) That greater opportunities be of- 
tered the general practitioner by the uni- 
versity medical schools for graduate in- 
struction in obstetrics. 

(3) That national schools for midwifery 
for the white as well as for the Negro 
women be established in connection with 
the rural hospitals in those districts in 
which the midwife is a necessity. 
plan the midwife shall be respor 
be esupervised by trained obstetrici 
their respective districts, as is the plan 








in Scandinavia. 
4) That the obstetric care does not 


terminate when the patient is discharged 
from bed, therefore, we recommend that 
postpartum and postnatal clinics be es- 
tablished for the poor and for those in 
moderate circumstances; and that the 
physician be schooled in the importance 
of pos partum care. If the childbearing 
women is, as we all agree, an asset, she 
is eniiiled to national support. (Ap- 
latise.) 

CHATRMAN ADAIR: I am going to ask 
thos> who have been invited to participate 
in the formal discussion to take seats up 
front. and any of those who wish to par- 
ticipate in the informal discussion to do 
the same. This will save time. 

First,, Dr. Adelaide Brown, member of 
Californig State Board of Health, San 
Francisco, is going to speak on State-wide 


Maternal Care ana Racial Problems. Dr. 
Adeiaide Brown. 
DR. AD™LAIDE BROWN: Mr. Chair- 


man, Dr. Polak, and Members of the Con- 
ference: I have investigated in my State 
the condition in county hospitals as to the 
nucleus of this report. 

To get some idea of how far such a pro- 
gram as our Chairman has outlined for 
continuous obstetric care was appreciated 
and being carried out in California, we ad- 
dressed this letter to the county health 
officers (38 in number, with 14 full-time 
county health organizations), and to the 
county hospital medical superintendents: 

“Is the following plan feasible to secure 
this continuous service for this 5-10 per 
cent of cases confined under the county in 
the hospital, or at home by county aid? 


Prenatal 


“1. The county hospital shall create an 
out-patient service, for prenatal care, for 
all its cases, whether hospital or home, and 
by education through all the public health 
nurses, women’s clubs and social welfare 
agencies, secure the attendance of cases 
expecting to be confined at the hospital or 

nder a home service, which it may have 
established. The general plan for pre- 
natal care, of the State Department of 
Public Health, Bureau of Child Hygiene. 
can be secured, if desired; also, records for 
reporting. 

Postnatal 


“2. At the same clinic all obstetric cases 
dismissed from the hospital! shall be fol- 
lowed up and brought back for the post- 
natal examination and further care, if 
needed. At this visit the baby may be re- 
viewed in a well baby conference held the 
same day. 

Set-up of Clinic 

“3. Where there is a large obstetrical 
service more than one day must be set 
aside. But in general the plan will neces- 
sitate one day, two doctors with the county 
nurse or nurses as assistants and for rec- 
ords, and volunteers drafted for service 
from the Parent-Teacher Associations or 
Federation of Women’s Clubs members. 
Regularity of service is necessary in volun- 
teers. 

Costs 

“4. The outlay for a health clinic of any 
type is scales, records, table for clerk, desk 
for doctor, blood pressure apparatus, spatu- 
las, head mirror, stethoscope, technique for 
Wassermann tests and urinalysis, sugar 
albumen and specified gravity. Microscop- 
ical examinations may be referred to the 
State laboratory (or may be done in the 
county hospital laboratory). 

“Health report on .general, conditions 
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Should be given to patient as she returns 
for postnatal examination. 


Medical Salaries 


“5. Clinic service to be regular must be 
paid for. This has been worked out in Los 
Angeles County, Los Angeles city and San 
Francisco in well baby clinics and in school 
work. At present Los Angeles city pays $5 
per clinic for well baby clinics and San 
Francisco pays $5. This service is 2-2'2 
hours. Thus, for $10 a morning a county 
could secure the medical attendance. In 
general it seems to be better to have a 
physician in charge of prenatal and post- 
natal clinic who is interested in obstetrics 
and another in pediatrics. An investment 
of $40 a month on the part of the county 
would standardize maternal and infant 
care. 

Postnatal Instructive Visit te Ali Mothers 

“6. Purther, I want your comment on this 
service. After a case leaves the hospital 
with her baby she could be given one o2 
two home visits to instruct her in the prin- 
ciples of care of her baby and preservation 
of breast fecding. Her name and address 
could be sent to the county nurse nearest 
to her and this nurse undertake these in- 
structive visits. This postnatal instructive 
visit has been established in San Francisco 
for years. We offer it to all] doctors for 
free as well as private cases. The nurse 
goes the day after the patient leaves the 
hospital, gives the bath, etc., teaches for- 
mula, arranges bed, bath, feeding, sched- 
ule, etc., and repeats her visit the next 
day. She averages 2.4 visits a case. Two 
hundred and fifty physicians refer cases 
each year to her from hospitals, and she 
starts 50-65 cases a month. The same serv- 
ice is given by the San Francisco Hospital, 
the University Hospital, Stanford Hospital 
and the Children’s Hospital. This service 
was established by the Child Welfare Cen- 
ter of the American Association of Univer- 
sity Women. The visits are educational 
and free. Establishing this service as part 
of your county nurses’ service for all doc- 
tors would be much appreciated by the 
people. Nothing we have ever done has 
been more popular.” 














Returns of Survey 


I asked for answers and comments and 
additions to that program, and I will read 
to you what happened. e 

Eight counties, representing 3.512.550 of 
the 5,677,251 population of the 1930 cen- 
sus, carry out this continuous program 
under the county health service. 

In one county 22 per cent of the confine- 
ments are delivered in the county hospital. 

Four counties report a partial program 
two of which had permanent well baby 
clinics, one had prenatal] associated with 
the well baby clinic, and one had post- 
natal associated with the well baby clinic. 

Eleven counties had no program beyond 
obstetric service. 

One had no county hospital. 

Three had no funds. 

And in two the county hospital] was too 
far out to use for out-patient clinic. 
(One of these suggested a clinic develop- 
ment in the largest town.) 

Three of these counties with no program 
were enthusiastic about immediately tak- 
ing over the whole program. One of these 
had 14 well baby clinics ‘Riverside) and 
two hospital! centers where the work could 
be developed. 

One said the price suggested for medical 
service was too low. 

Another, that the program smacks of 
State medicine, also they had no funds. 

The counties that sent in no answers 
are those where there has not been much 
development of county hospitals. 

Ten have no county hospitals. 

One county cares for its maternal and 
child health work by staffing it with a well 
organized private clinic who do prenatal 
care on all cases they confine for county, 
and a child and baby clinic with free or 
pay for the families of the county. 

Another county reports pre al but no 
regular pestnatal work. Only those cases 
are followed who have had obstetrical 
complications—forceps, toxanemia and 
hypoemia. 

No public health nurse is available for 
home instructive visits. She is used for 
school wort: 

We have this year, in 1930, a piece of 
Statistics which I thought you would be 
interested in 




















Maternity homes report’g 109 Not report’g 40 
Maternity Hosps. report’g 217 Not report’g 72 
County hospitals report’'g 30 Notreport’g 18 
Total report'g 356 Not report’g 130 
Ten county hospitals do not accept 
maternity cases. 
County 

Hospls. Homes Hospls. Total 
Mothers confined...30,936 2,430 3,972 37,388 
Caesarean . -+e- 1,438 9 80 1,527 
Maternal deaths .... 106 5 28 139 
Babies born . 31,129 2.433 3.989 37.612 
Infant deaths 621 27 104 752 
Still births 845 46 174 1,065 
Total births in State for 1930 84,482 
Caesarean rate in hospitals ++s 4.64% 
Maternity homes... 03 % 

County hospitals ...2. ¢ 
Deliveries 


Maternal death rate in hospitals 0.34 per 1,000 
Maternity homes 2 per 1,000 
Gounty hospitals 7 per 1,000 


You will have to draw your own conclu- 
sions. I am sure you can. 
In conclusion, county hospitals and 


county health officers should and can co- 
operate on this continuous maternity serv- 
ice program and it seems to me the best 
point of approach to establishing that in 
the State; that is, they are fixed centers, 
they have county money for support and 
they can be given a program by the super- 
visors or by the board of heaith of the 
county and told to carry it out. The best 
distributors of information as to prenatal 
and postnatal care are the public health 
nurses and the State Department of Public 
Health, Bureau of ChildtHygiene. 

Two thousand six hundred and ninety- 
eight names for prenatal Jetters have been 
sent in to our Bureau of Child Hygiene in 
the last six months. Well mothers should 
be as great a matter of civic pride as well 
babies. San Diego County has an infant 
mortality of 45 in 10 months of 1930, and 
that is a big Mexican population, and a 
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maternal mortality rate of 5.12. Tre State 
is 5.2. Six deaths of mothers out of 13 for 
the year were Mexican women, ar'd their 
maternal mortality rate is 17. 

The postnatal instructive visit is 1 source 
of health to the baby and the nurse can 
easily be an instructor to the mother in the 
value to her of her postnatal care. Educa- 
tion is necessary along this line, snd much 
of it has to be individual. The group need- 
ing it is always present. (Appiause.) 

CHAIRMAN ADAIR: The next topic is 
Conditions in Rural Districts Presenting 
Special Geographic Features, by Mrs. Mary 
Breckenridge, director, Frontier Nursing 
Service, Inc., Lexington, Ky. 

MRS. MARY BRECKENRIDGE: Mr. 
Chairman, Ladies and Gentlemen: I have 
got to ask you to think about the prob- 
lems of rural districts from a different 
angle from that which you are consider- 
ing, namely, the economic angle. What- 
ever you plan to do or not to d@) you 
have got to think in terms of dollars and 
cents, and if you will make careful finan- 
cial studies of the capacity of various 
regions to bear taxation, and of the will- 
ingness of moneyed classes to give, of 
where you will find the moneyed classes 
and where you have the poorest areas with 
the least capacity for taxation, you will 
find that the problem is purely an eco- 
nomic one in the Jast analysis. 


Funds Must Be Found 

Of the States which pay an income tax 
or declare an income tax, New York State 
declares an income tax on 14 per cent of 
its population; Kentucky on 79 100 of 1 
per cent. Only eight States declare an 
income tax on more than 3 per cent. You 
see very well then where you have the 
large centers of population with the large 
funds gathered together you have a ca- 
pacity for voluntary efforts which does not 
exist elsewhere, and that where you have 
the greatest need you have the least ca- 
pacity to meet it. That is the reason why 
we have got to begin to think in terms not 
of what counties can do and what districts 
can do and what States can do, but what 
needs to be done to give every woman In 
America decent care, and then find the 
funds to do it. (Applause.) 

I beg to suggest to you a program which 
the Frontier Nursing Service, of which I 
have the honor to be director, has now in 
partial operation and we are only a little 
over five years old. 

In the last analysis, you can only get 
money where it is. To get money you 
have got to go to the people who have it, 
or else you have got to drain your State 
dry with an impossible form of taxation 

We have never faced that fairly in our 
school issues and we have got to face it 
from the outset fairly in our maternal 
issues. 

The ideal program is this: The obstetri- 
cian assisted by the nurse midwiie. The 
midwife is the handmaid of the obstetri- 
cian, the one individual he creates to suit 
himself. If we have untrained, inade- 
quate ones, it is because the obstetricians 
have let them alone. If they want highly 
qualified ones working under them, they 
have only to take us and make us as 
they wish us to be. We function under 
them; we have no other“desire on earth 
but to do that, but we must be qualified 
to do it intelligently and efficiently. You 
cannot expect us to do it if we have not 
had the proper training. 

You take your rural doctor and 
give him one specialty and that is ob- 
stetrics, you cannot expect him, if you 
have any knowledge whatever of the vast- 
ness of rural territory, to actually attend 
every case himself. 


you 


Health Department Cooperation 

In the Frontier Nursing Service for two 
years we have had an arrangement with 
Dr. McCormack, the health officer of Ken- 
tucky, whereby we jointly pay a physician. 
We have cooperation with the Evangelical 
and still another settlement in our terri- 
tory which is over 7,000 square miles in 
four counties whereby we provide trained 
nurse midwives under him, and he comes 
to the two nearest stations to him. Even 
at that we can’t get the situation ade- 
quately covered. 

The ideal is for the obstetrician to see 
every case antenatally and then say to his 
handmaids, the nurse midwives, or the 
midwives, if you wish—I have no brief on 
method: “This is normal, presumably. 
Carry on and keep me notified,” and then 
give a posipartum examination at the 
end of six weeks, and then for certain 
other cases to say to the nurse midwife: 
“I want to b2 called when that case goes 
into labor,” or “That case should be hos- 
pitalized.” 

Incidentally, you are not going to solve 
your problem entirely by systems of county 
hospitals. We have had cases carried 20 
miles on stretchers to be near the doctor. 
We have had them carried into the nurs- 
ing stations for that purpose. We haven't 
laboratories and we haven't X-rays and at 
that we can’t care for the case at less 
than $430 a day, and we can care for 
her in her home for the delivery for less 
than $10. 

Just by way of illustration, I will men- 
tion a case over on Bullskin Creek back in 
the Kentucky mountains where we have a 
center now, but where last Spring we did 
not have one. A woman went into labor 
on a Sunday and she died on a Thursday 
with her baby unborn. She was seen by 
two old neighbor midwives. She was never 
seen by a doctor, as there was none avail- 
able. 

The sort of thing that happened there 
on Buliskin Creek is crucifixion. It was 
nothing but a transverse position. She 
could have had a perfectly normal and 
well baby. 

We are delivering a baby a day now 
in our service. We more than once have 
had a transverse position. The nurse mid- 
wife can turn it. If she can, that is a 
normal case, and if she can't, she sends 
for the doctor when the woman goes into 
labor, providing she hasn't been able to 
sell her idea of coming down to the near- 
est center where she can be more easily 
reached by the doctor. 

Back over on Redbird River one of our 
younger purse midwives had a case that 
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was in the second stage a long time and 
she could not effect a delivery. 

The nearest doctor being seven mule- 
back hours away, she sent for the mid- 
wifery supervisor who was three muleback 
hours away. She by using proper pro- 
cedure, delivered the baby in 20 minutes. 
One of our midwives called in by an old 
native midwife to see a neighbor woman 
who had been in labor fo- three days and 
nights, was able to deliver the baby in 
a short time. That sort of thing is worth 
doing. You have got to stand back 2f 
that kind of program, ladies and gentle- 
men, every one of* you, 100 per cent. 
(Applause.) 

CHAIRMAN ADAIR: Prenatal and Ma- 
ternal Care in a Large Urban Community. 
The Large Municipal Hospital. Miss Min- 
nie E. Bea, R. N., supervisor, prenatal 
clinic, Cook County Hospital, Chicago, Ill. 

MISS MINNIE E. BEA: Mr. Chairman, 
Ladies and Gentlemen: The _ principal 
functions of the prenatal clinic: 

1. To instruct the prospective mother in 
the hygiene of pregnancy, and to provide 
management of minor disorders. 

2. To prevent eclampsia. 

3. To prevent the birth of luetic babies. 

4. To insure proper management of 
pregnant women with heart disease. 

5. To determine as nearly as_ possible 
the probable character of the labor with 
particular reference to the relative size of 
the head and pelvis. 

The problem of the organization of a 
prenatal clinic in a large general hospital 
requires an experienced obstetrician, who 
gives personal attention to the direction 
of the clinic. 


Medical Personnel: 


Chief. of the staff—acting in an ad- 
visory capacity. 

Attending. physicians. 

Residents. 

Internes. 

At the Cook County Hospital in Chi- 
cago, which sees about 3,000 cases a year, 
the clinic is manned by two obstetricians 
on each day, who act as consultants and 
see all cases that show any deviation 
from the normal. 

The two residents are directly respon- 
sible for the attendance and instruction 
of the internes, see the patients return- 
ing after the first visit. 

One interne is assigned to the routine 
laboratory work, which includes a blood 
Wassermann on new cases, and the taking 
of blood pressure and urinalysis on all 
cases. ‘(A complete urinaly is made 
and blood chemistry taken if considered 
advisable.) 

Two internes are assigned to examine 
the new patients who are given a com- 
plete physical examination, including pel- 
vic measurements, which are checked by 
the resident A vaginal smear is taken 
on each case. 5 

The patient on leaving the hospital is 
instructed when she is to return, at least 
once a month during the first seven 
months, and twice a month during the 
eighth month During the last month 
of pregnancy the patient returns every 
week and is examined to detcrmine the 
relation of the head to the pelvis. 
Nursing Personnel: 

1 Instructor. 

1 Supervisor, 

1 Graduate, 

3 Graduates, 
“5 Students. 

The instructor's time is divided between 
the ward, the clinic and the classroom, 
and she is directly responsible for the 
working at the examining table for new 
patients 

A graduate is responsible for seeing that 
a Wassermann is taken, recording the 
weight and temperature, and collection of 
specimens. 

The students prepare the patient for 
examination and record the doctor's dic- 
tations of findings. 

Luetic clinic: The head of the derma- 
tology department acts as consultant. 

Anti-luetic treatment is given on sep- 
arate days by the same people who work 
in the prenatal clinic. This work is un- 
der the direction of a resident. When 
the patient returns at six weeks for her 
final examination, a careful study, in- 
cluding Wassermann and X-ray is made to 
detect evidence of syphilis in the baby. 
The mothers and babies are kept under 
supervision with the aid of social service 
for one year. The husbands are advised 
to have blood tests. 

Postnatal Clinic: 

All patients on leaving the hospital are 
given a card with the data to return to 
the clinic at the end of the sixth week 
for a postpartum examination; if she 
fails to return a follow-up letter is sent. 
If pathological pelvic conditions are 
found, the patient is referred to the ap- 
propriate clinic for further treatment. 

Many postpartum examinations are 
made for mothers who did not have pre- 
natal care. — 

On arrivirig at the clinic the patient 
is received by the registrar, who is a lay- 
woman and a permanent employe. The 
patient’s general history is taken and 
she receives a copy of special instructions. 
The registrar is also the file clerk. 


Social Service: 

All cardiac, venereal, and unmarried 
mothers are referred directly to social 
service as well as any other cases with 
an apparent social problem for intensive 
case study. 

To safeguari all new-born babes there 
should be direct contact with social serv- 
ice. In this hospital all maternity cases 
are discharged through this department, 
each mother being given the address to 
the infant welfare station nearest her 
home. 

67 per cent of our deliveries have had 
prenatal care. 

There were no fatalities from our car- 
diac cases who had prenatal care and 
were attending the cardiac clinic. 

In one study covering a period of two 
years no woman died of eclampsia in our 
ward who had attended the prenatal clinic 
and obeyed instructions. 

All cases with a blood pressure of 140 
and above are advised hospitalization. 
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Mothers’ classes are held weekly for ante- 
natal instruction. 


Many cases are referred to us for de- 
livery by other clinics throughout the 
city and suburbs, who have had prenatal 
care. 

The personnel, both medical and nurs- 
ing depends upon the size of the clinic. 

To carry on prenatal work efficiently 
there should be a trained personnel, nurs- 
ing as well as medical. 

The best results may be achieved if 
there is a continuity of service from the 
time the patient is admitted to the clinic 
until the end of her follow-up period. 

The internes as well as the nursing 
staff are assigned from the obstetrical 
department. (Applause.) 

CHAIRMAN ADAIR: The next discus- 
sion is Prenatal and Miaternal Care in a 
Moderate Sized Community, by Miss Helen 
Chesley Peck, executive secretary, Infant 
Welfare Society of Minneapolis. 


Care in Moderate Sized Community 


MISS HELEN CHESLEY PECK: Mr. 
Chairman, Ladics and Gentlemen. I shall 
briefly sketch to you how we plan a 
consecutive antenatal and _ postnatal 
service in Minneapolis by coordinating 
those agencies that dre interested in a 
maternal program. Minneapolis has a 
population of about 480,000. We have 
about 8,000 deliveries a year. About 1,000 
of 'those.come into Minneapolis from out- 
side of the city. 

We have 81 per cent of our deliveries 
in hospitals. We have about 20 obstetric 
specialists. The bulk of the work is done 
by the general practitioner. 

We have 15 prenatal clinics a week. 
Four of these are at the General Hospital, 
five are at the University Hospital. and 
six are conducted by the Infant Welfare 
Society in six different sections of the city. 
_" are staffed by obstetric specialists. 
They are all a part of the teaching unit 
of the University. At the General and 
University Hospitals, obstetrics is part of 
the course for the student. The Infant 
Welfare Society receives the students when 
they take it as an elective course. The 
routine is the same in all of the clinics, 
including a complete physical examination 
and so forth, as was outlined for Chicago. 
The patients for other clinics are referred 
to those clinics. 

In the General Hospital there is a pub- 
lic health nurse in connection with the 
prenatal clinic. In the Infant Welfare 
Society Clinic we have a prenatal super- 
visor, and the nurse in the district doing 
infant Work does the prenatal work at the 
same time. 

The University Hospital does not have a 
public health nurse but uses the regular 
dispensary nurse in -their clinic. The 
visits in the home must alternate with 
the clinic visit. That is; we have our 
mothers coming to the prenatal clinic once 
@ month and then once a month she has 
a visit in the home, thus giving us a 
semi-monthly check-up. 

The bulk of our home visiting is done by 
the Visiting Nurses Association. The Gen- 
eral Hospital public health nurse and the 
Infant Welfare public health nurse do a 
certain. proportion, but the bulk of it is 
done by the Visiting Nurses Association. 
They .carry the Metropolitan and John 
Hancock Life Insurance cases. 


Medical Direction 


The one thing it seems to me that co- 
ordinates our work is the fact that we 
haye our medical direction centered in 
one person. The medical director of pre- 
natal work of the Infant Welfare Society 
is also chief of staff of obstetrics and 
gynecology at the General Hospital and is 
also a member of the teaching faculty of 
the University. He is also on the Medical 
Advisory Committee of the Visiting Nurses 
Association. Therefore, you have your 
standard set fer all of these clinics, the 
nursing service as well as the medical 
service, under one director. If we can 
keep our standards alike, we can keep 
our routines alike. All the visiting, as I 
say, is done principally by one organiza- 
tion. It sends a written -report of every 
home visit to its respective clinic where 
the mother is attending. The clinic sends 
a written report back to the Visiting 
Nurses Association. The clinics send a 
written report of their clinical findings to 
the hospital where the mother is to be 
delivered. . The hospital returns to that 
clinic the -eport of the delivery service. 
There is no break in the consecutive 
antenatal, natal, and then the postnatal 
care. 

A few of the results that we have accom- 
plished in Minneapolis: 

Sixty per cent of all. the patients de- 
livered in the General Hospital have had 
prenatal care. 

Twenty-four per cent of our mothers are 
coming to us before the fifth. month of 
pregnancy. 

A little better than two-thirds of our 
mothers receive postpartum examination. 
That is rapidly increasing due to our 
excellent public health nursing service. 

CHAIRMAN ADAIR: Rural Hospitals of 
the South, py Dr. Alice N. Pickett, assist- 
ant professor of obstetrics, University of 
Louisville School of Medicine. 

DR. ALICE N. PICKETT: Mr. Chair- 
man, Ladies and Gentlemen: They chose 
this subject for me because the rural 
hospital is certainly an indispensable 
agent in putting over any program for 
improved maternity and infancy care. 

The situation in Kentucky is about the 
situation.for all the Southern States. -Dr. 
Chambers who is the head of the Aygiene 
and Public Health Department of our 
University of Kentucky at Lexington 
issued a splendid report last month in 
which he reviewed the medical service of 
Kentucky, and a sad enough story it is. 
He sums up certain observations of his by 
saying that only 50 per cent of the people 
of this State had adequate medical care; 
that 1/7 of the people of the State have 
care so poor as to be almost negligible. 
This bad showing he thinks is due to the 
scarcity of doctors in the country and the 
searcity of rural hospitals. 

We have no actual scarcity of doctors. 
We have them badly arranged, badly 
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grouped. They gravitate to the cities and 
to the larger towns, and more and more 
they get scarce in the country. 


We have actually in Kentucky one 
doctor to every 879 people. That is not 
so bad a showing when the Nation as a 
whole has one doctor to 753 people. 


Another bad phase of the situation and 
that is the age of the doctor who is in 
the country. The majority of them are 
older men. They are dying off and 
younger men are not being recruited. 

As for our hospital situation, we have 
120 counties in the State. Fifty counties 
have hospitals. Besides being poor, these 
rural hospitals are small, they have very 
few charity or semi-charity beds, and they 
have practically no arrangement made 
for the care of pregnant women. They 
are badly managed. The money that 
they have is spent to bad advantage be- 
cause they don’t know how to spend the 
money well. They are poorly equipped 
as to laboratories and X-ray. One of the 
great difficulties is they are managed by 
lay boards, boards made up of. the most 
intelligent and most representative people 
in the neighborhood. There is nothing the 
matter with the board personnel except 
that they have had no training or advice 
in how a hospital should be run. 

They are in the main open hospitals 
except for the industrial hospitals. They 
are staffed by the men of the district. 
A good many of these men are older men 
who themselves have not the advantage 
of modern hospital training. So they are 
not always wise counsellors in the manage- 
ment of hospitals. 

Probably the worst problem of all is 
the nurse director whose only equipment 
for the job is a training in bedside nursing. 
She is a good bedside nurse; but she has 
had no training as,an executive officer in 
a hospital. This nurse stays a little while; 
she gets discouraged; the criticisms that 
come to her from the board, from the 
lay folk, from the staff are largely de- 
structive criticisms, I assure you. ‘The 
novelty wears off and she moves on. Her 
place is taken by a woman of less ex- 
perience. 

Improving Hospitals 

These hospitals must be improved and 
other hospitals must be gradually estab- 
lished as we get the money. That means 
that the hospitals must be subsidized. 
There must be an establishment of charity 
and semi-charity beds. The chief rule for 
the improvement of the hospital and lhift- 
ing of the whole maternity situation lies 
in the hands of the State Board of Health. 
That State Board of Health must have 
established a bureau of hospital direction, 
hospital guidance, hospital control, hos- 
pital inspection. Its business will be to 
educate these boards of lay directors. 
They are valuable people. If you k 
on there year after year, they run it oe 
ter and more economically. ’ 

If the State hasn’t an association of 
hospitals, it must get one, that association 
of hospitals being made up of these lay 
members, the staff of the hospital, the 
nurses, and chiefly the nurse director of 
the hospital. The most valuable training 
would be spent not on the nurse director 
who is going to thove out but on the lay 
people who are going to stay there and 
on the doctors who are going to do the 
work, 

The Public Health Nursing Associations 
must help and the director of the train- 
ing school of nurses, but chiefly the State 
Board of Health, who ‘has to rely on its 
full-time health officer. You can’t do a 
thing without him. The State Board of 
Health.must have some man.on the spot 
to carry out its instructions and its plan 
to give the help it is so well provided to 
give to the people who most need it. 
This man should be chosen carefully; be 
trained in a good medical school, have at 
least a rotating internship with adequate 
obstetrical training, have worked in a good 
prenatal and postnatal clinic, and have in 
addition public health training. That man 
must conduct the clinics, prenatal and 
postnatal, under the direction of the State 
Board of Health. The man must be a 
member of the staff of the hospital. There 
will be no clash with doctors about his 
carrying on the clinies because he is do- 
ing essentially public health work. He 
can invite his friends to work with him, 
but he is responsible for the clinic. As 
a member of the staff, he can do much in 
controlling the rules, regulations, the tech- 
nique of the obstetrical department and 
in improving the records of the hospital. 
As a member of the medical soeiety, he 
can keep the tremendous importance of 
obstetrics eternally before the minds of his 
colleagues. As a director of public health 
he can do much in the education of women 
as to the value of prenatal, intranatal, 
Postpartum, and postnatal care. He is the 
executive officer of the State Board of 
Health. 

What is going to happen when we get 
this done? With this plan we will get 
more doctors into the country, and we 
shall get better prenatal, intranatal, and 
neonatal care for country mothers and 
children, (Applause.) 


Dental Care 


CHAIRMAN ADAIR: The next is Prob- 
lems of Providing Dental Care to Mater- 
nity Cases, by George H. Wandel, super- 
visor, Bureau of Dental Health Education, 
American Dental Association, of Chicago. 

DR. GEORGE H. WANDEL: Dr. Adair. 
Ladies and Gentlemen: 

The problem of providing dental care to 
maternity cases is one which has been 
most neglected in the dental practice. We 
have our various dental specialties along 
with the general practice of dentistry, 
but none of them really touch the problem 
to any great degree. There are a number 
of reasons for this which I shall endeavor 
to discuss briefly. 

First of all, there is a failure on the 
part of the medical and dental profession 
to cooperate, The resposibility on this 
score probably rests more heavily upon 
the shoulders of the physician than upon 
the dentist. The physician is much more 
apt to come in contact with the expectant 
mother than is the dentist, but in a large | 
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majority of cases, with the possible ex- 
ception of the obstetrical specialist, phy- 
sicians are not instructing the pregnant 
woman to obtain early and thorough den- 
tal attention. Neither are they giving a 
woman careful instruction in the matter 
of personal hygiene of the mouth. Cn 
the other hand, the dentist in many in- 
stances is not giving the type of care and 
instruction to the pregnant woman that 
should be given to her. These diserepan- 
cies are largely due to a failuré of the 
two professions to get together on this 
problem and work out a suitable program 
of instruction for the expectant mother 
in the matter of oral hygiene. ' 

It is hoped that this conference will pave. 
the way to a better understanding on this 
score. 

Closely related to the problem just de- 
scribed is the great lack of proper in- 
struction to student physicians and den- 
tists in the mater of dental care of the 
pregnant woman. Courses of instruction 
in the various medical and dental schools 
should and must provide proper instruc- 
tion to their undergraduate students’ if 
we ever hope to improve the professional 
relationship and dental care of the mother. 
The medical man must be taught more 
about the dental problems and the dental 
man must know more about the medical 
problems of pregnancy. 

Next, there is the problem of general 
lack of endeavor on the part of the public 
to obtain dental attention. It has been 
variously estimated that only between 20 
and 25 per cent of the total population 
obtains dental attention to any degree. 
When it is realized that this involves all 
classes and that the pregnant woman 
figures onlv in this percentage, it is easy 
to see another reason for this lack of den- 
tal care. The public is not educated to 
the point shere it is generally recognized 
that dental care is an essential to physical 
well-being. 

In this connection there is the widely 
prevalent idea that it is not safe to give 
dental attention to a pregnant woman: 
This foolish idea exists not only in the 


minds of many of the. laity but in. the. 


minds of many medical and dental prac- 
titioners as well. It should be immediately 
dispelled. Obstetrical specialists advise 
us that there is much greater danger to 
the mother and fetus in failing to pro- 
vide dental attention than there is in 
giving it. 

We are also advised that most dental 
operations may be performed with safety, 
that it is better to perform extractions 
with local or conduction anesthesia than 
with prolonged anesthesia, and that it is 


better not to submit the expectant mother - 


to long and fatiguing sittings. 

Still another and very important prob- 
lem is the great lack of dental service 
either of a consultant or operative nature 
in hospitals, clinics, and various other 
health centers. Every effort should be 
made to correct this deficiency. Too often 
is dentistry left out of the picture in the 
organization of community _and State 
health programs,, not intentionally ‘but 
frequently because of failure to think of 
it and to provide the necessary finances. 
In this particular field a wonderful oppor- 
tunity is present for training a larger and 
larger number of dentists in the knowledge 
of the dental problems of pregnancy. Such 
a tie-up would greatly improve the service 
rendered by the above-mentioned organ- 
izations, would improve the knowledge of 
the dental and medical profession, and 
above all, greatly benefit the thousands of 
expectant mothers throughout the eountry. 


Last but not least, the education of those 
who have much to do with the spreading 
of health information should be improved. 
I refer to public health nurses, teachers, 
and the various social workers. From 
a dental standpoint this has-been greatly 
neglected. Few indeed are the nurses’ 
training schools that devote any time at 
all to the problems of dental hygiene. A 
short time ago the speaker addrefsed the 
combined ‘senior nurse classes of three 
hospitals on the problems of dental hy- 
giene. The talk lasted about an hour. At 
its conclusicn it was learned that this was 
the only lecture of this sort that these 
undergraduate nurses had received up to 
that time. This same condition exists 
in and applies largely to the other groups 
mentioned. (Applause.) 


The Unmarried Mother 

CHAIRMAN ADAIR: The Problem of 
the Unmarried Mother and the Infant, 
Miss Jessie F. Christie, R. N., superintend- 
ent, Chicago Lying-In Hospital and Dis- 
pensary. 

MISS JESSIE F. CHRISTIE: Mr. Chair- 
man, Dr. Polak, Ladies and Gentlemen: 


In an effort to find out just what facilities ~ 


there are for the care of homeless women, 
either unmarried women or deserted wives, 
during pregnancy, confinement and for 
the period of rehabilitation following the 
lying-in. period, 1,295 questionnaires were 
sent to hospitals having maternity de- 
partments, maternity hospitals and homes. 
Of these, 542 were returned, and the fol- 
lowing facts were discovered: 

Only 177 of these institutions have so- 
cial service departments; 208 give prenatal 
care to homeless women; 369 simply care 
for their delivery. At the end of the lying- 
in period, 164 institutions attempt to find 
work for the women, but only 16 of these 
have facilities for caring for the babies 
while the mothers are at work; 254 in- 
stitutions do nothing for either mother or 
baby after the 10 or 12 days lying-in 
period; 45 institutions teach the mothers 
housework, sewing, laundry work and prac- 
tical and child nursing. Two of them 
give commercial courses which may enable 
a woman to support herself and her baby. 
One Michigan hospital appears to have 
the ideal facilities for the care of the 
homeless mothers both before and after 


* delivery. 


In some States unmarried mothers are 
required to remain with their babies for 
six months and some for three months. 
These laws drive numbers of the women 
to neighboring States. 

What becomes of the mothers and ba- 
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bies from the 254 institutions im which 
no plans are made and no assistamce given 
after leaving the hospital? Most home- 
Jess mothers have very little earming ca- 
pacity and there is practically mo pro- 
vision for the care of babies while the: 
mothers*are attempting to earm a living 
for both of them and where they can be 
with their babies during the hours they 
are not working. 

If some plan could be worked out by 
which homeless wOmen could be protected 
after childbirth and could be assured of 
the proper care of their babies ama where 
they could be givem a chance to work and 
not be sevarated from them and still not 
be treated as undesirables, they would not 
be so anxious to give away their off- 
springs or to desert them. (Applattse) 

CHAIRMAN ADAIR: Maternal and In- 
fant Care as Part of State Health Ac- 
tivities. Dr. Elizabeth M. Gardimer. direc- 
tor, Division of Maternity, Infancy and 
Child Hygiene. New York State Depart- 
ment of Health. 

DR. ELIZABETH M. GARDINER: Dr. ; 
Adair, Dr. Polak, and Members of the 
Conference: The title of the subject which 
was assigned me for discussion was Ma- 


"ternal and Infant Care as Part of State 


I often wonder whether 
it is realized just what part that should 
have in a State health programm. If we 
figure what the whole volume of life loss 
is in most of the States, taking the total 
number of reports of deaths. the still 
births and estimating the fetal loss as 
about 15 per cent, we would find about 30 
per cent of the volume of life loss may be 
classed as maternal and infant. amd that 
25 per cent of this total volume of life. 
loss is directly referable to the problems 
of maternity. Therefore, it would seem 
to indicate that maternity and infancy is 
not only a highly desirable activitw of any 
State department of health but that it is 
absolutely necessary of vigorous promotion. 
Inasmuch as 25 per cent of the life “loss 
relates to maternity, then any child hy- 
giene program should put the greater em- 
phasis of its activities in that particular 
Girection. . 


Local Child Hygiene Bureaus Needed 


I am not so much concerned with ac- 
tivities for childrem; they are very well 
started and established in ‘most of the 
States of the Union, but maternity work 
has not achieved that point of accom- 
plishment. Therefore, it seems to me that 
if the White House Conference results 
in a stimulation Of interest in maternal 
welfare, it would do a very great Geal. for 
when all. is said amd done, all th= scien- 
tists, social workers, physicians amc nurses 
have told us of their findings. it really 
comes down to this, that a great deal of, 
the work has to be put over by thh= State 
departments of health. We have bureaus 
of child hygiene in most of the States, but 
we have very few bureaus of maternal 
and infant welfare in the local depart- 
ments of health. ‘Therefore, it s<ems to 
me that our next step is to stimulate the 
promotion of these bureaus in local offi- 
cial departments of health, because when 
that is done, there is some hope of perma- 
nency, progression, and final acco-nplish- 
ment of those things which we all desire; 
( Applause.) 

CHAIRMAN ADAIR: The meeting is 
now open for informal discussion - 
Diseussion 
GOLDSTEIN (New York, 


Health Activities. 


DR. HYMAN 
N. Y.): Mr. Chairman, Ladies and Gentle- 


men: I think it is very important to 
look after the mother in the prenatal 
clinic and educate her, as well as look 
after her during the postpartum period, 
not only for two weeks but much longer, 
to make sure that you prevent many 
gynecological conditions that occur as a 
result of neglect. It is important for the 
obstetrician to work alongside the pedia- 
trician and for them to cooperate- 

‘We must think of the great number of 
cases of congenital syphilis, of imfantile 
tuberculosis, and the care the mother’ 
needs in the way Of personal hvgieme. We 
must think of the metabolic distuarbances 
in the mother, which may have a great 
influence during fetal development and 
the subsequent condition of the teeth. 
Caivification takes place between the third 
and the fifth month of fetal development, 
and the diet and the condition of the 
ductless glands im the mother must be 
looked after. 

Postnatally, we must think of the prob- 
lem of infant feeding. The pediatrist ' 
should be in the clinic and consulted by 
the obstetrician im guiding the smother, 
and let her know the importance Of breast 
feeding in preventing infant morbidity 
and mortality. For that reason the pedi- 
atrist should guide the mother as to per- 
sonal hygiene, the importance of breast 
feeding, and in reference to infant for- 
mula. (Applause.) 

DR. LEVY (New Jersey): Mr. Chairman: 
Reference has beem made to the fact 
that 81 per cent Of the maternity cases 
are hospitalized im. Minneapolis. I take 
it the implication is that that imdicaies 
great progress in dealing with the mortal 
ity problem. We made a study a wear or 
two ago which was reported in the Ameri- 
can Public Health Association, im which 
we were unable to find any reduction in 
sepsis or early neonatal mortality im Min- 
neapolis, although the number of cases de- 
livered in the hospital and risen from 23 
to 78 per cent. 

I think it is also important that the 
report make clear that when special] or- 
ganizations like the Infant Welfare So- 
ciety of Minneapolis or the Maternity Cen- 
ter Association of New York reports the 
mortality in their cases that they are not 
justified in comparing it to the mortality 
of the city, which is repeatedly done 

The city includes the morfality from 
abortions, which represent 20 per cent of 
the total mortality. ‘The Infant Welfare 
Society and the Maternity Center deal 
with a very selected group of cases: not 
consciously, but automatically. I think we 
should be very sure at least that the facts 
that come out are clear. It showld also 
be pointed out that the mortality of 22 
per cent of the Infant Welfare Society of 
Minneapolis is not better than the mor- 
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tality for Sweden and Norway, where 
Practically 9 per cemt of the cases are 
delivered by midwives. 

I should also like to ask if the report 
Will indicate how some of the things that 
are recommended are to be obtained. It 
says prenatal clinics should be properly 
Staffed. How are we to get them properly 
Staffed? Our experience in New Jersey 
is that it is very difficult to get doctors 
to take care of prematal clinics or baby 
welfare clinics or anything else, with 
money or without money. 

I was very glad to see Dr. Polak make 
very clear that prenatal care will not 
solve the maternity problem and that the 
essential thing finally is the kind of care 
that the woman is going to receive at 
delivery, and that problem is entirely be- 
yond infant welfare societies or anything 
else. (App!ause.) 

DR. CHARLES S. BACON (Chicago) : 
Mr. Chairman, one point that has not been 
stressed fully enough, although it was 
brought out in the excellent report of the 
committees, is postnatal care. Much has 
been done in prenatal care, but care dur- 
ing labor and postnatal care are of per- 
haps ever greater importance. 

I sha!l confine myself to speaking of 
postnatal care in hospitals, because 50 to 
60 per cont of the deliveries are there 
and perhens that number will increase in 
the fut 


; r tal Care im Hospitals 

I shali ask this question: What post- 
Matal care con be secured through volun- 
tary associations or through State boards 
or hospita! boards that do not exercise 
Power? I believe that the only thing to 
do is to have a system of inspection un- 
der the control of the health officer of the 
city or of the district; that these inspec< 
tors be trained, organized, and capable 
of- handling with tact the problems that 
come to th:m. These inspectors should 
go to all hospitais; see that the hosnitals 
are propery arranged; that they are prop- 
erly equ ad; that records are properly 
kept, and should make regular, systematic 
visits: shcu'd keep track of the records; 
see that al! cases Of fever, all cases of 
infections of the infants are properly ob- 
served. 

_ Properly managed, such a system, I be- 
liev=, wou'd do very much toward the pre- 
vention of morbidity and mortality in the 
mothers, and would do considerable te 
reduce the high mortality which occurs in 
the first weck or two of life. (Applause. 

DR. HAROLD A. MILLER (Pittsburgh) : 
Mr. Chair~an, Ladies and Gentlemen: I 
Ihave been very much pleased with the 
urianimity of opiniom regarding prenatal, 
matal, afd postnatal care. 

The only solution of this matter, as I 
see it. is the registration of every preg- 
mant womon as soon as she reports her- 
Self to her atiending physician. Give her, 
if .you choose, some State aid in the way 
of a moth-r's pension during the time that 
she is und:r the care of her physician. 
This will acsist her in providing for her- 
self the n-cessary maternity care and at« 
tention. At the time she is delivered it 
would permit the State to supervise and 
to go over the record of her labor, and 
oniy those physicians who make proper 
reports of the women they deliver would 
be ultimately entitled to attend obstetric 
cases. It would give the State an oppor- 
tunity to supervise amd, in retrospect, find 
out the resulis of the attending physician. 
This could be carried on for a few weeks 
after the dolivery of the patient, provid- 
ing her with the necessary requisites for 
the care of herself amd baby. (Applause. 

DR. GRCER BAUGHMAN (Richmond, 
Va.): Just a few words to give you an 
idea of how we are trying to handle some 
of our prokicms. I found out, in looking 
Over a 10-yzar period, that there were no 
women w 0 passed through our clinic who 
died of eclampsia, though some of them 
had it. W>2 have interested the Medical 
Society of Virginia to appoint a commit- 

2 with the idea of educating people in 
regard to prenatal care. This committee, 
in, combins‘:on with the University of Vir- 
ginia and the Medical College of Virginia 
and the M-dical_ Society of Virginia, have 
agreed to sctt up a team consisting of a 
Gipiomaiic obstetrician, nurse, or s2veral 
murses, and send this team around into 
Our counti:s to get in direct personal con- 
tact with ovr county physicians, so that 
those physicians may really be first in- 
Structed in prenatal work and, second, 
may do the work that is certainly defi- 
nitely coming to them as a result of the 
great cainpsign that has been carried on 
in our Stote for prenatal care. (Applause.) 


A Nation-wide Program 

CHAIRMAN ADATR: Dr. Polak, will you 
close th» discussion. 

DR. POLAK: Ladies and Gentlemen: 
Don't let vo get befogged as to the main 
issue in this proposition. I have heard 
Suggestions irom many as to what can 
improve the situation. She basic thing is, 
Deo you belicve as a group that we should 
Put ourseives on record in favor of a 
nmation-wic> campaign for better obstet- 
ries. ‘That is the problem. The details 
of this pro2lem are secondary. They have 
got to be handled in the locality. The 
People in the localities know better how 
to handle those problems than you and 
Ido. Mrs. Breckenridge and other speak- 
ers have called attemtion to that. 

Our job is a nation-wide program. What 
dees that mean? Primarily it means bet- 
ter medical education and training for 
Our medical men in obstetrics. Secondly, 
its means the training of nurse midwives 
or better midwife training. Then it means 
the educaticn of the woman, of the doc- 
tor, of the Government and the local gov- 
ernmments and the local groups as to what 
cam be accomplished by consecutive care. 

‘Dr. Levy has called attention to a pos- 
Sible misinterpretation of the statistics 
contained in the reports from New York 
and Minn<apolis, Of course you under- 
Stand that these reports refer to viable 


















births. IL agice with Dr. Levy on the fact 
that in Nowark, in New Jersey, where he 
has supervision, he shows that organized 





medical sup-rvision cam do a great deal 
and has don¢ a great deal, for the benefit 
ef their women. But don’t let us get con- 





fused. Let us as a result of this meeting 
be able to say that we are one and all 
in favor of establishing a nation-wide pro- 
gram in obstetrics, like some other coun- 


tries have donc, and then local subcom- 
mittees, whatever they are, can work out 
an appropriate plan for their own dis- 
trict. The plan suggested in this report 
of organized maternal care, with a rural 
hospital as a center for the rural popu- 
lation, seems to us feasible. We believe 
from observation that that can be done, 
but it requires money to do it. We haven't 
got it, but we can * >t it in America if you 
people will all unite on one program—and 
that is, better obstetrics. (Applause.) 


Interested Organizations 


CHAIRMAN ADAIR: We will now pro- 
ceed with the sccond part of this morn- 
ing’s session, namely, that devoted to 
consideration of the organizations inter- 
ested in the materniiy field and early 
infant care. Again I wish to thank Dr. 
Mussey and the members of his com- 
mittee for the time and energy that they 
have spent in developing this program. 
Dr. Mussev! ‘Applause.) 

DR. ROBERT D. MUSSEY, professor 
of obstetrics, University of ~Minnesota 
(Mayo Clinic): Mr. Chairman and Mem- 
bers of the Conference: Fer my part I 
wish to thank the members of my com- 
mittee for their whole-hearted support 
and cooperation. 

The report of this subcommittee is 
based on replies received from represen- 
tative national organizations which have 
an interest im the advancement of 
maternal and neonatal welfare, either 
through special emphasis on this phase 
of the program or through the inclusion 
of maternal care in their general pro- 
grams. The orcanications concerned were 
asked to submit a resume of their past 
experiences in maternal and prenatal 
care, the status of activities being fur- 
thered at the present time, the conclu- 
sions reached from a study of past ex- 
periences and plans for future activities. 

The organizations incluced fall into two 
general groups, the governmental or of- 
ficial and the voluntary or non-official. 
The programs of the governmental agen- 
cies are disseminated to the States chiefly 
through the State departments of health. 
The non-official agencies extend their 
programs to the States also through the 
State departments of health and in some 
instances through their own State organ- 
izations which are, like the parent bodies, 
voluntary in character. For consideration 
in this report, the voluntary national or- 
ganizations are arranged inte professional 
and non-professional groups. The pro- 
fessional agencies are particularly inter- 
ested in providing well-qualified personnel 
and sound professional standards. The 
preparation of personnel is considered 
from both th: standpoint of undergrad- 



















uate study as well as postgraduate 
courses but does not come within the 
scope of this report. The non-profes- 


sional agencies are headed by those public 
health organizations which form the Na- 
tional Health Council which is a national 
clearing house for vol ry agencies. In 
general their functions are the education 
of the public, the development of stand- 
ards of service, the stimulation of new 
undertakings, amd research and infor- 
mation. As a rule, they do not admin- 
ister local services but give advice and 
consultation to local groups. 

Two organizations of laymen are in- 
cluded as examples of agencies which 
have been effective in the promotion of 
maternal care programs through their 
representation of the public at large. 

Maternity service has also been fur- 
thered by several of the large founda- 
tions through the subsidies they give to 
general public health projects and through 
grants for rescarch. Like the other na- 
tional health agencies, they seldom ad- 
minister any local pieces of work. 

Special study groups include the Joint 
Committee on Maternal Welfare and the 
Committee on the Cost of Medical Care. 
Insurance companies are represented by 
the Metropolitan Life Insurance Com- 
pany, which, like the John Hancock Life 
Insurance Company, offers home nursing 
service to maternity patients who are in- 
dustrial policyholders, distributes health 
literature, and assists in research. 


National Organizations 


The list of national organizations from 
whom information was sought follows: 


Governmental—official: 

**Children’s Bureau, Department of 
Labor, United States of America. 

**Census Bureau, United States of 
America. 

**Health officers or 
health of all States. 

**United States Public Health Service. 
Voluntary—non- official: 

a. Professional— 

1. Medical— 

**American Gynecological Society. 

**American Association of Obstetricians, 
Gynecologists and Abdominal Surgeons. 

**American Medical Association. 

*American Pediatric Society. 

**American College of Surgeons. 

2. Other professiona!l— 

American Hospital Association. 

*American Dental Association. 

**American Nurses Association. 

*Catholic Hospital Association. 

**National League of Nursing Edu- 
cation. 

b. Non-professional— 

1. Public health— 

(a) Members of National Health Coun- 
cil. 

Active 
Council. 

**American Child Health Association. 

**American Public Health Association. 

**American Social Hygiene Association. 

**National Committee for Mental Hy- 






departments of 


members of National Health 


giene. 

**National Organization for Public 
Health Nursing. 

**National Society for Prevention of 
Blindness. 


**National Tubc:culosis Association. 








Advisory members— 

Conference of State and Provincial 
Health Authorities of North America. 

*The American Red Cross. 

b. Other— 

Maternity Center Association. 

2. Organizations of Laymen— 

**Women’s Auxiliary of the American 
Medical Association. 

**Parent-Teacher Association. 

3. Foundations— 

**Commonwealth Fund. 

*Rockefeller Foundation. 

“Rosenwald Fund. 

**Children’s Fund of Michigan. 

*Duke Foundation. 

Millbank Memorial Fund. 

4. Special study groups— 

*Committee on the Cost of Medical 
Care. 

**Joint Committee on Maternal Wel- 
fare. 

5. Insurance Companies— 

**Metropolitan Life Insurance Com- 
pany. 

John Hancock Life Insurance Company. 

* Those organizations from whom in- 
formation was sought. 

** Those organizations from whom in- 
formation was reccived. 

In 1906 the United States Census Bu- 
reau published mortality statistics for the 
first five years of the twentieth century, 
in which attention was called to the high 
maternal and infant death rate in this 
country. Interest aroused by this report 
was evidenced in the organization of ma- 
ternal welfare work in several eastern 
cities prior to 1910 and the establishment 
of the first State bureau of child hygiene 
by Louisiana in 1911. The first Census 
Bureau report on birth statistics, pub- 
lished in 1915, included data from 10 
States and the District of Columbia only. 
It showed by comparison of the maternal 
and infant death rates of the United 
States with other civilized countries of 
the world that this country had higher 
maternal mortality rates than 12 other 
civilized countries and higher infant mor- 
tality rates than six other civilized coun- 
tries. Data obtained-in 1915 in New York 
City showed that prenatal and maternal 
care was inadequate in that city. Fol- 
lowing this there were established in the 
Borough of Manhattan, maternity cen- 
ters whose function was to teach the com- 
munity the need for prenatal care, coor- 
dinate existing prenatal activities and 
conduct medical centers, making avail- 
able prenatal and intranatal care in the 
surrounding zone. 


Development of Agencies 


In 1909 nation-wide interest in maternal 
and child welfare prompted the formation 
of the Association for the Study and Pre- 
vention of Infant Mortality. In 1912 the 
Federal Government created, under the 
Department of Labor, the Children's Bu- 
reau, whose function was to investigate 
and report on all matters pertaining to 
children and child life. Studies were be- 
gun at once relative to infant mortality, 
maternal mortality and the health of the 
rural child. 


The Act for the Promotion of Maternal 
and Infant Welfare was passed in 1921. 
This act proposed ,through State organi- 
zations, to promote the knowledge of what 
constitutes good prenatal and obstetrical 
care and to stimulate community resources 
so aS to make available this type of care. 
By this act funds were available in 1922, 
so that each State, cooperating under the 
act would receive $5,000 outright and an- 
other $5,000 plus an amount based on the 
State’s population, if matched dollar for 
dollar by the State. 

A resolution adopted at the tenth an- 
nual meeting of the American Child 
Health Association, in 1919, led to the for- 
mation of the Joint Committee on Mater- 
nal Welfare for the elaboration and de- 
velopment of a maternal and child welfare 
program in the United States. This com- 
mittee is now composed of representatives 
from the American Child Health Associa- 
tion, the American Gynecological Society, 
the Am ican Association of Obstetricians, 
Gynecologists, and Abdominal Surgeons, 
and the Section on Obstetrics, Gynecology, 
and Abdominal Surgery of the American 
Medical Association. 

This report is necessarily limited to a 
brief statement of the activities of the 
organizations and merely a summary of 
available data. The reports of organiza- 
tions are arranged in the groups in which 
the organizations have been listed. 


United States Children’s Bureau. 


“The work of the Children’s Bureau in- 
cludes the following: (1) Collection and 
analysis of facts about children, gathered 
by first-hand investigation and by library 
research; '(2) dissemination of these facts, 
through various channels, to the people 
of the country; (3) cooperation with the 
States (4) cooperation with public and 
private organizations. 

“In developing a scientific method of 
collecting and analyzing facts in the field 
of child welfare, the bureau has done 
much pioneer work.” When the bureau 
was organized in 1912, the “birth registra- 
tion area” had not been established by the 
Bureau of Census and in only eight States 
was there a system of birth registration 
that could be called even approximately 
complete. “Since 1913 the Children’s 
Bureau has made more than 200 investi- 
gations in 45 States, the District of Colum- 
bia and Porto Rico, based upon detailed 
study of thousands of children.” 

“The bureau has made public the results 
of its studies by printing and distributing 
bulletins giving the facts collected and 
conclusions drawn. It also prints and dis- 
tributes leaflets and folders designed par- 
ticularly for mothers, simple in wording 
and scientific in content. * * * Four pop- 
ular pamphlets issued by the Bureau, Pre- 
natal Care, Infant Care, Child Care, and 
Child Management—have reached a com- 
bined circulation of more than 8,000,000 
copies. Additional quantities have been 
reprinted (by permision) by State health 
authorities.” 

Education of the average parent in 
health matters has been carried on by 
means of child hygiene films, lantern slidcs, 
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charts, posters, and models; radio talks 
on subjects connected with children have 
been broadcast. Ten years ago the bureau 
equipped a motor truck to carry practical 


health demonstrations to rural districts 
in certain States. Hundreds of thousands 
of letters on child health subjects have 
been received and answered. 


The Bureau has cooperated and assisted 
child welfare commissions and health de- 
partments of various States. It admin- 
istered the maternity and infancy act of 
1921, under which 45 States and Hawaii 
worked with the Federal Government in 
promoting the welfare and hygiene of 
maternity and infancy. Although the act 
has not been in effect since June 30, 1929, 
most of the States are continuing maternal 
and child welfare work. From the begin- 
ning the bureau has had the cooperation 
of the great national Women’s organiza- 
tions, as well as professional organizations 
in the field of child care. Activities in 
cooperation with women or at their re- 
quest may be mentioned briefly as: the 
campaign for birth registration which be- 
gan in 1915; national baby week campaign 
in 1916; a children’s year campaign was 
conducted (April 6, 1913-April 6, 1919) to 
protect children from the effects of the 
war; demonstrations of the methods and 
cure of rickets; an investigation of the re- 
lation of posture to physical fitness; and 
preparation of a set of child health posters 
in cooperation with the American Medical 
Association. The bureau has cooperated 
in the working out of standards in various 
fields of child welfare; standards of nor- 
mal development and physical fitness for 
working children; standards for prenatal 
care and others. 


The bureau has recently made a study 
in cooperation with State Boards of Health 
and State Medical Societies, of all mater- 
nal deaths occurring in 13 States in 1927 
and in the same States and two others 
in 1928. A detailed analysis of the findings 
in the study is now being prepared. 


The most extensive and probably the 
most outstanding and valuable work of 
the Children’s Bureau has been the ad< 
ministration of the maternity and infancy 
act of 1921. The practical results of the 
maternity and infancy act are impossible 
to evaluate, but it is significant that all 
but three of the various State bureaus of 
child hygiene or State health authorities 
cooperated fulfy in carrying out the dem- 
onstrations. 


Medical Aid in the Promotion of Prenatal 
Care 

Although many physicians had given 
adequate prenatal and intranatal care to 
their patients and local medical and health 
organizations had developed local agencies 
for the promotion of maternal and child 
welfare, national medical societies or or- 
ganizations did not take official notice of 
the movement until about 1919. The 
Joint Committee on Maternal Welfare 
was organized as the result of a resolution 
adopted at the tenth annual meeting of 
the American Child Health Association in 
November, 1919. This resolution was to 
the effect that the American Gynecological 
Society and the Amorican Association of 
Obstetricians, Gynecologists and Abdom- 
inal Surgeons appoint a committee to con- 
fer with it regarding the elaboration and 
development of a maternal and child wel- 
fare program in the United States. The 
following year the American Gynecological 
Society authorized the appointment of 
the committee in accordance with this 
resolution. A collaborative committee was 
also appointed from the American Pedi- 
atric Society. In 1921 an d1927 respec- 
tively, there were added to the committee 
similar ones from the American Associa- 
tion of Obstetricians, Gynecologists, and 
Abdominal Surgeons and the Section on 
Obstetrics, Gynecology and Abdominal 
Surgery of the American Medical Associa- 
tion. 


Activities of the Joint Committee on 
Maternal Welfare 


The Joint Committee on Maternal Wel- 
fare considered its functions were: to ela- 
borate a complets scheme of maternal wel- 
fare, as ideally developed, and to indicate 
the relationship of maternal welfare to 
other health and welfare activities, espe- 
cially infant and child welfare. It was 
considered advisable to have some respon- 
sible representative group of well-qualified 
men to advise with governmental and 
State agencies on the problem of maternal 
welfare. Moreover, the committee rec- 
ognized the importance and necessity of 
working out problems of maternal welfare 
in conjunction with those of infant and 
child welfare by close cooperation with 
the pediatricians. 

In a skeleton plan for “Maternal Wel- 
fare” the committee recogniged: First, the 
importance of the preservation of the life 
and health of the mother, especially by 
decreasing the number of infections fol- 
lowing abortion and childbirth, and by 
control of the toxemias; second, the desira- 
bility of an increas® in the number of 
fruitful pregnancies by a decrease in the 
amount of sterility, by a reduction of the 
number of abortions and the number of 
premature births, and by attempts at pre- 
vention of stillbirths. The committee 
recognized the urgency of more and better 
care of prospective mothers during the 
prenatal, natal, and postnatal periods. 

It was felt that further investigation of 
the many problems which contribute to 
the morbidity and mortality of mothers 
and infants was necesary in order that 
concrete results in the conditions sur- 
rounding maternity and early infancy 
might be obtained. 

The committee is interested in further- 
ing the practice of safe and sane obstetrics 
stressing the importance of improved 
antenatal, intranatal, and postnatal care 
in the interest of both mother and off- 
spring, and also for the benefit of the 
community. The committee feels that the 
only way in which permanent results can 
be obtained in securing better results for 
mothers and infants is by having the co- 
operation and interest of medical men in 
better obstetrics and pediatric practice. 
It has made no attempt to reach lay peo- 
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ple or lay organization, but has tried 
simply to secure interest and cooperation 
of medical men who are practicing ob- 
stetrics and pediatrics. 


In so far as the mother is concerned, it 
is primarily interested in the prevention 
of those conditions which contribute to 
loss of life and heaith in the mother, and 
especially in the elimination of those fac- 
tors which are preventable. In so far as 
the fetus is concerned, the committee is in- 
terested in the prevention of early fetal 
deaths, as well as those deaths which oc- 
cur later; either in utero or subsequent to 
birth, due to conditions which arise during 
gestation or parturition, and those deaths 
which may result in the early puerperium 
from infections or other preventable con- 
ditions. 


Standards of Care 


The committee made contact by letter 
with various medical societies requesting 
more speakers and clinics on prenatal 
care. The various States were assigned 
to different members of the committee 
who were able to secure, in most of the 
States, at least one individual as a leader 
in prenatal activities. In 1926 the Advisory 
Committee of the Children’s Bureau pre- 
pared Standards of Prenatal Care. This 
‘was approved by the Joint Committee on 
Maternal Welfare, which circulated a re- 
print of the Standards as published in 
the American Journal of Obstetrics and 
Gynecology. 

An outline of postnatal care is being 
prepared. It is planned to have the 
Standards on Prenatal, Intrapartum, or 
Intranatal and Postnatal Care assembled 
into one pamphlet for distribution among 
physicians. 

Chiefly through the efforts of two mem- 
bers of the Joint Committee, Dr. Fred L. 
Adair and Dr. George W. Kosmak, a De- 
partment of Maternal Welfare was organ- 
ized and is maintained in the American 
Journal of Obstetrics and Gynecology. The 
aim of this department is to secure from 
various States and countries reports of 
activities which indicate progress in the 
problems surrounding maternity and early 
infancy and to publish statements regard- 
ing these plans so that other communities 
may be kept informed as to the programs 
in different localities. 


The committee has had very little 
financial support other than that contrib- 
uted by the individual members who have 
carried on the work, and small contribu- 
tions from the above mentioned societies. 
The main expenditures have been for 
clerical help, stationery,, and postage. 
During the past year the committee has 
received financial support from the Mater- 
nity Center Association. 

At present the membership of the Joint 
Committee is pretty well occupied with 
the White House Conference on Child 
Welfare. 


Summary of Activities of the American 
Gynecological Seciety in the Promotion 
of Maternal and Child Welfare 
The American Gynecological Society in 

1920 appointed a committee on maternal 

welfare to cooperate with the American 

Child Health Association in forming a 

Joint Committee on Maternal Welfare 

with which it has cooperated heartily. 

Several members of the Society have 
been actively engaged in a variety of 
local movements. Among these, Dr. 
George W. Kosmak, has given time and 
energy in promoting interest in social wel- 
fare activities in the New York Obstetrical 
Society. A committee from. the latter 
society has cooperated with the Child Wel- 
fare Federation of New York to develop 
a standard of obstetric practice which is 
almost ready for distribution. 

Another committee has sponsored the 
study by the New York Academy of 
Medicine of the maternal mortality in 
New York City. This study includes a 
detailed investigation of the individual 
deaths as they occur. This was begun 
on Jan. 1, 1930, and with a grant from 
the Commonwealth Fund will continue 
over a three-year period. The Society is 
prepared to continue its cooperative labors 
with other organizations, among them a 
close alliance with the new committee 
organized for the purpose of studying the 
midwife situation and developing recom- 
mendations for its improvement. 


Summary of Maternal Welfare Activities 
of the American Association of Ob- 
stetrics, Gynecology, and Abdominal 
Surgery. 

A committee on- maternal welfare was 
appointed at the meeting of the American 
Association of Obstetrics, Gynecology and 
Abdominal Surgery in 1920. Dr. George 
Clark Mosher, the chairman of this com- 
mittee, remained chairman of subsequent 
maternal welfare committees of this as- 
sociation until his death in January, 1929. 

This committee reported yearly on the 
subject of maternal welfare and cooperated 
with the Joint Committee in the promo- 
tion of maternal welfare. In its yearly 
reports, emphasis was=placed on obstetric 
conscience and conservatism, on the need 
for improvement in obstetric teaching, on 
the value and at the same time the falli- 
bility of statistics, and on the importance 
of the spread of prenatal knowledge by 
prenatal talks to groups of physicians. 

The annual report of the Committee 
to the Association in 1928, stated in part, 
quoting Sir George Newman, British 
Ministry of Health, that 25 per cent of 
the deaths of newborn which occur in the 
first 24 hours in England and Wales are 
due to accidents associated with manipula- 
tion by forceps or version. Report 48, 
“The Protection of Motherhood,” prepared 
by Dame Janet Campbell, states that the 
birth rate of England and Wales is fall- 
ing; in 40 years from 30.5 to 178, the 
death rate from 18.7 to 11.6, infant mor- 
tality 151 to 70. Since 1921 there is a 
slight but steady increase in maternal 
mortality. There are 14,000 midwives in 
active practice in England. The mortality 
among mothers attended by the mid- 
wives of the Queen Victoria Institute for 
Midwives is only one-half the general 
rate for puerperal deaths. Notification 
of puerperal infection was made obliga- 
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tory in 1889, but the greater number. of 
cases was not reported. At the fifth 
British Congress on Obstetrics in 1925, 
it was reported that 75 per cent of all 
cases of puerperal sepsis were associated 
with repeated internal examinations and 
various injuries. 


Summary of Suggestions of Committee on 
Maternal Welfare, 1928 


1. Better teaching of obstetrics, equaliz- 
ing hours with those given to surgery. 

2. No candidate to be graduated with 
less than 50 cases of labor to his credit. 

3. Prenatal care to be made universal. 

4. Propaganda for better understanding 
of maternal welfare among women’s clubs, 
health centers and parent-teacher associa- 
tions, that prospective mothers shall know 
what is good care in childbirth. 

5. Postgraduate teaching of obstetrics in 
county society or district meetings; more 
papers to be published in medical journals 
on obstetrics and allied subjects. 

6. Warnings as to instrumental or other 
interference except upon consultation. 

7. Discouraging the indiscriminate use 
of pituitary extract. 

8. Reiterating the danger of vaginal 
examination with ungloved hands. 

9. A campaign against needless Caesa- 
rean sections, 

10. Constant appeal to those in charge 
of women in labor to remember that with 
measurements ample and _ presentation 
normal, the great majority of patients will 
deliver themselves voluntarily. 


Summary of Prenatal Activities of the 
American Medical Association 


A subcommittee on maternal welfare 
appointed by the Section on Obstetrics, 
Gynecology and Abdominal Surgery, of 
the American Medical Association reported 
in 1929, on the factors causing maternal 
mortality. This report stresses some of 
the factors which enter into maternal 
mortality and which are of common in- 
terest to those engaged in maternal wel- 
fare in the United States. It states in 
part: So far as we know, there is in this 
country no carefully and well developed 
system of obstetric care covering any 
large center of population comparable to 
that which has been gradually developed 
in Europe through many generations. 


The sparsely settled sections in this 
country make systematized obstetric care 
rather more difficult than in almost all 
European countries. The Negro popula- 
tion presents a great problem as the 
death rate among the colored from all 
puerperal causes as well as for puerperal 
septicemia is nearly twice as high as 
among the whites. 

The maternal mortality rate is higher 
in urban than in rural communities. This 
may be due in part to more complete 
and accurate reports in urban communi- 
ties; patients with complications not in- 
frequently seek larger centers and induced 
abortions which contribute largely to 
maternal mortality occur more frequently 
in larger centers of population. 


“In this country, particularly in general 
hospitals, a tendency to resort frequently 
to surgical procedures to assist or com- 
plete the delivery of the child has been 
developed. This surgical intervention, 
often not indicated, is’ necessarily as- 
sociated with a higher mortality and 
morbidity among both mothers and in- 
fants.” 


Causes of Maternal Mortality ‘ 

The high maternal morbidity and mor- 
tality in this eountry are chargeable largely 
to educational defects and will not be 
materially reduced until our institutions 
provide more adequate clinical facilities. 


Puerperal infection stands first in the 
causes of maternal mortality and the rate 
has not declined materially for many 
years past either in this country or 
abroad. 


“The sources of infection in connection 
with childbearing may be considered as 
endogenous and exogenous. Endogenous 
infection may..be largely ignored. Three 
factors should be mentioned as the most 
frequent causes of puerperal infection: (1) 
Contact, (2) The dissemination of puyer- 
peral infections through infections of the 
upper respiratory tract. The necessity 
for the use of face masks by all those 
who come in contact with the parturient 
woman must be emphasized. (3) Atten- 
tion has been called repeatedly to the 
fact that trauma at the time of confine- 
ment should be considered as a contribu- 
tary cause of the first order.” 

“Infection is influenced chiefly by the 
kind of intrepartum care which the mother 
receives, either in the hospital or in the 
home. . The better the institution and the 
personnel, the lower will be the rate, if 
other things are equal. The septic deaths 
are directly influenced but little by the 
factor of antepartum care, but indirectly 
to a considerable extent in the way of 
securing adequate preparation prior to the 
actual confinement.” 

In concluding it is stated that the most 
important factor is the provision of suit- 
able institutions and of a well-trained 
personnel to provide proper care for 
mothers during pregnancy, labor and pu- 
erperium. It does not matter whether 
obstetric care is urban or rural, at home 
or in the hospital, as good care can be 
provided under all these conditions. It is 
still necessary to educate laymen to the 
danger of abortions, toxemias and infec- 
tions, and they must further realize the 
importance of good care during preg- 
nancy, labor and the puerperium. It is 
most important to make proper and ade- 
quate provision for the necessary and 
suitable training of those who are to prac- 
tice obstetrics in the future. 


Prenatal Activities of the American 
College of Surgeons 
Hospital standards of the American Col- 
lege of Surgeons for maternity hospitals: 


The American College of Surgeons has 
laid down minimum standards for hos- 
pitals; these standards recognize the care 
of the patient as the primary objective. 
Twenty-five hundred hospitals above a 
35-bed capacity have been surveyed, and 


those reaching the minimum standards’ 





have been listed by the American College 
of Surgeons. See American College of 
Surgeons Year Book for 1927 for the list 
(atest year-book im which standards for 
obstetrical hospital care are given). 

The standards for obstetrical depart- 
ment are as follows: 


“Many general hospitals conduct obstet- 


rical departments. These should be well 
organized with due regard to the follow- 
ing recommendations: 

1. That obstetrical patients in general 
hospitals be absolutely segregated from 
other types. 

2. That a preliminary examination be 
made of all cbstetrical patients on admis- 
sion to ascertain if there are any signs 
or symptoms of an infective or contagious 
nature—such as influenza, tonsilitis, rash, 
or pus discharge of any kind. 

3. That all obstetrical patients with tem- 
perature on admission, or developing a 
temperature subsequently, be immediately 
segregated. 

4. That a rigid aseptic technique be ob- 
served at all times in the labor room and 
in the ward. : 

5. That the indications for operative 
procedures—such as forceps, version and 
extraction, Caesarean section, induction of 
Jabor, etc.—be duly recorded and incor- 
porated in the case record prior to being 
carried out if time permits. 


Prenatal Activities of American Nurses 
Association 

The American Nurses Association is an 
organization similar in its distribution to 
the American Medical Association; it is 
divided into States and districts in all 
parts of the country. While the American 
Nurses Association has no definite organ- 
ization for the promotion of maternal and 
child welfare, it stands ready to cooperate 
with the medical profession in any effort 
to improve health conditions, and among 
these the betterment of prenatal and early 
infant care. 


The National League of Nursing Education 

The National League of Nursing Edu- 
cation has, throughout its history, striven 
to raise the standards ef nursing educa- 
tion, both graduate and undergraduate. 
Through its Education Committee it has 
outlined a curriculum for schools of nurs- 
ing to be used as a guide in planning the 
work to be covered, both in the lectures 
and in the work directly with the patient. 
It is understood by the League that a 
mimimum basic course in nursing includes 
work of a proportionate length of time in 
medical, surgical, obstetric and pediatric 
nursing. It feels that the undergraduate 
period is the time when the future nurse 
must get her first insight into the impor- 
tance of the work with people, and toward 
this end it has adopted as the objects of 
the course it suggests in obstetric nurs- 
ing: 

1. To help the student develop an ap- 
preciation of the urgency and value, to 
the individual family and to the race, of 
adequate medical and nursing care of ma- 
ternity patients from the beginning of 
pregnancy through the puerperium. 

2. To help the student acquire the 
knowledge and skill which will enable her 
to recognize her opportunities and fully 
meet her responsibilities in giving this 
nursing care and in teaching the com- 
munity its need and value. 

3. To inspire in the student such an at- 
titude toward maternity that she will have 
a sympathetic understanding of any men- 
tal or physical stress which her patient 
may experience. 

The League has had for several years, 
in, conjunction with the other nursing or- 
ganizations, and now is continuing as a 
special committee of its own, a Commit- 
tee to Study the Relation of Nursing to 
Maternal Care, because it feels the im- 
portance of good nursing in saving the 
lives and health of mothers and children. 
After the undergraduate instruction the 
nurse who wishes to specialize in obstetric 
or pediatric nursing should have further 
work, so that she way be well grounded, 
and able to give good care, and teach her 
patients how to care for themselves and 
their children. Only by such specializa- 
tion can the nurse be ready to give to her 
patients the care she should. Only by 
good teaching can these courses prepare 
the nurse to do the best work for mothers 
and children. Such teaching the League 
constantly tries to stimulate. 


Summary of Prenatal Activities of Ma- 
ternity Center Asseciatien of 
New Yerk City 

“To teach the people the need for ade- 
quate materniily care and to help secure 
such care for all expectant mothers” is the 
stated object of the Maternity Center As- 
sociation of New York City. 

This organization, besides conducting an 
intensive experimental maternity service 
in one section of New York City, provides 
there an experience field, where public 
health nurses from all over the country 
come for post-graduate experience. 

The Association also develops and dis- 
tributes standards and techniques for ma- 
ternity nursing; conducts maternity insti- 
tutes for nurses in 34 States; and carries 
on national maternity education through 
the press and the distribution of millions 
of pieces of educational literature. 


American Child Health Association 


The prenatal work ef the American 
Child Health Association is wholly educa- 
tional. Scientific papers on maternity 
care and medical education which were 
presented at annual meetings have been 
printed for distribution. Other scientific 
papers are printed in the Child Health 
Bulletin, which goes te many public health 
and other professional persons. Articles 
on prenatal and maternity care have been 
prepared for lay magazines. The Expect- 
ant Mother in the House of Health, writ- 
ten in nontechnical style, has been widely 
distributed. Help has been given in set- 
ting up and supervising child health dem- 
onstrations which included prenatal care. 
Recommendations were made for future 
maternity service in the 86 cities. where 
the general health service was* surveyed 
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by the Association. Demonstration courses 
of midwife instruction have been con- 


ducted in some of the southern States, 
the courses later having been adopted by 
the Departments of Health. The Associ- 
ation was one of the original members 
of the Joint Committee on Maternal Wel- 
fare and has contributed financially to 
the work of the Committee. 

The future program of the American 
Child Health Association will depend 
largely on the recommendations of the 
White House Conference. 


Summary of Report ef the Activities fer 
the Promotion of Maternal Welfare 
of the American Public Health 
Association 


The following is a brief outline of the 
past activities: 

i. The appointment in October, 1927, of 
“A Committee to Study and Report on the 
Problems of Infant and Maternal More 
bidity.” : 

A. Scope of work in United States, Cuba, 
and Mexico. , 

B. The following are standing commit- 
tees of the Child Hygiene Section of the 
American Public Health Association: 

1. Committee to Study and Report on 
Problems of Infant and Maternal Mor- 
tality 

2. Committee on School Morbidity. 

3. Committee on Programs. 

4. Committee on Membership. 

5. Committee on-Schooi Health 
lems. 

Il. Studies relating to prenatal and ma- 
ternal care in a number of citics. age 

WI. Health Education Service—Aiding 
health officers to distribute popular ma- 
terial on health. 

IV. Child health demonstrations ‘cour- 
tesy of Commonwealth Fund) indicate that 
fewer mothers and infants die among 
those reached by public medical and nurs- 
ing service. ; 

Vv. Report of committee of American 
Public Health Association and American 
Child Health Association in part: “No 
fall in accidents of labor since 1921. Has 
there been an increase in application of 
forceps; in general anesthesia; in use of 
pituitrin; in general operative interfer- 
ence? Evidence indicates that increased 
hospitalization has not been followed by 
decrease of maternal and neonatal mor- 
tality and, in fact, am actual increase in 
deaths from injury at birth.” 

VI. Further investigation of facts in 
relation to general hospitalization of ma- 
ternity cases is advised. 

VII. Resume of the maternity programs 
of 19 out of 100 communities appraised 
by the American Public Health Associa- 
tion and having published reports. The 
survey for each community includes the 
activities of the constituted health au- 
thority such as the Board or Department 
of Health or the health officer and of 
sueh semiofficial organizations as may 
be carrying on maternity programs. In- 
quiring into: 

A. Prenatal clinical service in its varie 
ous phases. 

B. Organized home nursing service. 

C. Delivery service, hospital, home, une 
attended. 

D. Midwife situation. 

VIII. A summary of the recommenda- 
tions of the Appraisal Committee in the 
demonstrations supervised by the Ameri- 
can Public Health Association. 


Recommendations ef Appraisal Committee 
in Demonstrations Supervised by the 
American Public Health Association 


The recommendations by the Appraisal 
Committee of the American Public Health 
Association for the improvement of pre- 
natal and maternal health activities in the 
various Communities stress the importance 
of nursing service. Some conmunities 
were advised to increase their ficld nurs- 
ing service in order to bring every ex- 
pectant mother under medical supervision 
early in pregnancy. In order to accomp- 
lish this the following recommendations 
were made to various communitics: 

To inaugurate an education=1 campaign 
to acquaint the: public and th: medical 
profession with facilities available for pre- 
natal service. 

To distribute booklets on prenatal care 
prepared by committees from local medi- 
cal societies, voluntary agencies and boards 
of health. 

Te make available more conferences for 
prenatal cases and to intensify the con- 
ference service per case registered. 

To extend the percentage of population 
served by nurses. 

To establish prenatal clinics to which 
expectant mothers might come. 

To provide dental facilities for the ex- 
pectant mothers. 

Some communities were advised to en- 
courage the Visiting Nurse Association to 
offer nursing service to private 
physicians for home deliveries; other com- 
munities were advised to encourage hos- 
pitalization of obstetrical cas:s, and to 
have uniform license and supervision of 
maternity hospitals and nursing homes. 
They were advised to arrange that pre- 
natal conference service be provided by 
these hospitals admitfing maternity cases, 
to make provision for the free distribution 
of silver nitrate, to extend nursing care 
to include postpartum care when necessary 
in those districts in which it is not offered. 

Certain communities were advised in re- 
gard to registration, instruction and su- 
pervision and inspection of midwives and 
others that plans should be made for re- 
adjustment of local health organizations 
to accomplish increased efficiency of oper- 
ation and coordination of action and to 
provide health authorities with adequate 
personnel. 

Finally, to increase propaganda for the 
reduction of maternal morbidi vy and mor- 
tality with special reference io the ime 
creased risk to the mother anc child re- 
sulting from the indiscriminate use of 
methods to relieve pain and shorten labor, 
Summary of Prenatal Activities Encour- 

aged by the National Organization 
For Public Health Nursing 

The public health nurse is recognized 

as an important worker in ¢very health 


Prob= 
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program ‘and is indispensable in the field 
of maternal care. She is given oppor- 
tunity to visit families in their homes 
where she gives personal instruction 
through the spoken work and also through 
actual demonstrations and nursing care. 
She assists in clinics, schools and indus- 
tries and is often the worker on whom 
the private practitioner, health officer, 
clinician, school director, industrial physi- 
cian, teacher and social workers, depend 
for the carrying of health instructions to 
home itself. 


The National Organization for Public 
Health Nursing contributes to prenatal 
and maternal care programs by acting as 
a national clearing house for information, 
by establishing and disseminating stand- 
ards, and by stimulating the extension of 
public health nursing services throughout 
the country. It recognizes maternal care 
as a fundamental part of every health 
program and encourages its inclusion in 
the various services of local health nurs- 
ing agencies. It is an organization to 
which other national agencies, medical 
groups, public and voluntary organizations 
may look for assistance in the carrying out 
of standards and in the education of the 
public as well as of public health nurses 
in’ the local application of these standards. 
Its educational program reaches not only 
murses and professional workers but is 
equally concerned with lay people, particu- 
larly those active as board and committee 
members of associations sponsoring local 
work. 

To guide public health nurses in their 
work, the National Organization for Public 
Health Nursing has published a Manual of 
Public Health Nursing which gives techni- 
cal standards of procedure and routines for 
home nursing, including prenatal, délivery, 
and postnatal care. It has in addition 
published a Board Members Manual in 
which is given the principles of sound or- 
ganization, including relationships with 
the medical profession and other health 
agencies. 

In its capacity as a national clearing 
house of information, the National Organ- 
ization for Public Health Nursing issued 
a report in December, 1927, giving in- 
formation regarding the programs of 27 
health departments and 86 public health 
nursing associations located in 31 States. 
From an analysis of the kinds of care 
given by these two types of agencies, it 
was evident that the chief emphasis in 
maternal care is placed on prenatal work, 
followed closely by postpartum and new 
born care. Service in the home at the 
time of delivery is much less developed, 
being given in only 45 out of 113 agencies. 
Maternal care is more frequently included 
in the services of nonofficial agencies 
than in those of official agencies. 


Statistics regarding health conferences 
and clinics included in this report indi- 
cate that the largest number of clinics 
are for infant care, the next largest for 
prenatal, and the smallest for postpartum. 
The practice of having a nurse only pres- 
ent at clinics is small, almost all clinics 
being under medical direction. Health 
departments are apparently conducting a 
—_ number of clinics, especially for in- 

ant care. 

The National Organization for Public 
Héalth Nursing is continuing its interest 
in’ maternity care along the lines of edu- 
cation, research, and promotion and an- 
ticipates cooperating with other national 
and local agencies in the furthering of 
the work. 


Summary of Prenatal Activities of Other 
Groups Making Up the National 
Health Council 

The interest of the American Hygiene 
Association in prenatal and maternal 
health: 

Past: 

In addition to its larger program of sex 
educational and social work which aim at 
the improvement and protection of family 
life, the American Social Hygiene Asso- 
ciation has long devoted attention to the 
prevention and treatment of syphlis and 
gonorrhea. It was by the 
founders of the social hygiene movement 
that many of the disasters of family life 
were due to syphilis and gonorrhea. Blind- 
ness in children due to gonococcal infec- 
tions of the eye at the time of birth and 
congenital syphilis due to syphilis as a 
complication of pregnancy were among 
the distressing conditions which called for 
the establishment in 1914 of the American 
Social Hygiene Association, The prophy- 
laxis of syphilis and gonorrhea was con- 
ceived to involve not only the treatment 
of -these diseases, but also the education 
of the. public in sexual hygiene. 

Present: 

Special emphasis is being given to the 
prevention of congenital syphilis involy- 
ing the treatment of syphilis in pregnancy 
as-the almost perfect method of avoiding 
miscarriage, stillbirths and debility of liy- 
ing children due to syphilis. 

The aims are: 

1. To encourage all prenatal clinics and 
all private practitioners to include routine 
Wassermann or other blood examinations 
as a part of prenatal care. 

2. Efforts are made to encourage and 
assist communities to provide suitable fa- 
cilities for the treatment of syphilis. 

3. In order to assure continuity of treat- 
ment and especially to provide for ade- 
quate medical care of children bern of 
Syphilitic women, the association has en- 
couraged adequate case work now included 
in many clinics throughout the United 
wrates. 

. The association hw given special at- 
tention to the feanatinn ed general prac- 
titioners in the diagnosis and treatment 
of syphilis in pregnancy through insti- 
tutes, exhibits, public and special lectures. 

5. Since nurses play so important a part 
in this work, special attention has con 
given to the instruction of nurses in the 
management of syphilis in pregnancy. 

6. Maternity clinics and hospitals and 
practitioners engaging in obstetrical prac- 
tice have been urged to be on the alert 
for signs of congenital syphilis in the 
newborn and to give Special attention to 





infants born of women who have a history 
of syphilis. 

7. All that has been said above with re- 
gard to syphilis in pregnancy and the pre- 
vention of congenital syphilis applies in 
principle to gonorrhea as a complication 
of pregnancy, and gonococcal infections of 
newborn infants. 


Future: j 
The association plans to continue its 


emphasis upon the prevention and treat- 
ment of congenital syphilis and of gono- 
coccal infections in infants and children 
along lines similar to those which have 
been developed since January, 1929. 


Activities of the National Society for the 
Prevention of Blindness 


The National Society for the Prevention 
of Blindness has constantly urged the 
importance of laboratory studies of the 
tissues of the birth canal, with appro- 
priate treatment when indicated, as a 
rational measure to prevent infection of 
the eyes of the newborn. In addition, 
since the organization of the society, the 
use of prophylactic drops in the eyes of 
the newborn has always been urged. For 
some years the officers of the society have 
been teaching the importance of labora- 
tory studies of vaginal secretions, as well 
ts blood Wassermann tests, in prenatal 
clinics, and of ample facilities for treat- 
ment of syphilitic expectant mothers as 
measures to prevent various syphilitic dis- 
eases of the eyes in infancy, childhood 
and later life. 

In cooperation with the Standing Com- 
mittee on Cca:servation of Vision of the 
Conference of State and Provincial Health 
Authorities of North America, the Na- 
tional Society has sought to determine 
whether the current prenatal literature 
features these protective measures in re- 
lation to conservation of vision and pre- 
vention of blindness. In a moving picture 
recently made for the society by the East- 
man Teaching Films, Inc., one scene 
shows am expectant mother entering the 
prenatal clinic, where appropriate advice 
is given to impress upon her the need 
of continuous treatment to avert eye trag- 
edies subsequent to birth. Another scene 
titled “Systemic diseases often cause loss 
of vision; chief among them is syphilis,” 
is followed by a picture showing inter- 
stitial keratitis, with the title, “This boy 
inherited syphilis from his parents,” with 
the further title, “Tragedies of hereditary 
syphilis can be prevented by treatment 
of the mother before the birth of the 
baby.” 


Prenatal Activities of the National Com- 
mittee for Mental Hygiene 

The National Committee for Mental 
Hygiene has two functions that indirectly 
affect the prenatal work of all types— 
education and consultation. Mental hy- 
giene is a subject that belongs in all 
forms of social, health, education and 
parent education work. No one organ- 
ization could hope to form direct contacts 
with physicians, hospitals and clinics, 
homes, schools, churches. But indirectly 
mental hygiene principles and the mental 
hygiene point of view must permeate all 
groups. 

The National Committee for Mental 
Hygiene engages in the following types 
of educational service: A quarterly maga- 
zine, a monthly mental hygiene bulletin, 
an extensive pamphlet series, lectures, 
radio talks, news releases, contributions 
to conference, bibliographies, library serv- 
ice, and is also in consequence of appli- 
cations made from these educational ef- 
forts responsible for the permeation of 
mental hygiene into a much wider edu- 
cational field. 

As to consultation service, through the 
Division on Community Clinics, the Na- 
tional Committee for Mental Hygiene is 
in touch with child guidance clinics 
throughout the country and through this 
and other departments with other clinics 
and State and local mental hygiene 
groups. Consultation is also given to so- 
cial, health, educational and parent edu- 
cation groups. 

The National Committee for Mental 
Hygiene is interested in the maintenance 
of a well-trained group of mental hygien- 
ists to form the backbone of the scientific 
understanding and development of prin- 
ciples of mental hygiene and in the de- 
velopment of sound mental hygiene pro- 
grams in connection with other profes- 
sional training such as is offered in 
schools of nursing, of social work, normal 
schools and colleges. 

A few articles on mental hygiene and 
prenatal care, certain talks, special bibli- 
ographies, have been prepared by this 
organization and specific contacts between 
the National Committee for Mental Hy- 
giene and certain prenatal care groups 
have existed in a number of instances. 


National Tuberculosis Association 


The National Tuberculosis Association 
in its program of combatting tuberculosis 
is concerned with the health of mothers 
and babies for the following reasons: 

1. Tuberculosis is the “maker of or- 
phans” because, unlike other important 
causes of death, it claims a heavy toll 
during the years of early maturity. Of 
the deaths from tuberculosis that oc- 
curred during 1927, 46.6 per cent were of 
people ranging in age from 20 to 39. 

2. Tuberculosis is not inherited, but ap- 
parently some individuals are by nature 
more susceptible to the disease than oth- 
ers. There is no proof that either sus- 
ceptibility or immunity are heritable, but 
in the present state of our knowledge, it 
is safest to assume that Mendelian laws 
influence the offspring of parents who 
are presumably highly susceptible to tu- 
berculosis. The mating of two persons 
who have a history of tuberculosis might 
well be discouraged. 

3. Tuberculosis should be regarded as 
@ serious complication of pregnancy 


(aside from the danger to the child) until 
sufficient proof is submitted to the con- 
trary. According to Matthews and Bry- 
ant (Journal of the American Medical 
Association, Vol. 95, No. 23) “Postpartum 
hemorrhage occurred in a very large pro- 


portion of tuberculous 
women.” 

4. While opinion is by no means unani- 
mous, there seems to be general agree- 
ment to the effect that pregnancy is a 
serious complication of tuberculosis. Cer- 
tain cases of tuberculosis seem to improve, 
as the result, perhaps, of the physiological 
stimulation set in motion by pregnancy, 
but in far too many of these cases the 
improvement is coexistent only with the 
term of pregnancy. After delivery, there 
is likely to be marked retrogression and 
rapid spread of the tuberculous process. 
Matthews and Bryant (ibid) conclude that 
“Pregnancy has a definitely deleterious 
effect” on tuberculous women. 


5. Specific immunity against the tu- 
bercle bacillus is absent in the newborn 
baby. If exposed to large doses of tu- 
bercle bacilli before adequate immunity 
has developed, a child is likely to be 
quickly overwhelmed by the invading or- 
ganisms. The death rate from tubercu- 
losis is greater during the first year of 
life than during any other annual age 
period. Close contact of a baby with a 
tuberculous mother seriously jeopardizes 
the life of the child. In certain European 
countries, a system of removing babies 
from their tuberculous mothers immedi- 
ately after birth is in vogue. The “Gran- 
cher System,” as it is called, does not 
harmonize with American social ideals 
because to be fully effective it demands 
the complete separation of the child from 
his parents until adolescent years are 
well past. This amounts practically to 
a dissolution of family ties. Other means 
must be found of protecting the child of 
a tuberculous parent without sacrificing 
parenthood and normal family life. 


6. Of great significance is the modern 
conception of the natural history of path- 
ological development of tuberculosis. As 
the result of casual contacts with small 
quantities of the tubercle bacillus plus 
a favorable bodily resistance which is able 
to keep pace with the infection, most 
children during growth gradually acquire 
a relative immunity sufficient to protect 
them against the disease. Babies born 
in a tuberculous household (one in which 
any member has open tuberculosis) who 
escape disaster during the first year are 
likely to pass through a more slowly and 
subtly developing tuberculous process. As 
the result of repeated infections, long 
continued, such children are likely to sus- 
tain relatively slight damage of pulmo- 
nary tissue and the associated lymph 
nodes. The general health of the child 
may apparently not be impaired, and the 
condition is not discovered unless spe- 
cifically searched for with the tuberculin 
test and the X-ray. When such children 
reach adolescence with its stress and 
strain, the balance of infection versus 
resistance is likely to be tipped in favor 
of infection. A few years later, the dis- 
aster of tuberculous disease becomes ap- 
parent. Next to the first years of life, 
the first decade of maturity shows the 
highest death rate from tuberculosis. 
Finding the means for protecting the 
child who chances to be born in a tuber- 
culous household is a serious but prom- 
ising problem of child welfare. 


Prenatal Activities of the Woman’s Aux- 
iliary to the American Medical 
Association 


The Woman’s Auxiliary to the Amer- 
ican Medical Association have an official 
health program for improvement of pub- 
lice hygiene. This is based on the recog- 
nition of five essentials to effective public 
health work. 


I. Scientifically trained workers. 

If. Continuity of service of efficient 
public health officers in city, county, and 
State. 

III. Support of lay organizations. 

IV. Volunteer unofficial agencies to 
carry on health activities where efficient 
full-time, scientific health departments do 
not exist. 

V. No health department, State, county, 
or city, can do effective work without in- 
telligent cooperation of the public and 
that such cooperation depends on wide- 
spread public health education which may 
be done by interested lay organizations. 

The value of the public health nurse 
is emphasized and the program includes 
the study of health promotion through 
prenatal care, child welfare, public health 
examination. The point is stressed that 
women should be swung aside from health 
chores which they were doing by their 
own initiative and should be put to work 
under official workers. 


Summary of Activities of National Par- 
ent-Teacher Association 


The Nationa] Congress of Parents and 
Teachers was the first association to take 
the attitude that baby saving is a matter 
of education rather than charity. The 
resolutions of this congress have indorsed 
&@ program on maternity and infancy each 
year since 1927. Due largely to the in- 
sistence of this congress a new bibliog- 
raphy on child health has developed in 
the past 30 years. Parent-teacher asso- 
ciations in local communities carry health 
programs in which they often demonstrate 
new phases of health education. They 
have been the means of setting up reg- 
ular professional health services. 

The present program consists of a legis- 
lative program for adequate maintenance 
of the United States Children’s Bureau; 
continued health education of children 
and parents; committees on (1) child 
health, (2) mental hygiene, (3) social 
hygiene, (4) Summer-roundup of the 
children. 

The plans for future work are, con- 
tinuation of their present program and 
cooperation with National, State, and 
local health agencies. 


Summary of Prenatal Activities of the 
Commonwealth Fund 

The activities of the Commonwealth 
Fund have been devoted, in part, to 
demonstrations primarily intended to de- 
velop child health and incidentally mater- 
nal health. Demonstrations which were 
carried on in Clarke County and Athens, 


(13. per cent) 





Georgia, Fargo, North Dakota, and Ruthere 
ford County, Tenn., and Marion County, 
Oreg., by the Commonwealth Fund in co- 
operation with the Health Departments of 
these communities, give ample evidence 
of the value of education and personal 
contact in the promotion of child and ma- 
ternal welfare. As the report of this com- 
mittee deals primarily with maternal wel- 
fare, only that part of* the work which 
stresses maternal welfare is considered 
here. 

In Clarke County, Georgia, the Health 
Department introduced a plan of nursing 
service including visits to expectant 
mothers, advice about prenatal examina- 
tions by physicians and instructions con- 
cerning preparations in the home, the 
layette, etc. The results of the demon- 
stration indicate that the nurses’ visits 
and the clinical and hygienic care gave 
the mother a better chance of surviving 
childbirth, decreased the proportion of 
stillbirths, and lessened infant mortality ~ 
in the first month. In 1926 a new State 
law, passed at the instance of the Clarke 
County Medical Society, required midwives 
to secure a certificate from the health 
officer before they could legally practice. 

“The central purpose of the five-year 
child health demonstration in Fargo, N. 
Dak., was to show how certain activities 
designed to better the health of children 
might be built up as an integral part of 
a balanced and practicable public health 
scheme for a small city.” 

Prenatal service which was offered was 
closely linked to the child health services. 
This was designed to supplement the 
excellent amedical service already available 
and instruct expectant mothers in pre- 
natal hygiene and the importance of 
starting prenatal care early in pregnancy. 


Results in Fargo 


This demonstration was accompained by 
lowering the infant mortality rate for 
infants of one month from 42.7 to 31.3 
per 1,000 live births and of infants over 
one month and under one year from 50.2 
to 22.4. During this period the percent- 
age of hospital deliveries increased, the 
increase being greater for those patients 
having prenatal visits from nurses. 

The experience in Fargo appears to 
indicate the feasibility and value of the 
close correlation between postnatal care 
and child .ealth supervision. 

The demonstration program for better- 
ing maternal hygiene facilities and prac- 
tice in Rutherford County, Tenn., was 
built upon the conception that the ulti- 
mate responsibility for the health and life 
of both mother and unborn child rests 
with the practicing physician, acting 
either in his private capacity or on clinic 
or hospital service. While the demon- 
stration contribution to a local maternity 
service was largely in terms of public 
health nursing, the program as a whole 
must be expressed largely in terms of 
medical service. This policy made it one 
of the first duties of the demonstration 
public health nurse to persuade the 
patient of the need of reporting to a 
physician. She supplemented the physi- 
cian’s orders by simple suggestions as to 
diet, exercise, clothes, layette, and prep- 
aration for confinement. 

The maternity program of the Marion 
County, Ohio, Health Demonstration dif- 
fered from that of the other demonstra- 
tion services in that nursing service at 
delivery, for which a fee was charged, 
was offered to the mothers. The percent- 
age of mothers receiving prenatal care 
increased steadily throughout the five 
years of the demonstration. A large per- 
centage of the mothers seen by the nurses, 
averaging 84 per cent for the last four 
years of the demonstration, had medical 
care during pregnancy. 


Summary of Prenatal Activities of the 
Children’s Fund of Michigan 


The Children’s Fund of Michigan, also 
known as the Couzens Fund, maintains 
a Child Health Division, whose~program 
for prenatal and maternal care is pri- 
marily one of education. The founda- 
tion of this program rests on the public 
health nurse who make personal contact 
with mothers in classes or in the home. 
Augmenting this nursing instruction the 
Children’s Fund has, at the request of 
the State Department of Health, financed 
two women physicians who go ffom county 
to county holding classes for mothers. 

This program has not been in operation 
long. It is hoped that the program will 
show sufficient worth, that the people 
will be willing to carry on after a reason- 
able demonstration period, under their 
own resources. 


Summary of Activities of Life Insurance 
Companies 

The Metropolitan Life Insurance Com- 
pany, the John Hancock Life Insurance 
Company, and several others, operate nurs- 
ing and educational health programs over 
a large area of the United States and 
Canada. The maternity work for policy- 
holders includes prenatal and postnatal 
service and care of the newborn. In- 
trapartum service is not given. 

One company reports that “mortality 
from conditions associated with child- 
bearing in 1929 was the lowest on record 
for our policyholders.” 


Conclusions 


Activities for the promotion of maternal 
and neonatal welfare by organizations of 
more or less national scope fall into three 
groups: 

1. The collection of data on maternal 
and infant mortality, the rate of live 
and stillbirths and various factors in- 
fluencing these rates. 

2. The practical application of accepted 
standards of pernatal, intranatal and post- 
natal care in communities, States and in 
practically the entire country, as in the 
application of the act to promote ma- 
ternal and child welffare. 

3. The education of physicians, nurses, 
midwives, the expectant mothers and the 
laity concerning the value and adoption 
of maternal and neonatal care. 

This has been carried on more or less 
intensively for the past 10 years by gov- 
ernmental, State, medical, nursing and lay 
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organizations. The favorable results in 
lowering maternal morbidity and mor- 
tality, obtained in various communities 
as a result of the practical application of 
the standards of maternal care have 
proved its practical value. Over 30 organ- 
izations have been engaged in some phase 
of maternal and child welfare, and a 
number have cooperated in various demon- 
strations. There sould be increase rather 
than curtailment of their activities and 
adequate support and personnel should 
be provided. 

Statistical data reveal a distinct lower- 
ing of infant death rates, but little satis- 
faction may be gathered from the lack of 
improvement in maternal, fetal and early 
infant mortality rates. It is evident that 
more statistical data are necessary to 
clarify the relative influence of the factors 
causing this mortality. The interest and 
zeal of the Children’s Bureau and the 
Census Bureau have been of invaluable aid 
in the collection and correlation of data. 
The Children’s Bureau has given valuable 
advice in the direction of the application 
of the Maternity and Infancy Act and 
in other demonstrations in addition to the 
publication of many articlés of educational 
and practical value dealing with maternal 
and infant and child welfare. 


The practical results of the Maternity 
and Infancy Act are impossible to evaluate 
but it is significant that most of the 
State Bureaus of Child Hygiene and 
Health cooperated fully in carrying out 
the der onstrations. Many of them are 
continuing maternal and child welfare 
work. Through the continued cooperation 
ot the State Bureaus of Child Hygiene 
much valuable information may be 
secured. 


Changes Needed in Death Certificates 

It is suggested that important statistics 
on maternal mortality would be secured 
if each maternal death reported, gave 
information about period of gestation, 
operative procedure, if any, place of con- 
finement and name of attendant in addi- 
tion to the cause of death. More compre- 
hensive information relating to stillbirths 
may be obtained by the use of separate 
certificates of live births and stillbirths, 
such as obtains in severai States and the 
District of Columbia. 


On the back of both the live birth and 
ctillbirth certificates there should be in- 
cluded a statement defining the period 
of gestation at which a birth is report- 
able, for instance, the District of Columbia 
states that no report shall be made of 
stillbirths when the fetus has not passed 
the fifth month of utero gestation. Some 
uniform time should be decided upon, 
which may be expressed in weeks and 
which should be printec on the back 
o. both live birth and stillbirth certificates. 


It has been suggested that births should 
not be reported as usual and living births 
until the period of viability is reached, 
that is, about the 2dth or 28th week. 

On the back of the stillbirth certificate 
a definition of stillbirth should appear. 
For registration purposes no child that 
shows any evidence of life after being 
born can now be registered as stillbirth. 
The rules of statistical practice in order 
of their adoption by the Section of Vital 
Statistics of the American Public Health 
Association are as follows: “No child that 
shows any evidence of life after birth 
should be registere: as a stillbirth; that 
the words “any evidence of life” shall 
include action of the heart, breathing, 
movement of the voluntary muscles.” 
However, the point has been raised that 
after a fetus or infant is born the only 
definite evidence of extrauterine life is 
the establishment of respiration, since 
the fetus moves and the heart beats in 
utero as well as after birth. 


Lay Organizations 

Continued cooperation and action of the 
Joint Committee on Maternal Welfare 
is urged in addition to the efforts of its 
component members. Those of the med- 
ical profession interested in the practice 
of obstetrics have been aroused to -the 
necessity of improving obstetrical teach- 
ing and conscience. It is evident that 
the morbidity and mortality of mothers 
and newly born infants have been in- 
creased by frequent and sometimes ill- 
advised surgical methods of delivery. 

The educational work which has been 
carried out by lay organizations such as 
The American Child Health Association 
and other members of the National Health 
Council, Commonwealth Fund, Parent- 
Teachers Association and others has 
played a large part in the education of 
the laity with respect to the importance 
and value of maternal and infant care, 
This should be continued by the distribu- 
tion of literature and prenatal booklets, 
articles in lay jou.nals and newspapers 
and radio talks. Cf practical educational 
value are the demonstrations which have 
been carried on by the Commonwealth 
Fund, American Public Health Association, 
American Child Health Association, and 
others, ably ‘assisted by the National 
Organization for Public Health Nursing, 
the American Nurses Association, the 
American Red Cross and other organiza- 
tions. 

Recommendations 


The following recommendations may be 
submitted: 

1. That there be improvement of ob- 
stetrical teaching of physicians and 
nurses. 

2. That there be encouragement of post- 
graduate teaching of obstetrics, both in 
courses of three years’ duration or less, 
by lectures and discussions in county, dis- 
trict and State society meetings and by 
means of extension courses. 

3. That the publication be encouraged 
of more papers in medical journals on 
obstetrical subjects, especially regarding 
the nature and need for maternal care. 

4. That there be urged the licensure, 
education, annual registration and super- 
vision of midwives in those States where 
midwives are attending confinement cases. 

5. The adoption by all hospitals admit- 
ting obstetrical patients of the minimum 
standards for general hospitals caring for 


obstetrical patients as outlined in the 
American College of Surgeons Year Book 
for 1927. 

6. That all obstetrical hospitals and 
nursing homes be licensed and supervised. 

7. That professors and instructors of ob- 
stetrics continue to emphasize in their 
teaching and practice the necessity for 
conservative measures in obstetric delivery 
and warning against surgical interference 
without consultation. 

8. Continued education of the laity to 
the necessity of adequate prenatal, intra- 
natal, and postnatal care in obstetrics, and 
to the danger of abortions, toxemias, and 
infections. 

9. That there be a joint committee on 
maternal welfare representing those na- 
tional organizations having active mater- 
nity programs for the purpose of close 
correlation of the programs, agreement as 
to standards involving medical, nursing 
and other professional procedure, prin- 
ciples of organization and methods of ap- 
plication. 

10. That national agencies agree on the 
content of a complete maternity program, 
as outlined in the complete report. 

11. That national agencies review their 
opportunities to assist in maternal care 
programs, as suggested in the complete 
report. 

12. That each community be encouraged 
to provide adequate facijjties for maternal 
and neonatal care. 


Suggested Maternity Program 
Part of a General Public Health Service 
Purposes: 

Education of community in nature and 
need of prenatal, delivery and postpartum 
care. 

Provide adequate medical, social and 
nursing care ,whether in home or hospital, 
for these periods. 

Have every expectant mother under 
medical supervision. . 
Organization: 

Coordination of all agencies interested 
in maternity and infancy work. There 
are two types of organization—the official, 
administered by the Department of Public 
Health, and the unofficial, administered 
usually by a voluntary nursing organiza- 
tion. In either an official or unofficial 
organization the following agencies should 
cooperate: 

Official: 

State and local health departments. 

State and local public health nursing 
organizations. 

Local governing board of the district. 

Board of Education (cooperating with 
general health program). 

Unofficial: 

Local Medical and Dental Societies. 

Nursing Associations. 

American Red Cross. 

Welfare Agencies. 

Parent-Teacher Association. 

Federated Women’s Clubs. 

Men's Clubs. 

Junior League. 

Church groups. 

Health Center: 

Hospital, if possible. 

Standard equipment and supplies. 

Standard record forms. 

Prenatal. 

Infant. 

Preschool. 


I. Prenatal Care: 


Medical: 
Private physician whenever possibk. 
Nurse assistant. 
Clinic: 
Department of Public Health—State and 
local. 
Hospital. 
Private agency. 
Standards. 
Laboratory: 
Urinalysis. 
Wassermann. 
Neisserean. 
Hemoglobin. 
Blood cell count as indicated. 
Thyroid—basal metabolic tests, as in- 
dicated. 
Dental: 
Private whenever possible. 
Clinic. 
Nursing: 
Public Health nurse. 
Institutional. 
Qualifications. 
Standards for service. 
Center. 
Home visits. 
Social worker. 
Educational: 
Group instruction and demonstration. 
Materials and outlines for course. 
Literature./ 
II. Delivery Care: 
Home—Sterile supplies and preparation 
of room. 
Physician. 
Nurse, private or Public Health. 
Hos pita 1—Maternity Department— 
standards American College of Surgeons. 
III. Postpartum Care: 
Medical—examination. 
Nursing. 
Breast feeding. 
IV. Referring the child to: 
Pediatrician 
Infant Welfare Station. 


Assistance Which National Organizations 
Might Give in a Maternity Program 


I. Stimulate interest of local physicians, 
dentists and nurses .n the value and 
need of prenatal carv. 

In close cooperation with: 

State and local departments of health. 
State and local medical societies. 
State and local dental societies. 
State an« local nursing organizations. 

Through: 

Articles in State, medical and dental 
journals, 

Speakers at State and local society 
meetings. 

Physicians. 

Dentists. 

Nurses. 


II. Education of laity in nature and need 
of maternity care. 

Publicity through: 

Magazines. 

Local papers. 

Extension services. 

Men’s and women's 
through: 

State Board of Health. 

State Medical Associations. 

State Public Health Nursing Association. 

State Dental Associations. 

Speakers on special subjects. 

Articles for local newspapers. 

Material for loca! physicians who ad- 
dress groups. 

Programs for study groups. 

Literature: 

(This probably should be provided by 
the State, but it seems that there should 
be standard publications on the subject 
for public health agencies.) 

Exhibit material. 
III. Provide post-graduate education. 

(1) Medical—for general practitioners. 
Courses: 

a. Institutes—through State Depart- 
ments of Health and State Medical Asso- 
ciations. 

b. Medical colleges. 

Prenatal care. 

Delivery Care. 

Postpartum care. 

(2) Dental. 

Nutrition and teeth. 

Advice and dental care for the expect- 
ant mother. 

(3) Nurses. 

Institutes—through 
Public Health. 

Nursing and State Nurses Associations. 

Maternity care. 

Infant care. 

Teaching prenatal care to groups. 

Outlines for group instruction. 

Demonstration material. 

IV. Improving type of midwives. 

Education. 

Licensing, annual registration, supervi- 
sion—State responsibility. 

Annual refresher vourses. 

Outlines and material. 

V. Stimulate interest in establishment of 
whole-time health units. 

Medical organizations. 

Dental organizations. 

Nursing groups. 

Governmental boards. 

Laity. 

Demonstration of complete maternity 
program. 

Bring maternity departments of all hos- 
pitals up to American College of Surgery 
minimal standards. 

Revision of stillbirth and maternal death 
reports. 

Make septicemia universally reportable. 

(Applause.) 

CHAIRMAN ADAIR: We will have for- 
mal discussion of approximately five min- 
utes by different members of the Confer- 
ence and others. First, Dr. T. F. Murphy, 
Chief Statistician for Vital Statistics, 
United States Bureau of the Census, will 
discuss the “Activities of the United 
States Bureau of the Census.” 

Vital Statistics 

DR. T. F. MURPHY: Dr. Adair, Ladies 
and Gentlemen: It is extremely difficult 
in five minutes to outline the activities of 
the Bureau of the Census, charged, as it 
is, with so many duties and employing at 
the present time approximately 7,000 peo- 
ple. I shall confine my few remarks to 
the Division of Vital Statistics. Of course, 
population is the basis for all work. Data 
on the total population—sex, age, race, 
color—are absolutely essential to any per- 
son who starts in work. In so far as the 
Division of Vital Statistics is concerned, 
we feel that in the past few years we 
have made rapid strides toward complete- 
ness and toward accuracy. 


The registration area for births estab- 
jished in 115 now includes all States, 
with the exceptions of Texas and South 
Dakota. The death regictration area in- 
cludes all States except Texas. In our 
studies for comparative purposes we adopt 
a uniform group of States, known as the 
registration States of 1910 or 1920. These 
data are then comparable through the va- 
rious. years. 


The revised certifteates ef birth, death, 
and stillbirth, of which I have copies 
here, have been amplified fis far as we 
thought it was possible to do right now, to 
meet the incessant demands which are 
made upon us for more and more and 
more information. 


I said yesterday that statistics can rise 
no higher than their source. If we don’t 
get the information, we can’t return the 
information back to you in any tabular 
form. There is ample room on the cer- 
tificates for full expression on the part 
of the physician, either of the cause of 
death or a modifying statement. We only 
wish that the physicians would take full 
advantage of the space that is given them. 

The principal change in the revised cer- 
tificate has been the inclusion on each of 
them of the inquiry concerning occupation. 
The demand for occupational data has 
been very, very strong for a period of 
years, and in 1920 we thought we could 
do something along that line; but unfor- 
tunately the material wasn’t sufficiently 
accurate for us to consider it after tabu- 
lation. It is this year; and the data ob- 
tained on the certificates are strictly com- 
parable with those obtained on the gen- 
eral population schedule, so that in a few 
years I hope that we will be able to give 
you some definite data setting forth the 
relation of diseases of all kinds to the 
occupation of the ‘diseased. 

At the convention in Paris in 1929 we 
amplified in a measure the international 
list of the causes of death. In the Census 


club programs 


State Division of 


~-Bureau we have taken the liberty, which 


has been allowed us, of amplifying still 
more the maternal causes and, in some 
cases, the causes relating to infant mor- 
tality. I hope to give you more informa- 
tion along that line in our publication, 
say for 31 or 32. We can’t at the present 
time. 

Be assured of this: That the Census Bu- 


reau has, as Dr. Mussey said, an over- 
whelming amount of material. It is yours 
for the asking. It is impossible for us to 
put in our annual publications but a very 
small amount of what we collect. Specifie 
tabulation, if not too lengthy. we will be 
only too glad to make for you. The ma- 
terial is more complete, more accurate, 
still not sufficiently so for our purposes, 
and it goes back to the medical man or 
the person who signs the certificate. In 
that respect we ask your cooperation; help 
us to give you what you want. (Applause.) 

CHAIRMAN ADAIR: Activities of the 
American Red Cross and the Visiting 
Nurse Associations, by Miss Emilie G. Sar- 
gent, R. N., executive, Visiting Nurse As- 
sociation of Detroit. 

MISS EMILIE G. SARGENT: Dr. Adair 
and Friends: The American Red Cross has 
a@ public health nursing service, and in 
itself is xather comparable to the type of 
service offered throughout the country by 
the Visiting Nurses Association. The 
Visiting Nurses Association is not a na- 
tional organization in itself. but has a 
national aspect inasmuch as nearly every 
city of 25,000 or more has such an agency, 
and inasmuch as each one of these agen- 
cies is a corporate member of the Na- 
tional Organization of Public Health Nurs- 
ing. 

I think I might better use the time, as 
it is very brief, to point out the gaps in 
these services rather than to try to im- 
press you with all that they are accom- 
plishing. 

Visiting Nurse Associations 

The Red Cross has furnished me with 
statistics which indicate that there are 
672 services administered by the Red 
Cross throughout the United States and 
the insular possessions. Of this number 
432 offer some phase of a maternity nurs- 
ing program I think it significant that 
only 122 of these services give a complete 
maternity and postpartum nursing serv- 
ice. The same element of omission is true 
in visiting nurse services. While it is also 
true that from 40 to 60 per cent of the 
work done by these associations is some 
phase of maternity work, not more than 
10 per cent of it is given to the delivery 
or the intrapartum nursing service. It 
has already been pointed out by several 
speakers here teday that nursing service 
at confinement is one great need, inas- 
mueh as it has not as yet been stressed 
properly. 

I suppose, of course, that you under- 
stand that these services are all within 
the home. They are not hospital services. 

The statistics of Visiting Nurse Associa- 
tions who have a complete maternity nurse 
ing program indicate some saving of lives. 
I think they are a little hesitant about 
stressing the significance of these figures. 
It has been pointed out that it is rather 
difficult to eompare any segregated group 
with city-wide maternal death rate, but 
in Detroit they are taking a group of 
1,800 women this past year having com- 
plete service, including delivery. The ma- 
ternal death rate was 1.6 per cent per 
1,000 live births, as against the city rate 
of 66 per cent. 

We have a rather complete service in 
our department of health in Detroit, pre- 
natal clinic service. The majority of these 
patients go to the city hospital for con- 
finement, and, comparing the home serv- 
ice of the Visiting Nurse Association with 
the outcome of these patients who are in 
the clinic for prenatal care and who went 
to the hespital for confinement, it is 1.6, 
against 2.9 for those patients who had 
clinic and nospital care. 

I might also stress the fact that the 
patients who nad the clinic and hospital 
care had rather a stable group of doctors 
and nurses, whereas in the Visiting Nurse 
Association the work was with the private 
practitioner, and in these 1,300 births at 
least five or six hundred different doctors 
are represented and, as has been very well 
brought out during the Conference, the 
degree of skill and knowledge varies con- 
siderably among the practicing physicians 
in the obstetric care which they give. The 
nursing service in this instance was a 
stable element. 

There is another factor that the nursing 
profession can contribute to better ob- 
stetric care which has not been stressed 
particularly by anyone, and I should like 
to take the privilege of pointing that out. 


The American Nurses Association 


The American Nurses Association has a 
group Of 80,000 members. which represents 
perhaps 50 per cent of nurses who will not 
be reached through organized staff edu- 
cation, which has been stressed as one of 
the methods of increasing better knowl- 
edge among nurses of proper and ade- 
quate obstetric care. 

The American Nurses’ Association as it 
is organized through its State and dis- 
trict units can reach these 80,000 women 
through their American Journal of Nurs- 
ing, giving them articies on techniques; 
it can reach them through programs, 
through institutes, but the important ele- 
ment it seems to me is the official nurses’ 
registry. I presume many of you are not 
aware that there are 100 official nurses’ 
registries throughout the country. Most 
of our large cities have them. and some 
of our smaller ones. It is the hope of 
the American Nurses Association to have 
a nurses’ registry or a community nurses’ 
bureau sponsored by the official nurses 
of that community which will be in every 
sense an Official bureau where doctors and 
families in turn can get the kind of nurse 
they need. We know the kind of obstetric 
nurse that is needed is one who has had 
adequate preparation. I_am sure a great 
percentage of these 80,000 women have not 
had the proper education and, therefore, 
I would suggest that the registries might 
well set up certain standards for their 
registrants before allowing them to regis- 
ter or to accept cases. 

In order to make this a possible realiza- 
tion, classes could be offered through the 
medium of the district nurses’ association 
which would qualify these nurses to do 
obstetric nursing. 

These are the points the American Red 
Cross through its Public Health Nursing 








Service and Visiting Nurse Associations, 
need to be encouraged to include in their 
programs. More delivery nursing service 
is the one weak point, and nurses in gen+ 
eral should be given an opportunity to 
better prepare themselves, since we know 
that the private duty nurse reaches a cer- 
tain class of the laity which the public 
health nurse does not reach, but it is most 
important that she have this knowledge 
just as the hospital staff or the public 
health nurse has. (Applause) 

CHAIRMAN ADAIR: Activities of the 
Children’s Bureau, by Dr. Blanche M. 
Haines, director, Maternity and Infancy 
Division, United States Children’s Bureau. 
(Applause.) 

DR. BLANCHE M. HAINES: Mg. Chair- 
man, Ladies and Gentlemen: Much of 
th.» foundation for prenatal and ma- 
ternal care as conducted by Federal 
and State agencies was Iaid as a 
result of the field studies and surveys 
made by the Children’s Bureat soon after 
it was creaied and through the analysis 
of availabic material and infant vital 
statistics. The collection and publication 
of the facts found resulted in a d2mand 
for thc improvement of the conditions. 
The demand was met by the passage by 
Congress of the maternity and infancy 
act Noy. 23, 1921. 

Federal Maternity and Infancy Act 

The act provided for the promotion of 
the welfare and hygiene of maternity and 
infancy through the distribution of Fed- 
eral funds to the States if the States ac- 
cepted the terms of the act. Additional 
funds were granted if the State Legisla- 
tures matched the funds. With the close 
of the fiscal year 1929 Federal and State 
cooperation under this act came to an end. 
In extending by two years the original 
five-year period for which the appropria- 
tions were authorized, Congress declared 
in January, 1927, that after June 30, 1929 
the act should be of no force and effcct.: 
During the fiscal year 1929, 45 States and 
the Territory of Hawaii were cooperating 
with the Children’s Bureau in accordance 
with the terms of the act. 


Each State made its own plans and 
budget and these were submitted to the 
Federal Board of Maternity and Infancy 
for approval. 

The activities undertaken by the cooper- 
ating States were: 

I. Instruction of the individual as to the 
care of the mother and child through— 

a. Health conferences conducted by phy- 
sicians and nurses directly under State 
auspices. 

b. Permanent health centers offering 
the same kind of imstructien but con- 
ducted under local auspices and financed 
in part by local funds. 

c. Home visits to mothers by public- 
health nurses. 

d. Demonstrations in the home in in- 
fant and maternal care. 

II. Instruction of groups through— 

a. Lectures, motion pictures, slides, 
charts. and exhibits. 

b. Classes— 

(1) In infant care for adolescent girls. 

(2) In infant care and prenatal care for 
mothers. 

(3) In infant care and prenatat care for 
teachers to prepare them toe include ma- 
ternity and infancy instruction in their 
class work. 

(4) For midwives. 

c. Graduate courses for nurses in ma- 
ternity and infancy work through State 
or regional conferences and institutes. 

d. Graduate courses in pediatrics and 
Obstetrics for physicians (usually con- 
ducted in conjunction with State and 
county medical societies). 

Cooperative Activities 

A tabulation made of the activities for 
the last five years of the act from 1924 
to 1929 shows much combined maternity 
and infancy work, such as 22,030,439 pieces 
of literature distributed, a considerable 
portion of which related to prenatal and 
maternal“ care, some published by the 
States and some by the Federal bureau. 
During the last four years of the act 176,- 
733 sets of prenatal letters were distributed 
and approximately 700,000 expectant 
mothers were reached with seme form 
of maternity and infancy work. 

In the grant of funds to the States the 
maternity and infancy act assisted directly 
in the promotion of the welfare and hy- 
giene of maternity and infancy. Special 
gervices rendered to the States by the 
Children’s Bureau included studies and 
surveys, lending of specialists from the 
bureau staff to the States, arranging the 
annual conferences of State directors of 
maternal and infant hygiene bureaus or 
divisions, providing assistance by the bu- 
reau’s national advisory committees of 
Pediatricians and obstetricians, publishing 
popular bulletins used also by the States 
and rendering other services te the States 
in this joint undertaking of the State and 
Federal Governments. The three nonce- 
operating States, Connecticut, Iinois, and 
Massachusetts, did work of a similar na- 
ture to that of the 45 cooperating States. 

Since the appropriation under the maz 
ternity and infancy act ceased, the work 
has been curtailed in many of the co- 
Operating States. Only 19 States reported 
no appreciable curtailment. In more than 
one-half the States the funds available 
for maternity and infancy work have been 
curtailed since Federal aid ceased June 
30, 1929. 

Maternity and infancy legislation is now 
Pending in Congress which if passed will 
provide an appropriation to continue Fed- 
eral aid to the States and make possible 
more rapid prozress in maternal and in- 
fant hygiene. (Applause. 

CHAIRMAN ADAIR: The Activities of 
the National Organization of Public Health 
Nurses, by Miss Alma C. Haupt, R. N., as- 
sociate director, National Organization for 
Public Health Nursing. 

MISS ALMA C. HAUPT: Dr. Adair and 
Friends: 

The National Association for Public 
Health Nursing is appropriately listed as 
one of the agencies interested in prenatal 
and maternal care. We should like to 


@0 one step further and say not only are 
we interested, but we recognize prenatal 
care as a very foundation stone on which 
a complete public health nursing program 
is based. 

You may want te know what this term 
“public health nursing” in its broadest 
sense means. We th of it as an or- 
ganized community service which is not 
for profit, which is given by graduate 
nurses to the individual, to the family 
and to the community. Its aims are three- 
fold: the promotion of health, the pre- 
vention of disease, and the curing of ill- 
ness. 

These aims are actomplished through 
education, through the assistance nurses 
give to physicians in clinics, in schools, 
aud in places of w and as in the case 
of visiting nurses, which Miss Sargent 
explained, is a part of ail public health 
nursing, thropgh the offering of skilled 
nursing care in the home under the or- 
ders of a physician. Because the nurse 
is privileged to it families in their 
homes, she is depended on by teachers, 
by physicians and by social workers to 
help mothers in making a personal appli- 
cation of these many scientific facts which 
we have at our dist In other words, 
she is the one who brings that message 
to the very home itself. 


More Public Health Nurses Needed 


You undoubtedly have noticed on the 
screen that in the reports of the sub- 
committees mention has been made fre- 
quently of the contribution of public 
health nursing to maternal] care. This 
is particularly noticeable in the Common- 
wealth Fund, reports of the American 
Public Health Association, and in this 
quotation from the Children’s Bureau re- 
port: “An encouraging feature is the 
recognition of the services of the mater- 
nity and infancy nurse as a most effec- 
tive means of reaching expectant moth- 
ers.” 

We believe that there are about 20,000 
public health nurses in this country today 
under the auspices of some 4,000 agencies. 
We are told that it is necessary that there 
be one nurse to 2,000 of the population 
if we are to give full protection in all 
public health nursing services, so you can 
readily see that we still have a long way 
to go. 

One of the first purposes of the Na- 
tional Organization for Public Health 
Nursing, therefore, is to help to extend 
public health nursing and to make more 
nurses available for this work. This or- 
ganization also promotes standards and 
acts as a,clearing house of information. 
One of its chief functions is as a coor- 
dinator so that public health nursing will 
not be an entity by itself, but so that 
it will be a component part of the pro- 
grams of National, State, and local health 
Services, because we have our professional 
organization, the American Nurses’ Asso- 
ciation, and it is not necessary for the 
N. O. P. H. N., as we call it, to take up 
such questions as licensure and laws and 
undergraduate preparation of nurses. 
May I say that the N. O. P. H. N. is 
distinctly a community organization. You 
might think of it in a sense as a federa- 
tion of local public health nursing asso- 
ciations. We have a large number of 
corporate agencies as members. In addi- 
tion we have individual membership and 
the distinguishing thing between that and 
the American Nurses Association is that 
our membership is not confined only to 
nurses but is open equally to all of those 
of you who are here, social workers, phy- 
sicilans and the public, and we have a 
membership of 5,000 individual members. 


Education of Nurses 
Among the contributions which the Na- 
tional Organization for Public Health 


Nursing has made to this particular field 
of prenatal and maternal care are the 
following: We have a public health nurs- 
ing manual which guides the public 
health nurses throughout the country in 
their technical procedures. We have 
what is known as a board member's man- 
ual, written for the laity to advise them 
in the best type of erganization and give 
them the principles on which sound or- 
ganization rests. We have a set of record 
forms in the shape of a family folder 
inside of which are individual case his- 
tories for prenatal service, for delivery 
service, postnatal and postpartum, and 
these are very widely used throughout 
the cowatry and have done a great deal 
toward helping to raise the standards of 
maternal care 

Then we have a magazine, the Public 
Health Nurse, through which articles are 
distributed and the December number of 
which each year is entirely devoted to 
the subject of maternal care. 

This brief resume of the National Or- 
ganization for Public Health Nursing will 
serve to indicate to you that this organ- 
ization exists to cooperate in furthering 
maternal care programs and may be 
looked upon as one channel] for reaching 
both the public health nurse and also 
the lay people who are backing and sup- 
porting her. (Applause. 

CHAIRMAN ADAIR: Activities of the 
American Child Health Association, by 
Dr. Clara E. Hayes, assistant director, Di- 
vision of Medical Service, American Child 
Health Association 

DR. CLARA FE. HAYES: Mr. Chairman, 
Friends: The maternity work of the 
American Child Health Assooiation, almost 
entirely educational in nature, has been 
with both non-professional and profes- 
sional groups. 

The aim of the non-professional work 
has been, through publications, confer- 
ences, radio broadcasts and lay magazines, 
to aid in instructing expectant mothers 
in the care of their health and to im- 
press upon them the need and benefits of 
prenatal care and of adequate professional 
care during and after delivery. Since 1925 
over half a million copies of “The Ex- 
pectant Mother,” a non-technical booklet 
on prenatal care prepared by our Medical 
Advisory Committee, have been distrib- 































uted. Help has been given with classes for 
lay groups which included instructions on 
prenatal care. 


The professional work has been directed 
toward improving the quality of obstetrical 
practice among midwives and supporting 
the demand for better medical teaching in 
obstetrics. The Association is one of the 
organizations (1) comprising the Joint 
Committee on Maternal Welfare and has 
made annual financial contributions to its 
work. It is the purpose of the Joint Com- 
mittee to stimulate and help physicians to 
give more and better prenatal care, and to 
improve the quality of their obstetrics and 
pediatrics. The Joint Committee func- 
tions through official medical organiza- 
tions and in print through the American 
Journal of Obstetrics and Gynecology. 
This Committee prepared “Standards of 
Intrapartum or Delivery Care” and ap- 
proved “Standards of Prenatal Care” pre- 
pared by the United States Children’s Bu- 
reau, both of which it has published and 
is distributing to practicing physicians 
through local medical societies. Standards 
of postpartum care are being prepared. 
It is planned when these are complete to 
distribute the three outlines in a single 
pamphlet. 


Much time has been given to subjects 
pertaining to maternity at the annual 
meetings of the Association. These papers 
were published in the Annual Transac- 
tions (2) and a number were reprinted. 
Special contributions, papers presented at 
meetings of other organizations and ex- 
cerpts from papers of scientific journals 
are published in the Child Health Bul- 
letin (3). Some of these are reprinted 
(4) for wider distribution. The Bulletin 
carries also a bibliography of American 
and foreign literature on maternity sub- 
jects. 

There has been cooperation with public 
and private agencies (5) in setting up 
and supervising child health demonstra- 
tions in which prenatal work was included. 
Recommendations were made for im- 
proved maternity service in the 86 cities 
where the general health service was sur- 
veyed by the Association (6). 


Demonstrations in the methods of in- 
struction, supervision and control of mid- 
wives were conducted in three Southern 
States (7) in conjunction with the State 
Departments of Health. These demonstra- 
tions resulted in the working out of a plan 
for the elimination of unfit midwives and 
the training and annual licensing. of 
others. In North Carolina the midwifery 
control plan has been adopted as a State- 
wide program. Only a few days ago the 
State Health Officer of North Carolina, 
which was one of the three States in 
which the demonstrations were carried on, 
sent to the American Child Health Asso- 
ciation a photograph of a group of 51 
colored midwives dressed in immaculate 
white gowns and caps. The photograph 
was labeled “The first class of North 
Carolina law-controlled and _  class-in- 
structed midwives.” 


One of the chief interests of the Asso- 
ciation has been to further the work of 
the State Divisions of Maternity and Child 
Hygiene in every way possible, especially 
through the promotion of May Day as 
National Child Health Day and State 
Child Health Councils. 


The future maternity program of the 
American Child Health Association will 
be based largely upon the outcomes of the 
White House Conference. ‘(Applause.) 


Notes 
(1) American Gynecological Society. 
American Child Health Association. 


American: Association of Obstetricians, 
Gynecologists and Abdominal Surgeons. 


American Medical Association, Commit- 
tee from Section on Obstetrics, Gynecology 
and Abdominal Surgery. 


American Pediatric Society. 
(2) 1924. 


Causes and Prevention of Antenatal, In- 
tranatal, Postnatal, and Neonatal Deaths. 
1926. 


Recent Contributions of Pathology to 
the Problem of Neonatal Mortality. 


Reduction of Mortality and Morbidity in 
Childbirth. 


Plan of Organization of Community 
Health Work for a City of 100,000 Popu- 
lation. 

Division of Infant Hygiene ‘including 
maternity, infant and preschool child hy- 
giene). 

1928. 

Report of the American Public Health 
Association, Child Hygiene Section, Com- 
mittee on the Status of Maternal and In- 
fant Mortality. 

Report of Sessions on Maternal Mortal- 
ity in the Conference of State Directors 
of Maternity and Infancy Work, United 
States Children’s Bureau, April, 1928. 

Report of Section on Obstetrics, Gyn- 
ecology and Abdominal Surgery of the 
American Medical Association. 

The Experience of the Maternity Center 
Association with Special Reference to the 
Tioga County Work. 

Discussion and Summary. 

1929. 


Maternal and Fetal Mortality. 

Effect of Antepartum Care 
Mother. 

Effect of Prenatal Care on the Infant. 

Effect of Intrapartum Care on the 
Mother. 

Effect of Intranatal Care on the Infant. 

Effect of Postpartum Care on _ the 
Mother. 

Effect of Postnatal Care on the Infant. 

The Development of Maternal and Early 
Infant Care in its Relation to a Public 
Health Program. 

Report of the Committee on the Status 
of Maternal amd Infant Mortality. 

A study of Maternal and Infant Mortal- 
ity in Boston. 
(3) The Nurse’s Part in a State Program 
for Prenatal Care May, 1926. 

Federal Maternity and Infancy Act, 
November, 1926. 


of the 
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Maternity and Infancy Act Extended, 
February, 1927. 

Prenatal Care Demonstration in Tioga 
County, February, 1927. 


About Maternity Care 
Mothers, April, 1927. 


The Lost 16,000—Maternal Mortality 
and Race Betterment, March, 1923. 


Maternity and Infancy Act Repealed, 
June 30, 1929, May, 1928. 

Wisconsin to Study Maternal Deaths, 
July, 1928. 

Prenatal Work in Michigan, July, 1928, 

Maternal Mortality, January, 1929. 

Maternal Mortality in Aberdeen, 1918- 
1927, July, 1929. 

A Maternity and Infancy Program in 
a Full-Time County Health Department, 
July, 1930. 

Maternity and Child Welfare Work in 
Europe, November, 1930. 

(4) Address on Neonatal Mortality. 

Maternal Mortality—A Deterrent Factor 
in Race Betterment. 

The Nurse’s Part in a State Program 
for Prenatal Care. 

The Relation of Obstetrics to the Com- 
munity. 

Prenatal Care and Diet. 

Maternal and Early Infant Care. 

(5) Mansfield and Richland County, Ohio, 
in cooperation with the American Red 
Cross and National Child Health Council, 


Fargo, N. Dak.; Rutherford County, Tenn., 

and Athens, Ga., in cooperation with the 

Commonwealth Fund. 

(6) A Health Survey of 86 Cities. 

(7) Virginia, North Carolina and Texas. 
CHAIRMAN ADAIR: Activities of the 

United States Public Health Service and 

the Rosenwald Fund, by Dr. Taliaferro 

Clark, Assistant Surgeon General, U. 5S. 

Public Health Service. 


DR. TALIAFERRO CLARK: Mr. Chair- 
man and Fellow Participants in the 
White House Conference: I was greatly 
impressed with the statement made by 
Secretary Wilbur this morning in the 
course of his remarks that the prime pur- 
pose of this conference is the collection 
of useful facts. 


The rural health programs carried on 
by the Service for the sanitation of homes, 
improvement of nutrition, reduction of ty- 
phoid fever and other infections so poten- 
tially fatal to expectant mothers, will have 
increasing effect on the maternal mortal- 
ity rate commensurate with the appropri- 
ation of funds for the extension of this 
work more widely than is now possible for 
lack of funds. The organization of pre- 
natal clinics and conferences, the super- 
vision and instruction of midwives, the 
preparation and distribution of educa- 
tional material adapted to the special 
needs and capacities of different classes 
of society, and the extensive circulation 
of monthly letters of instruction to ex- 
pectant mothers, measures carried on in 
cooperation with State and local health 
authorities, are recognized as of great 
value in the promotion of the life ex- 
pectancy of mothers. 


We are told that at least one pregnancy 
in every hundred in any group of society 
is terminated prematurely by the death 
of the fetus from syphilis; that of the 
752,101 infants born in France in 1924 
there were 42 abortions, 21 still births 
per 1000 births, and 33 deaths of children 
under 1 year of age, due to syphilis. Re- 
cent studies by the Public Health Service 
point to the fact that there are not less 
than one million fresh cases of venereal- 
disease infection in the United States each 
year. The crippling effect of gonorrhea 
on the female productive organs and the 
tremendous toll on fetal and neonatal life 
exacted by syphilis are mute evidences of 
the imperative need of the work carried 
on by the Public Health Service for the 
control of these diseases in all classes of 
the population. Recent studies of the 
mass control of syphilis in selected areas 
in six different States now being carried 
on by the Public Health Service in co- 
operation with State and local health de- 
partments, with the financial assistance of 
the Julius Rosenwald Fund, whereby 
whole population groups, including men, 
women and children, have been subjected 
to serological tests, with the result that 
from 5 to 35 per cent of them in different 
areas have been found infected with syph- 
ilis. Moreover, an analysis of the Wasser- 
mann test on 30,000 unselected individuals 
showed that approximately 11 per cent of 
them were congenital syphilitics—an indi- 
cation of an unknown, but obviously enor- 
mous, number of fetal deaths due to this 
disease. The Service is not content with 
merely uncovering these cases, but pro- 
vides treatment facilities and follow-up 
service to insure treatment adequate to 
accomplish the sterilization of infectious- 
ness and to prevent the late crippling 
manifestations of this disease. Moreover, 
since these studies are being made only in 
organized counties where comparable sta- 
tistics are available, it is hoped to show 
more truly the role of syphilis as a causa- 
tive factor in antenatal mortality. 


for Rural 


Julius Rosenwald Fund 

The Medical Service of the Julius Ro- 
senwald Fund was established approxi- 
mately two years ago. In addition to the 
generous cooperation of the Fund in the 
aforementioned syphilis- control demon- 
Strations, it is a definite policy of the 
Fund to assist States and communities in 
the employment of Negro public health 
nurses over a period of years for work 
among their own people. As a result, 27 
nurses are now employed in 10 Southern 
States. Moreover, applications are pend- 
ing for the employment of 16 additional 
nurses in the near future in two other 
States. 

It is worthy of note that the time of 
these nursés is almost wholly devoted to 
prenatal and early infant care and the 
instruction and supervision of midwives. 

In addition the Fund is interested in 
the provision of better medical service for 
Negroes and has contributed generously to 
the construction of Negro hospitals at stra- 
tegic points, providing hospital contacts 


14 


for practicing Negro physiciams, for the 
training of Negro nurses, and opportunity 
for interneships for negro graduates. Dur- 


ing the past year the Fund alletted a total 
of $163,815 for public health mursing and 
hospital comstruction. (Applause.) 

CHAIRMAN ADAIR: This closes the 
formal discussion. The meetizg is open 
to informal discussion. 

DR. LILLIAN K. FARRAR (New York 
City): Mr. Chairman, Members and 
Guests: I do not wish to seem in any 
way to mimimize the admirable work that 
is being Gone in prenatal and maternal 
postnatal care, but so much has been 
said as to give the impression that the 
obstetrics is a medical specialty that I 
think we are apt to forget that certainly 
in the delivery room obstetrics is a sur- 
gicil specialty, and if we are going to 
hope to lower thé maternal mortality, we 
must look to better obstetrics in the de- 
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livery room in the hope that obstetrics 
and gynecology should be united in a 
so-called Frauen Clinic. This has not 
been practiced to any degree in this coun- 


try. 

It is only by recognition that the train- 
ing of the obstetrician should be in the 
medical as well as in the surgical care of 
the obstetric patient that improvement 
will come. The obstetrician should have 
the training in his interneship in a sur- 
gical hospital in order that he may get 
the principles of general surgery. He 
should be competent to do obstetrical and 
gynecological operations. 

When we see the mortality in obstetrics 
of 7 per cent deaths from hemorrhage, we 
know it ought not to occur. Blood trans- 
fusions have become, in the large cities 
at least, such an aid that obstetric pa- 
tients ought not to die from hemorrhage. 
Twenty-seven per cent of the maternal 
deaths are due to sepsis. This would 


horrify us if we had that percentage in 
surgery. 

In the Woman’s Hospital in the past 
four years we have come to the realiza- 
tion that we can only hope to improve 
obstetrics py training our internes in both 
obstetrics and gynecology, and the junior 
obstetricians and assistants serve five to 
seven months each year on active duty 
in the gynecological side of the hospital. 
I have no wish to minimize medical care. 
The admirable work shows in the im- 
provement of patients in prenatal and 
postnatal clinics, but obstetrics has an 
important surgical aspect. (Applause.) 

DR. A. W. HARRIS (Muskogee, Okla.): 
Ladies and Gentlemen: I didn’t think I® 
would have an opportunity to discuss this 
question. I think the doctor who has just 
spoken struck the keynote when she. said 
that we should have training along the 
lines of surgery in obstetrics and in pre- 
natal, postnatal, and other’ care. 


ee —/ 


I have been very much interested in the 
subject of gynecology and obstetrics in 
practice, and I feel that a great deal of 


‘our mortality is brought about by the 


faulty work of the obstetrician. ’ 
I really do not think that any doctor 
should specialize in the line of obstetrics 


‘unless he has also had special work in 


ecology. 
CHAIRMAN ADAIR: Is there further 
discussion? 

1 am sorry the program has been 80 
crowded. With the preliminary session 
of the Committee on Prenatal and Ma- 
ternal Care yesterday, this will make a 
four-day session where the program has 
to deal with problems of maternity, with 
one overlapping session. I venture to say 
that this is the first time in the history 
of this country that four days have been 
devoted in the consideration of problems 
ef maternity in a national assembly. 

The meeting adjourned at 1 o'clock. 


Committee C—MEDICAL CARE FOR CHILDREN 


HIS session of the Committee on 

Psychiatry and Psychology convened 
at 9:45 o’clock on Thursday morning, Feb. 
19, 1931, Dr. Herbert 8. Wilcox, Carpentier 
professor of diseases, Columbia Univer- 
sity College of Physicians and Surgeons, 
presiding. 

CHAIRMAN WILCOX: If there is any 
reason needed to explain why pediatrics is 
called a speciality, a subject which really 
does and should include everything that 
has to do with a child or cam happen to 
him from birth until puberty, the explana- 
tion lies im the fact that growth and de- 
velopment are continuous, modifying his 
reactions to his environment mormal or 
abnormal. 


We are all as pediatricians thoroughly 
aware of the requirements and necessities 
of meeting normalcy as to _ structural 
growth and’ development. If we fail in 
our appreciation of this most important 
and inclusive phase of pediatrics, it ‘s 
more likely to have to do with that side 
of growth amd development that represents 
functional improvement in capacity. 


Interest of the Pediatrician 


We are told that growth and develop- 
ment, structural or functional, is a con- 
tinuous process, but that it varies greatly 
in its rate. If that is true, ig growth 
and development is a continuous process, 
then that phase of it, to which the ap- 
preciation of the pediatriciam more fre- 
quently needs to be awakened, lies on 
the functiomal side, and it is certainly 
fitting that this meeting should be held 
jointly between pediatricians, psychologists 
and psychiatrists because if you think 
of psychology and psychiatry as subjects 
that have to do either with the educability 
of the patient, the child, or -with his 
temperamental or emotional states, then 
surely the educability of the child applies 
from the time he accepts his first bottle 
to the time that he graduates to the work 
of life, ama there is no period in life 
when emotional conditions are quite as 
ungoverned as they are during these 
years of growth. 

So we have for a subject the applica- 
tion of psychology and psychiatry to these 
years, and for an object, the better ap- 
preciation by the pediatrician, of the im- 
portance of their application, and an at- 
tempt to get the psychiatrist amd psychol- 
ogist to recognize his obligation to lead 
the pediatrician along those lines. 

It is undoubtedly true that the out- 
come of many a condition depends less 
upon the drug or direct treatment applied 
than upon the general management of 
the case. By management I mean the 
control of the whole situation of the child 
and his farmily—in other words, the de- 
velopment of such cooperation on the 
part of the immature patient that he shall 
not place Obstacles in the way of those 
trying to help. If such cooperation is to 
be attained, it must be gottem day by 
day beginning with your first contact 
and carried on through each contact and 
built up cumulatively so that obviously 
this development of cooperative ability on 
the part of the child is one that should 
rest in the hands of the pediatrician or 
the physiciam in regular attendance. 


Responsibility of the Pediatrician 


This meams that the pediatrician must 
know how to apply the necessary psychology 
and psychiatry to his daily comtact with 
his patient. He must know how to take 
care of the simpler things of that nature 
which come up and take care of them 
intelligently. He must further appreciate 
when he has reached his limit amd be able 
to call in amd hand over to the consultant 
psychiatrist or psychologist his patient in 
a fit frame of mind to accept and utilize 
the additiomal aid to be gotten in that 
way. 

We then Ihave as a subject the proper 
appreciatiom by the pediatrist of the ap- 
plication of psychological and psychiatric 
matters to his general care of his child. 
In other words, we want him to appreciate 
the fact that administration is a great 
deal more important than prescription. 
We want to make the point that such 
attitude and such technique for carrying 
out this care is easily obtaimed by the 
pediatriciam if he is so minded, and to 
make further the point that it is from the 
psychologist and psychiatrist that such 
additional training must come. 

We would have the psychologist ap- 
preciate as well as the pediatrician the im- 
portance of his cooperation amd impress 
upon him if possible the fact that the 
best route to his result lies through the 
man who has been in daily contact with 
his prospective patient. 

If I may borrow two expressions from a 
speech you will hear which struck me 
as more clearly defining our object than 
anything Ise could, we are looking then 
for more psychiatrically intelligent pedia- 
tricians, ama’ we are looking for more 
educationally sensitive pediatricians. 

I have beem asked by thc General Com- 
mittee to request all discussers to stick 
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to the subject as it has been in part 
outlined and as it will be more definitely 
outlinec. by the first three speakers. This 
because the subject is plenty big enough 
to occupy .our thoughts and the time 
allotted for this conterence. There will 
doubtless be a general discussion. We 
feel it necessary to limit the time of in- 
formal discussion to five minutes to the 
person and pleasantly warn you of these 
restrictions in order that they may not 
be too unpleasantly enforced by the gavel. 

I have to introduce as the first speaker 
Dr. Bronson Crothers, assistant professor 
of pediatrics, Harvard University Medical 
School. 

DR. CROTHERS: Mr. Chairman, Ladies 
and Gentlemen: This committee wants in 
the first place to acknowledge that it was 
given an impossible job, and with that 
introduction and without apology for not 
fulfilling the impossible task, we want to 
make our report. 

This subcommittee realizes that no use- 
ful purpose will be served by a general 
discussion of psychiatry and psychology. 
It has confined its investigation to those 
aspects of these subjects which are of 
direct interest to physicians in charge of 
the medical care of children. 

It has been clear to all of us from 
the start that perilous and fascinating 
fields of study are open to anyone who 
expresses interest in psychiatry and psy- 
chology. Eager guides are ready to show 
him that the prevention of insanity, the 
control of crime and the conduct ot edu- 
cation are of such great importance and 
complexity that the troubles of the indi- 
vidual doctor and the individual child in 
distress are simple in comparison. For 
the purposes of this report, however, we 
are confining our efforts to the more re- 
stricted field. It is evident that unless 
we can avoid interminable discussion as 
to definitions we are helpless in present- 
ing a point of view. It is also clear that 
we would be rash indeed to insist that 
these definitions are accurate enough to 
stand under all circumstances. 


Psychiatry and Psychology 


Psychology is a science dealing with 
mental processes and human. behavior. 
In so far as children are concerned, most 
of the teachers and leaders are interested 
in research and in determining the under- 
lying trends in groups rather than in 
the individual peculiarities which lead to 
distress. The major efforts of many psy- 
chologists who are studying children are 
devoted to the study of the aptitudes and 
disabilities which affect educational pro- 
cedures. On the whole, the authority of 
psychologists is greatest in decisions in- 
volving the _ intellectual capacity of the 
children studied and in problems relating 
to learning and the acquisition of both 
intellectual and motor skills. However 
the research and scientific publications of 
psychologists cover almost every aspect of 
behavior and adjustment. 

Psychiatrists have, as a group, a dif- 
ferent fundamental training and their 
efforts are directed towards the under- 
standing of individuals in distress. Med- 
ical training has always been directed 
primarily towards the solution of indi- 
vidual problems. The difficulties which 
psychiatrists have been called upon to 
face are largely those where emotional 
life is upset. The unit is the “person- 
ality.” This term from our point of view 
can be defined as the individual with all 
his emotional and intellectual peculiar- 
ities trying to realize happiness and effi- 
ciency in the environment in which he 
lives. We are acutely aware that this 
definition is full of social implications of 
all sorts. 

We believe that it is worth while to 
attempt a closer definition of psychiatry. 
We believe that the peculiar resources 
of the psychiatrist fall into two groups. 
In the first place, there is the attitude 
or point of view and in the second place 
there are the technical resources. AS 
everyone knows, the variety of technical 
resources is great and the differences be- 
tween them are deep-seated. 

We believe that the attitude of those 
psychiatrists who can be expected to help 
children is of primary and fundamental 
importance, using both these much-abused 
adjectives with respect and accuracy. 
The attitude of the psychiatrist is based 
on several convictions. He believes that 
a persistent eager curiosity directed -to- 
wards the personalities of developing 
children, with attention to educational 
and social implications, will reveal, with 
very considerable accuracy, certain assets 
and liabilities which can be controlled. 
The evidence that trouble is ahead can 
be considered and al‘ern'ions in .proce- 
dures suggested. The psyctistrist be- 
lieves that muchrof th) “mal:djustment” 
which leads to friction and unhappiness 


can be understood before overt acts bring 
severe and often ineffective measures of 
“discipline” into play. The psychiatrist 
faces the whole situation which exists 
and tries to find out how the difficulty 
began. During his patient search for a 
motive and for a solution he maintains 
an attitude of respect for the child, and 
views the future as optimistically as he 
can, realizing that pessimism means de- 
feat. While he is studying the situation 
the psychiatrist can hardly inject atti- 
tudes of indignation or make useful de- 
cisions as to whether conduct, whose. gen- 
esis still puzzles him, is “right” or 
“wrong.” 


A Mistaken Attitude 


The members of this subcommittee 
Know that this attitude is misunderstood 
by many people who think that psychia- 
trists have set themselves the task of 
making the world a place where children 
are expected to “express themselves” 
without “inhibitions” or “discipline” or 
unhappiness. As a matter of fact, none 
of the psychiatrists doing valid work with 
children are aiming at any such organ- 
ization of the community nor does the 
psychiatric idea of the millenium include 
a@ population of placid well-adjusted, non- 
competitive units. 

The intelligent psychiatrist regards 
struggle and unhappiness and even lim- 
ited failure as vivid and often promising 
evidence. The overt exhibitions of mal- 
adjustment which are called “delin- 
quency,” “truancy,” “school failure” or 
disobedience,” he regards, not as evidence 
of reprehensible defiance of moral] or edu- 
cational codes, but as signs that the child 
has not found a simple and effective way 
of meeting the world in which he lives. 

This is as good a place as any other 
to admit that many, if not all, effective 
psychiatrists give their first loyalty to 
the individual under their care. In no 
other way can they help him in solving 
his problems. The members of this Sub- 
committee are quite ready to admit that 
whole-hearted individualism of this sort 
may be socially inconvenient. On the 
other hand, they feel that the very fact 
that psychiatrists in general are not parts 
of the educational or other machinery 
gives them an absolutely essential inde- 
pendence. This admission leaves them 
free to accept the refusal of courts or 
schools or parents to put their plans into 
action without any particular feeling of 
frustration. It is, however, interesting 
and important to ponder over the meth- 
ods. by which psychiatrists try to recon- 
cile their extreme individualism with the 
necessity for cooperative solution of most 
of their clinical problems. 

As we have stated, the psychiatrist or 
the psychologist who is attempting to 
straighten out difficulties of adjustment 
must necessarily be tolerant, at least for 
the time being, of deviations of behavior 
which are ordinarily viewed with dis- 
favor or managed by disciplinary meas- 
ures. The presumption, in his mind, is 
almost automatically in favor of the view 
that the management of the child has 
been unwise. No matter how cautious 
he may be he cannot possibly do his 
work without coming into conflict at fre- 
quent intervals with people whose views 
seem to him archaic or even silly. Fre- 
quently he comes up against social preju- 
dices which completely block logical and 
promising solutions. 

There are unquestionably a few people, 
doing psychiatric work with children, who 
go along watching the reactionary parent, 
the sentimental teacher, the inflexible po- 
liceman on the corner and the rest of 
the human environment as interesting 
phenomena to be observed with dispas- 
sionate interest. Most of them, however, 
try to change matters a bit, either by 
argument with the individual who blocks 
adequate measures, or by stirring up pub- 
lic opinion in favor of their own point of 
view. 


Classification of Attitudes 


We have watched psychiatrists, includ- 
ing ourselves, in this dual role of extreme 
individualist, in regard to the patient, and 
of social reformer as far as the human 
environment is concerned, with mingled 
emotions. Basing our statements upon 
the wholly preposterous procedure of 
reading between the lines of our corre- 
spondence we have noticed the following 
ways of meeting the difficulty. 

1. A few people, chiefly those in the 
group who apply psychoanalytic technique, 
think that they do not have to meet the 
difficulty at all. They undertake cases 
where the parents accept, in advance, cer- 
tain definite obligations, and they work 
in such a way as to ma!-e the child capable 
of gctting along even in unfavorable en- 
vironment. It is, of course, perfectly evi- 


dent that this method is not available for 
very small children, and that its appli- 
cation must be confined to those thore- 
oughly trained in psychoanalytic pro- 
cedures. The theory that they can get 
results without cooperation with many 
people is not clearly proved, nor is it put 
forth with conviction. 

2. It is quite possible to develop an or- 
ganization where the investigator is worke 
ing in a protected environment. His rece 
ommendations are given to those with au- 
thority to carry them out, and he is spared 
from the necessity of interminable dis- 
cussions with uninformed and hostile peo- 
ple. The typical example of this pro- 
tected method is the diagnostic clinic 
whose authority comes from a court and 
whose therapy is done by various organ- 
izations whose workers are justly confident 
of the validity. of diagnosis and advice 
given by the clinic. _This freedom from 
the necessity of defending each decision to 
@ new group of skeptics does not come 
without years of labor in earning prestige 
by valid work. ; 


3. Another way out, which seems to offer 
promise, is to bufld up prestige by suit- 
able mass distribution of information, so 
that the general public will understand 
and accept what is going to be done. It 
is not necessary to emphasize to the mem= 
bers of this section that this method is 
strictly orthodox American procedure. 
The psychiatrist who relies on prestige es- 
tablished by propaganda is apt to find 
that certain rather important p-cple have 
not been convinced of the validity of the 
method. He is then deprived of his hoped= 


‘for protection, and is again forced to 


defend a series of experiments and is 
again constantly forced: to shift between 
scientific observation and advocacy of a 
point of view. . , 


4. The individual practitioner of medi- 
cine can, if he chooses, avoid most of 
these difficulties. If he is accustomed to 
give consideration to all the troubles of 
children under his care he will not be 
forced to insist upon the obvious fact 
that the intellect, the emotions and the 
body all need to be investigatcd. Neither 
he nor the parents nor the children will 
ever have had any other idea. On the 
whole, it is obvious that a great asset of 
the individual practitioner is that he is 
protected by the already existins prestige 
of medicine, which can be str-nethened 
by earned prestige as an individual. : 

Psychiatrists ‘and practitioners of medi- 
cine in general will always be interested 
in the struggle of the individual to find 
his place in a society necessarily cone 
trolled by people who value conformity. 
On the while they will be interested in the 
rebel or the deviate, whether the rebellion 
or the deviation is against the shifting 
standards of phyiscal hygiene~-or against 
the tentative principles of mental hy- 
giene. They ought to be able to acquire 
two points of view. In the clinic or in the 
consulting room a rigid concentration on 
the individual problem is essential. When, 
in optimistic moments, they att-mpt to alter 
socal attitudes they might as well recog- 
nize that their opinions will be regarded 
with respect, with skepticism, with senti- 
mental awe, or with frank iiiifference, 
depending upon the individua’s in the 
audience. Their position will be enor- 
mously strengthened as soon as they can 
successfully defend the propositicn that 
their public utterances represent the at- 
titude of enlightened doctors of all sorts. 
Until that time comes those of us who 
expect to change public attitudes should 
recognize two perfectly straichtforward 
methods. . The conservative, traditional 
method is to prove by experience the va- 
lidity of a procedure. This involves the 
demonsiration that advice is good by pre- 
senting results. The success of “child 
guidance” cannot well be proved until a 
generation exposed to it has arrived at 
maturity. P 


Another Procedure ’ 

The other procedure is to show that 
the methods suggested are logical and 
promising. When we argue on this basis 
we ought to treat the whole matter with 
a@ rejatively light touch and not start out 
with the theory that we have an exclusive 
authority or an accepted body of fact to 
rely on. 

The technical resources of psychiatry 
and psychology are, in our judgment, far 
more specialized matters. We can trust 
intelligent and interested doctors to use 
the attitudes of psychiatry beneficently. 
We are less agreed as to the value of the 
more technical resources in the hands of 
the general practitioner. Obviously there 
are details of physical examination, meth- 
ods of testing of intelligence, and so on, 
which are reliable only when performed 
and interpreted by specially trained indi- 
viduals. Aside from details, however, 
there are wholly irreconcilable schools of 
psychiatry. Into the controversies involv- 


“ing strictly orthodox psychoanalysis ver- 
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Pha ner a Seat ee 
of difference, \ go. 
We all agree that a fundamental atti- 
tude of patient, optimistic, tolerant and 
respectful interest in the personality of 
the child is the basie asset of the psychi- 
atrically intelligent doctor as far as child 

idance is concerned. Without this, no 

hnique will make him a safe and re- 
sourceful advisor. For the purposes of 
this discussion we are urging the validity 
of the psychiatrie point of view, leaving 
discussion of the specific technical re- 
sources to be taken up by those who are 
willing to investigate the whole subject 
more adequately. 

Any series of definitions which suggest 
that psychologists, because their chief 
interest is in trends do focus their atfen- 
tion upon individuals is upset by the 
existence of the clinical psychologists. 
These workers define clinical psychology 
as the comprehensive study of the indi- 
vidual. . From the medical point of view 
the choice of the word “clinical” is unfor- 
tunate, since it implies a medical pro- 
cedure or outlook. However, the clinical 
Psychologists simply take up the study of 
the individual, using the attitudes and 
techniques of psychology and education 
instead of those of medicine. This group, 
relatively smai] im numbers, is decidedly 
important, since its existence emphasizes 
the fact that the intellectual and emo- 
tional difficulties of individual children 
are not necessarily to be studied by medi- 
cally trained people. Further, within the 
field of education there are a number of 
Psychologists, or persons with psycholog- 
ical training (not clinical psychologists) 
who are engaged in the practical handling 
of individuals. In addition every teacher 
with modern traiming has had some back- 
ground in psychology. 

“Mental Hygiene” 

Just as some psychologists are prima- 
rily interested in individuals, so certain 
psychiatrists are primarily interested in 
groups. Certain “Mental Hygienists” have 
taken the attitude that careful study of 
the field of medicine has revealed meas- 
ures by which misconduct and maladjust- 
ment can be prevented on a grand scale. 
The study of ehildren is of outstanding 
importance in their eyes because it leads 
to understanding of insanity and crime 
and suggests preventive measures. The 
members of this committee are all im- 
pressed with the hopeful aspects of this 
attitude. For the of this re- 
port, however, they are unwilling to sug- 
gest that general practitioners and pedi- 
atricians should fee] that they are calied 
upon to diminish the incidence of the 
serious disorders which lead to complete 
social bankruptcy. “Mental Hygiene,” 
from our point of view, is a relatively sim- 
ple matter. We regard “Mental Hygiene” 
as an effort to study the genetic factors 
which influence personality with the hope 
that difficulties can be foreseen and evil 
consequences can be avoided. On the 
whole, we see every reason to hope that 
certain valid procedures, now utilized by 
a few highly trained people, can be 
brought into ad use. We confi- 
dently expect that much of what is now 
special knowledge will be ted 
into “common sense” in child-rearing. 

If we accept the fact that two leading 
@roups exist—one, with edu- 
cation or groups their chief interest, and 
the other, psychiatrists with individual 
distress as their main preoccupation—we 
have by no means covered the ground. 


In the first place there is no possible 
way of excluding anyone from the field. 
Anyone can attempt to bring up other 
People’s children. Teachers are obviously 
in the field. Judges are inevitably in au- 
thority, and so om. An attempt to cover 
all possibilities is doomed to confused 
failure. 

There are, however, a few reasonably 
well defined groups with clear relations 
to psychologists and psychiatrists whose 
field can be di 

The psychologist Pas had a profound 
influence on education. The natural con- 
sequence is that many university chairs 
of education are occupied by psycholo- 
gists. Of course, a certain number of 
teachers are instructed in clinical psycho- 
logical methods, and all teachers have 
general psychological training. Even with- 
out the stimulus of special instruction, 
certain teachers become especially inter- 
ested in “problem children,” in “par- 
ent educaticn,” and other more or less 
vaguely limited fields. Such interest may 
lead to positions as “visiting teachers,” 
with duties which in some cases are al- 
most identical with those of psychiatric 
social workers. 

In another field, the psychiatric social 
worker, trained origi y as an assistant 
and field worker for psychiatric clinics, 
may well feel interested in particular 
problems which she believes can be ap- 
proached without direct psychiatric su- 
pervision. 

From the narrow medical point of view 
it might appear that the present con- 
fusion in regard to leadership could and 
should be solved by a successful drive 
for exclusion of all nonmedical individuals, 
just as those who intend to deal with 
physical disease are required to undergo 
specific curricula or to abstain from prac- 
tice. Without going into the merits of 
such an idea, it is of course entirely im- 
practical. No physician in his senses 
wants to undertake the whole of educa- 
tion in its widest sense ‘and unless the 
entire field is taken over conflicts of juris- 
diction will occur at every conceivable 
point. 

The only possible solution is to define 
certain portions of.the field in which med- 
ical attitudes and techniques can be ex- 
pected to give good results and demon- 
Strate the efficiency of suggested proce- 
dures. 


Definition ef the Field 
Nobody sgriously questions the propriety 
of medical supervision of abnormal people 
who require segregation in hospitals for 
the mentally incompetent. Society has, 
however, kept ultimate control of these 
individuals in the hands of judges and 





other nonmedical authorities. The study 
of personality im courts, in jails and in 
prisons is properly delegated to men and 
women who have had specialized training. 
On the whole, psychiatrists are likely to 
be in charge since the problems often 
involve ability to establish diagnoses of 
franig mental disease. Psychologists and 
sociologists have authority in certain as- 
pects particularly in the conduct of re- 
search. In any case, the general practi- 
tioner of medicine is not involved. 

When socially less pressing problems of 
individual distress are considered the doc- 
tor is left to demonstrate his aptitude 
without acknowledged support by public 
authority. : 

The general practitioners and the pedi- 
atricians, who have been taught to divide 
human ailments_inte organic and func- 
tional with all émphasis on the former, 
are faced by a very interesting situation. 
Qn the whole, they have not been par- 
ticularly involved in the preliminary in- 
vestigations of the new field and are 
caught almost unawares by a growing 
public interest in the promises of the new 
medical approach. The members of this 
subcommittee would like to believe that 
this confusion is purely temporary and 
that doctors in general would soon ad- 
just themselves to the new situation and 
cooperate in defining their opportunities. 

It is perfectly clear to us that the gen- 
eral practitioner can occupy a position of 
great dignity and power in any adequate 
program. In so far as the subject is re- 
garded as a medical one he is the one who 
is first asked for advice. His attitude at 
the outset may have a profound bearing 
on the adequacy of treatmént, even if he 
chooses to refer all cases to those more 
eager to treat them. : 

In order to organize an adequate medi- 
cal service of which general practitioners 
are integral parts, it is necessary to con- 
vince all parts of the team that the 
psychiatrist can have the same relation to 
the practitioner in general as any other 
specialist. This conviction on the part 
of the general practitioner can hardly be 
developed without preliminary evidence 
that psychiatrists are willing to cooperate 
in the usual ways with doctors at large. 
It seems clear that, at present, psychi- 
atrists are a rather isolated group as far 
as medicine is concerned. Many of them 
are in closer contact with teachers and 
social workers than with the profession 
at large. We believe that progressive iso- 
lation is a very genuine peril. 

The Medical Schools 

This tendency tewards isolation can be 
checked in various ways, or it can be ac- 
celerated. It is evident enough to all the 
members of this subcommittee that tne 
danger of isolation will be reduced as ade- 
quate instruction in medical schools is 
provided. Considering the fact that psy- 
chiatry as it now exists is a development 
of the present century, the following table 
is extraordinarily interesting and, from 
our point of view, both gratifying and dis- 
turbing.* And that situation is briefly that 
all medical schools, practically speaking, 
in their catalogs give time which is label- 
led “Psychiatry” which is as great or 
ereater than many o* the schools with 
adequate, well-knewn eourses of psychia- 
try. That is, the challenge to the medical 
schools to provide more hours in psychia- 
tr’ is met as far as catalogs are concerned. 
The quality of teaching and so on ‘s 
another question. We realize that hours 
of instruction assigned to psychiatry do 
not necessarily indicate adequate teaching, 
but they certainly prove that the facul- 
ties of medicine throughout the country 
are aware of the impertance of the general 
subject. The figures given are distinctly 
chastening to these who have assumed 
that further emphasis in medical schools 
was the next step. On their face they 
show that such universities as Johns Hop- 
kins and Harvard, where psychiatry has 
been recognized as a dignified and pro- 
ductive field for years, give less time to 
the subject than the majority of medical 
schools. One of the members of this sub- 
committee has checked these figures by 
,reference to catalogs and by informal in- 
vestigation. It is obvious that the figures 
include, in many cases, time spent in the 
study of neurolegy. If the hours of teach- 
ing are actually used by psychiatrists the 
quality of instruction may well be inv 5- 
tigated. The members of this subcom- 
mittee acknowledge that these figures sur- 
prise and disconcer* them. An obvious 
chalienge is presented to psychiatrists to 
show how more time in medical schools 
is to be used. 

In any case, it will be some years before 
all medical graduates have been exposed 
to adequate psychiatric instruction and 
experience. Since this conference is par- 
ticularly interested in the next decade it 
seems pertinent to attempt to indicate 
the difficulties which will exist in that 
period. 

In the first place, there are a great 
many people who are in a tremendous 
hurry to get immediate results. These 
propagandists beliéve that methods are 
available which should be put into wide- 
spread use without delay. Some of them 
are willing to apply the term “classical” 
to forms of organizations which they be- 
lieve are of permanent value. The follow- 
ing statements are made, “So far as I am 
concerned, the psychiatrist, clinical psy- 
chologist, and psychiatric social worker 
represent a unit, the classical clinical 
unit in the whole field of active therapeu- 
tic work in mental hygiene.” Another 
experienced individual says “I think 
psychologists and teachers can and should 
help the psychiatrists in ways which 
the psychiatrists will have to discover 
by experiment and experience.” 

Statements of this type suggest that 
leadership is established and that methods 
of approach are standardized. Further- 
more, the use of the term “classical” 
suggests that the procedure is not only 
correct for the moment, but that most 
competent people agree that it is correct 
and expect it to remain in essentially its 
present state. Every medical member of 
this subcommittee has worked with psychol- 


ogists and with psychiatric social workers. 
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We are all of us familiar with psychia- 
trists. We are by no means agreed upon 
the idea that leadership of a team, of 
three or more, places the psychiatrist 
im the most favorable position. At least 
one medical member of the subcommittee 
finds it possible to do his own “psychology,” 
another regards his psychological colleague 
@S an equal working in a related field. 
The place of psychiatric social workers, 
now and in the future, seems to us so 
controversial and so interesting that we 
are including in our appendix a full state- 
ment of their position. 


Another Statement 


A far less definite and more easily de- 
fensible position is taken by one of our 
psychological correspondents: 

“I am noi sufficiently close to this prob- 
lem to speak with authority as to details, 
but the central fact is so obvious as to 
be readily statable. It seems to me un- 
fortunate if administrative matters re- 
quire formal definition of ‘psychology,’ 
‘psychiatry’ and ‘pediatrics’; or if they re- 
quire a formal decision as to whether 
there should or should not be another class 
of persons who might be called ‘mental 
hygienists’ or ‘child mental hygienists’ or 
‘child guidance experts.’ 

“It seems to me quite plain that the 
typical member of the formal groups al- 
ready established is not sufficiently quali- 
fied for such special work, because the 
work requires either cooperation between 
these groups or a blending of the knowl- 
edge that pertains to each group. With 
human limitations as they are, the blend- 
ing of this knowledge in any one indivi- 
dual means also a selection of it. 

“The typical psychologist will not do, 
but this specialist should have general 
psychological knowledge, especially the 
knowledge of the educational psychologist. 
The psychiatrist will not do, but this spe- 
cialist should have the knowledge and 
attitude of the psychiatrist when he ad- 
vises wisely in cases of maladjustment 
where mental disease is not indicated. 
The pediatrist will not do, except as he 
is psychologically sophisticated. 

“It seems to me that there ought to 
be a way of allowing persons with special 
aptitude to absorb the skill and knowledge 
of such disciplines where it is relevant, 
and of encouraging such specialists to 
take the leadership in this field. A wise 
and responsible person of this sort will 
know enough to seek more special advice 
where his own sophistication is inadequate. 

“If the professional castes are likely to 
hinder such an obviously correct pro- 
cedure, then it may be necessary to give 
these persons a name and certificates of 
qualifications in order to get the best 
work done.” 

This suggestion, which is theoretically 
sound enough, becomes somewhat disturb- 
ing when a definite attempt is made to 
carry it out. Plans are already under 
way in at least one university to turn 
out “child guidance experts” without an 
adequate preliminary professional training 
in medicine, in psychology or in educa- 
tion. The members of the subcommittee 
view this plan with frank misgivings but 
are quite aware that, in the absence of 
intelligent and widespread interest in the 
problem by physicians it is unreasonable 
to declare such an attempt impractical. 
It seems to us that such a plan offers 
diluted psychology and psychiatry without 
the maturity of judgment which is one 
of the assets we associate with true pro- 
fessional training. 

This brings up the controversial ques- 
tion, “What is an expert?” We rely 
upon our Latin to support us in our con- 
viction that “experience” is an essential 
element. No matter whether psychology 
or medicine or education is the basic 
“discipline” we believe a short course of 
technique needs a basic scientific ex- 
perience of some solidity. 

We admit that up to this point we have 
confused rather than clarified the issue. 
If it were practicable to publish our whole 
correspondence or to present stenographic 
reports of our conferences we believe that 
our hearers would marvel at the clarity 
of our presentation. 

The situation can be summarized as 
follows. A fascinating field of study in- 
volving the personality of the child has 
been opened up. By its very nature it 
has attracted an extraordinary number of 
people of all sorts. Education, the study 
of crime, prevention of disease, sheer 
sentiment and scientific investigation are 
all involved. A certain amount of struggle 
for personal and group prestige is mixed 
in. Supposedly clear-headed efforts at 
scientific progress are tangled up with 
efforts to arouse public interest. 

The very confusion of the subject is 
one of the best reasons for hoping that 
general practitioners and pediatricians 
will undertake the task of acquiring an 
intelligent attitude and an effective work- 
ing technique. 


A Challenge and An Opportunity 

We are willing to offer this challenge 
and this opportunity to doctors caring for 
children. If they cannot offer intelligent 
advice upon the difficulties which threaten 
the orderly and satisfactory development 
of personalities in children under their 
charge they will be forced to accept a 
status which will deprive them of many 
opportunities to help their patients and 
will inevitably render their practice less 
vivid and less interesting. On the other 
hand, a serious and eager interest in this 
confused field cannot help increasing their 
value to their patients and will open up 
—_ and profitable opportunities for serv- 
ce. x 

To psychiatrists, psychologists and the 
rest of the individuals who are studying 
the emotional and intellectual difficulties 
among children we offer the following 
ideas for consideration. The doctor in 
charge of the health of children is in a 
position of great natural power. He can 
help or hinder any program to an ex- 
traordinary degree. The theory that valid 
advice is not frequently given by the doc- 
tor who has had no special training in 
psychology and psychiatry is not tenable. 
Much of the information which a formal 
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clinic collects by the efforts of various 
workers can be assembled by the alert 


general practitioner without difficulty and 
without organization. We believe that 
efforts to cooperate with him are well 
worth making. Admittedly such efferts 
need to be directed with great intelligenice. 
Sophisticated doctors have been appalled 
by certain propagandist statements. They 
have learned by experience to distrust 
Slogans. They have been asked to help 
and then repelled by extortionate demands 
upon their time when they offered to 
learn to help. They have seen clinics 
operated on the theory that psychologists 
and social workers could settle problems 
of medical importance among _ their 
patients without their afd. Many of these 
difficulties are superficial but they pile 
up and tend to isolate psychology and 
psychiatry in a way that is unfortunate. 
The technique of propaganda and instruc- 
tion is decidedly faulty and should be 
studied with prayerful eagerness. 


This prolonged introduction indicates 
the difficulties which exist. It is now 
possible to survey with some accuracy 
the questions which are supposed to get 
an answer from the deliberations of this 
conference. 


The Extent of the Problem 


There seems to be no doubt that every 
child should be under medical observation. 
Unless the whole theory of preventive 
medicine is absurd there are valid pro- 
cedures which can be applied only after 
competent medical examination of each 
child. The members of this section are 
not upset by this statement. In the 
course of each child’s life certain ques- 
tions, not soluble by drugs or inoculations 
or scalpels, are propounded by parents to 
doctors. The most rigid materialist can- 
not avoid advice as to school, habits and 
so on. To this extent the problem of 
mental hygiene is universal. Neither does 
anyone object to the idea that education 
is to be imposed on all children and that 
the process involves by its very definition 
the constant facing of problems of ad- 
justing a developing personality. 


The obvious and easy suggestion is that 
all children should be under the care of 
specialists in psychiatry. We have a lively 
fear of two phrases remembered from the 
days when logic was regarded with deep 
respect in the educational scheme. One 
way, and a perfectly fair one, by which to 
demolish the validity of a syllogism was 
the “reductio ad .absurdum.” Even with 
“classical teams” and even further meth- 
ods of distributing and diluting labor we 
cannot coriteive of a situation where 
enough intelligent people could be per- 
suaded to perfect themselves as psychi- 
atrists or a community so wealthy and 
80 self-depreciatory that it would support- 
and accept the service offered. 


The other method of demolishing a logi- 
cal suggestion is regarded with abhor- 
rence by logicians but with respect by 
politicians. The “argumentum ad homi- 
nem” or abuse and ridicule pure and sim- 
ple, is often effective. We have some 
knowledge of the extreme difficulty with 
which wise, tolerant, eager people with 
adequate training, are found for a few 
organized psychiatric clinics. We are per- 
fectly ready to join those who are willing 
to dismiss the idea of universal specialized 
psychiatric supervision on the grounds 
that any psychiatrists who would try to 
oo world are not the ones who could 
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*Class A Schools Requiring Courses in 


Psychiatry Hours of 

Psychiatry 

Name of School Required 
University of Arkansas School of Medicine 66 
Gettepe of Medical Evangelists........... 103 
Ss ord University School of Medicine... 98 


iversity of California School of Medicine 48 
University of Colorado School of Medicine 43 
Yale University School of Medicine..... *None 
Georgetown University School of Medicins 105 
George Washington Univ. Medical Scheol 38 
Howard University School of Medicine... 132 
Emory University School of Medicine...... 
University of Georgia Medical Department 206 
Loyola University School of Medicine.... 60 
Northwestern University Medical School. 22 
Rush Medical College ..........ccscsccece 96 
Ogden Graduate School of Medicine....*None 
University of Illinois College of Medicine 24 
Indiana University School of Medicine.... 89 
State University of Iowa College of Med.*None 
University of Kansas School of Medicine. 88 
University of Louisville School of Medicine 32 
Tulane Univ. of Louisiana School of Med. s.c. 
Johns Hopkins University School of Med. 56 
University of Maryland School of Medicine s.c. 
Boston University School of Medicine .... 150 
Harvard University Medical School........ 59 
Tufts College Medical School............. 8.c. 
Untversity of Michigan Medical School.... 
Detroit College of Medicine and Surgery... 72 
University of Minnesota Med. School .... 
St. Louls University School of Medicine .. 
Washington University School of Medicine 83 
Creighton University School of Medicine.. 95 
University of Nebraska School of Med. .... 159 
Albany Medical cues erccce cesepewdecee 
University of Buffalo hool of Medicine.. 88 
Columbia Univ. College Physicians Surgs. 125 
Cornell University Medical College........ 65 
Long Island Coege of Medicine......... 30 
New York Homeo. M. College and F. Hosp. 64 
University & Bellevue Hosp. Med. College 52 
University of Rochester School of Med. 2 yrs. 
Syracuse University School of Medicine..* 144 
University of Cincinnati College of Med. 521% 
Western Reserve University School of Med. 80 
Ohio State University College of Medicine 58 
University of Oklahoma School of Medicine 24 
University of Oregon Medical School..... 66 
Hahnemann Med. Col. and Hosp. of Philo. 110 
Jefferson Medical College ..............-- 115 
Temple University School of Medicine.Clinical 
University of Pennsylvania School of Med. 32 
Woman's Med. College of Pennsylvania.*None 
University of Pittsburgh School of Med... 66 
Med. College of the State of So. Carolina 98 
University of Tennessee School of Medicine 35 
Meharry Medical College ............se0:« 32 
Vanderbilt University School of Medicine. 55 
Baylor University College of Medicine.... 54 
University of Texas School of Medicine... 120 
University of Vermont College of Med. *None 
Medical College of Virginia 96 
University of Virginia Department of Med. 56 
University of Wisconsin Medical School.. 120 
Marquette University School of Medicine 32 





8.c.—Ghort course. *—Courses offered in 
psychiatry but none required. 

Medical schools offering only two 
courses are not included. 

The above list was compiled by the Council 
on Medical’ Education and Hospitals of the 
American Medical Association in January, 


year 


/ 
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should be under the care of psychiatrists 
is, of Course, a purely theoretical one. A 
more serious one which has the authority 
of a subcommittee of this Conference be- 
hind it is that one child in three needs 
treatment under psychiatric supervision. 
A little calculation with census figures be- 
fore us would probably tell us whether 
a problem of psychiatric interest is found 
in every family or in only every other 
family. The exact reasoning by which 
this conclusion is reached with rigid def- 
inition of terms would have to be pre- 
sented before this subcommittee would at- 
tempt defence of this estimate. 


An estimate by teachers, also reported 
in this Conference, discloses that some of 
them get into serious trouble on account 
of “emotional instability, nervousness and 
delinquency” in school children about once 
in 25 times. Again a very painstaking 
study would be needed for any adequate 
appraisal. The complication is not les- 
sened by the fact, pointed out with great 
force by Wickman, that psychiatrists are 
disturbed, not by children who upset school 
routines by rowdiness, but by the reactions 
of children who are inconspicuous and 
frequently very docile. It is thus per- 
fectly obvious that the selection of chil- 
dren as well as their total numbers would 
vary, depending upon the individual mak- 
ing the choice. 

In any case what all the figures show 
is that there is a very large number of 
children whose progress is viewed with 
anxiety by psychiatrists and by teachers 
and that this anxiety is being communi- 
cated to parents. In the natural course 
of events, the impact is being transmitted 
to doctors in general. 


A Few Frank Doubts 
At this point a few frank doubts occur 
to all the members of the subcommittee. 
The urgency of these doubts and the re- 
action to them are not identical in type 
or in intensity since we were selected to 

represent various points of view. 
Is the whole subject confused because 
many people haven’t kept clear heads and 


used words accurately? On the whole, 
this subcommittee believes that mental 
hygiene, of a resourceful type, is one thing 
and psychiatric treatment is another. In 
the same way, we have seen many people 
supporting arguments for sensible edu- 
cational schemes by referring to preven- 
tion of entirely irrelevant mental dis- 
eases and serious delinquencies. 


Second, we are by no means convinced 
that the young science of modern psy- 
chiatry has proved its right to intervene 
in every case where children are mak- 
ing heavy weather of their education. In 
this connection we believe that a great 
many “problems” are quite soluble by 
simple measures, directed at obvious dif- 
ficulties and that wisdom often dictates 
a “hands off” policy as far as searching 
and prolonged investigation is concerned. 
We are quite conscious that “over solici- 
tude,” which we, like all sensible people, 
regard as undesirable, may be fostered by 
overeagerness to discover hidden causes 
of trouble. We trust that restraint, a 
peculiarly difficult attitude for the pioneer, 
will become a routine virtue as the science 
of psychiatry grows to maturity. Mean- 
while, we recognize that among certain 
groups of parents it is the fashion to try 
to shift burdens of responsibility to the 
eager shoulders of certain psychiatrists. 
This phase of the problem is passumably 
transient, it affects very few people and 
can be left to itself without too much 
anxiety as far as the children are con- 
cerned. Any considerable effort to~ shift 
all responsibility will overwhelm the few 
individuals willing to accept the load. 


Anyone who compares the typical primer 
for parents on “child psychology,” “child 
guidance” or other more or less formidable 
titles, with actual practice can see why 
certain parents believe that “science” has 
proved its right to pinch hit for the home 
when difficulties get bothersome and why 
some psychiatrists cannot help them. 
There is a type of parent who gets a real 
thrill out of the discovery that it is “wise” 
and “scientific” and “right” to appoint a 
corps of deputies. All the members of this 
subcommittee disown the slightest interest 
in thé “American Home Has Broken Down” 
and “Science Has Shown a Better Way” 
type of argument. No valid scheme of 
mental hygine with which we are familiar 
makes parenthood a less responsible and 
less anxious job. All we hope for is that 
certain predictable difficulties can be fore- 
seen and that energies and devotions can 
be more wisely directed as a result of the 
labors of Psychologists and psychiatrists. 

With the full recognition that adequate 
discussion of this problem would bring in 
considerations of many types, we wish to 
emphasize the point of view expressed by 
the Delinquency Committee in its report 
before this Conference. They pointed out 
that the conception of the child as an 
isolated individual with a limited and 
Specific environment was untenable, and 
they described the child as a part of a 
social fabric inextricably connected with 
his total social universe. 

This subcommittee believes that the 
Study of individual distress is the logical 
concern of the doctor. Those of us who 
are responsible for “child guidance” are 
obviously going to become involved with 
fields of effort where our status is not 
clear. Education and psychology are 
Sciences or “disciplines” with definite tra- 
ditions and techniques. “Social science” 
has a definite meaning to some individuals. 
When doctors enter these fields they have 
no right to attempt to lead or to dictate 
simply because their prestige as physicians 
gives them an advantage. The attempt to 
carry prestige beyond the field where it 
was earned is the cause of most of the 
confusion which exists. Doctors are fla- 
grant offenders, psychologists have not been 
guiltless and teachers and the elergy have 
furnished their share of examples. The 
medical profession and its attitude is our 
direct concern. As physicians we can in- 


vestigate the situation and make our own 
disclaimers of expert knowledge. At times 
we should be prepared to lay aside the 
mantle of authority and enter the field 
with all comers. There may well be cor- 
ners of the domains of education, psy- 
chology and social science where we can 
establish positions by earned prestige in 
a new field. 

If we, as physicians, enter the other 
fields without arrogsnce and _ without 
claiming leadership we can view with in- 
terest and without too much anxiety the 
infiltration of outposts of medicine by non- 
medical individuals. 


What Is E-_ing Done? 

1. Organized Clinics for Children. We 
have surveyed the present efforts in 
the field of “mental hygiene” or “child 
guidance” with great interest. Figures are 
being collected and efforts are being made 
to grade various clinics by highly quali- 
fied experts under other auspices. In 
1928 a survey by the National Committee 
for Mental Hygiene showed 355 clinics, 
staffed by 529 psychiatrists, 300 psycholo- 
gists, and 244 social workers, who cared 
for 44,296 children. 

These figures are, of course, impressive. 
At a rough estimate one might say that 
one supervisor was equal to the task of 
resolving the difficulties of forty children 
a@ year. Nobody who has watched clinics 
of this type would think of trying to make 
the figures support any such statement. 
The idea that all these clinics are in- 
tended to solve problems at a specified 
rate is entertained by no one who is fa- 
miliar with them. 

In an appendix to the full report brief 
Gescriptions of various types of clinics are 
reported. It is important to note, in this 
connection, that spokesmen for such well- 
known organizations as.the Judge Baker 
Foundation in Boston and the Institute 
for Child Guidance in New York specifi- 
cally state that investigation, research 
and teaching are their major preoccupa- 
tions. When the situation is studied more 
closely it is quite evident that much of 
the therapy in all clinics is left to par- 
ents, teachers, or social workers who have 
been enlightened by the accurate and 
painstaking investigation of the group. 

We suggested earlier in this report that 
the organized group must obtain social 
and economic information from workers 
sent out from the clinic, whereas the ade- 
quately trained practitioner might easily 
have the information sought. In any case 
the individualist who sees the formal 
group at work is impressed by the initial 
dismemberment of the problem and still 
more impressed by the final synthesis 
of the information obtained. As a de- 
vice for research and teaching, the 
method has enormous advantages. As an 
ideal for universal application, it has evi- 
dent disadvantages. 

If the various human units involved in 
supervision were more or less standard- 
ized, and if the human units under re- 
view were standardized at all, we could 
assume that a given number of groups— 
consisting of psychiatrist, psychologist, and 
psychiatric social worker, for example— 
could be obtained to cover the needs of 
a given number of children. We believe 
that no one could be found to defend the 
theory that any such precision exists. As 
a matter of experience the difficulty of 
supplying acceptable personnel is already 
acute. 

We believe thoroughly that the accumu- 
lation of careful records and the training 
of workers justifies the organized clinic as 
an experiment in medicine and in educa- 
tion. We are agreed that for the special 
needs of courts and school systems a group 
has definite advantages. We are not will- 
ing to go on record that the formal clinic 
has proved itself to be the only form of 
effort worth support. 

2. The General Psychiatrie Clinic. In 
many places university or State hos- 
pitals combine child guidance work with 
the routine supervision of cases of all 
ages. If reasonable segregation of differ- 
ent types of disorder is possible this 
method has many advantages. The rela- 
tionships between disorders in childhood 
and later disability is kept in sight, du- 
plication of personnel is avoided and a 
sense of proportion is fostered. Fortu- 
nately there is an increasing number of 
State-supported groups involved. 

3. Psychiatrie Work in Direct Connec- 
tion with General Hospita's and Children’s 
Hospitals. The close relationship between 
general medical men and psychiatric spe- 
cialists which results from association under 
the same roof is obviously of the greatest 
possible value. It seems to us that this de- 
velopment offers the best chance in sight 
of bringing psychiatry into proper rela- 
tion to general medicine. Among the ad- 
vantages which stand out is the fact that 
students and house officers can be made 
aware of points of view and methods of 
approach, 

4. The Supervision of “Psychiatric” 
Clinics by Physicians Without Special 
Training Is Obviously Possible. We believe 
that it is possible to find doctors who are 
psychiatrically intelligent, who can be 
trusted to give adequate advice to many 
disturbed parents, even if they have not 
had extensive special training. We are 
inclined to believe that individuals capa- 
ble of directing such a clinic would be 
the first to refuse to make any such for- 
mal claim. We should be delighted to see 
pediatricians, aware of the numberless 
problems which exist, extend the field of 
pediatrics until it included much of the 
area now considered as psychiatric, but 
we can see objections, in the present state 
of knowledge, to supporting such individ- 
uals in the claim that they are conduct- 
ing a specific and adequate “psychiatric” 
clinic. 

5. Neurologists as Directors of Psychi- 
atric Work Are Frequently Found. A good 
deal of misunderstancing can arise here. 
There is, of course, no argument about 


the psychiatric competence of many men 
whose major interest is in organie neu- 
rology. We are aware, however, that many 
neurologists regard psychiatry’ as “func- 
tional” neurology and that many of them 
see relatively few children. The question 
as to whether a neurologist is a compe- 
tent psychiatrist for children capnot be 
answered by establishing his prestige as 
an expert in organic neurology. 

6. The Possibility That the Individual 
Care of Children in Difficulties Is Not 
Medical in Nature is, of course, suggested. 
The clearest and most extreme statement 
of this point of view comes from a psy- 
chologist: 

“In organized work, requiring the co- 
operation of specialists of various kinds, 
what is the proper method of group con- 
trol? This depends on the direction of 
major responsibility. For child develop- 
ment groups, the major responsibility is 
psychological. The handling of the child 
is of maximal importance. Emotional fac- 
tors, fatigue, habit formation and correc- 
tion—these are the special premises of the 
psychologist who is a specialist in child 
psychology. Next comes the pediatrician. 
Not because the physical welfare of the 
child is not primary, but because the pedi- 
atric supervision is not continuous. The 
physicial examination is a daily, not a 
constant. matter, and the pediatrician and 
the psychologist work in perfect harmony. 
The other specialists who are necessary 
are still more periodical. Those who are 
not necessary, but are interested solely 
in the research side, must, of course, sub- 
ordinate their needs to the psychologist 
and the pediatrician. The psychiatrist has 
no field at all here, unless, like the dentist 
or the oculist, he is specifically called in 
by the pediatrician. 

“Under any other type of organization 
child development work is not only sci- 
entifically handicapped—it is an actual 
danger, to which we have no right to sub- 
ject the child.” 

Ne Simple Formula 

This subcommittee does not agree, but 
it is acutely conscious of the fact that a 
persistent attitude of indifference on the 
part of the medical profession may shift 
the burden of proof. At present the med- 
ical profession is regarded by most people 
as the natural source of advice. Obviously, 
it seems to us, doctors can acquire relevant 
psychological and educational attitudes 
and techniques more safely than psycholo- 
gists and teachers can acquire adequate 
medical assets. We should view with dis- 
tress and misgivings the transfer of su- 
pervision of children in difficulties to in- 
dividuals without medical training, but 
we are not at all sure that the experiment 
will not be tried upon a considerable scale. 
Certainly we have no desire, as we have 
no right, to block well-considered and hon- 
est experiments along these lines. 

It would be possible to extend this list 
of more or less formal attacks on the prob- 
lem by including projects ordinarily clas- 
sified under education, but it would be a 
rather futile proceeding unless we were 
prepared to discuss educational methods 
in general. 

We are willing to defend the statement 
that all the organized groups where. psy- 
chiatric leadershio is accepted and all the 
specialists in psychiatry can care for only 
a negligible number of children. Their 
major function is to investigate condi- 
tions, to establish facts and to devise 
methods by which appropriate instruction 
can be available to all parents whose 
children are failing to meet life ade- 
quately and happily. 

In a measure such instruction can be 
profitably given directiy to parents and 
teachers. But in larger measure the in- 
terpretation and the utilization of the ad~ 
vances in psychiatry and psychology by 
parents demand the intervention of a 
skilled and resourceful advisor. We be- 
licve that the problem will never be ade- 
quately solved until a very considerable 
number of general practitioners and pedi- 
atricians become psychiatrically inteli- 
gent and educationally sensitive. 

The attainment of this intelligence and 
this sensitiveness depends, in part, upon 
sheer hard work. We have no simple for- 
mula nor any convenient packages of 
techniques. We make the following gen- 
eral suggestions as to the place of psy- 
chology and psychiatry in pediatrics, or 
in general practice: 

The Place ef the General Practitioner 

The observation and wise supervision of 
the development .of the personality of the 
child is of obvious importance to the 
doctor. In the first piace, personality is 
decidedly interesting in itself and in the 
second, it is an essential element in fore- 
casting and controlling the course of 
physical diserders. Obviously, this state- 
ment is simply paraphrasing the old saws 
about the veteran physician knowing the 
constitutions and temperaments of his 
patients. We are by no means certain 
that the traditional family physician did 
not and does not practice a very high 
type of mental hygiene. We are sure that; 
informally, many pediatricians devote. ef- 
fective attention towards the personalities 
of children under their charge. It is 
thoroughly apparent, however, that wise 
doctors of this sort are not by any means 
universal and that it is not easy to ap- 
praise their methods. 

We feel quite sure that the physician 
who is in charge of a child from birth 
to puberty could improve the quality of 
his service if he mad2 a conscious and 
regular effort to gain information on the 
following points: 

1. Are the parents aware of the changes 
in emotional reaction and in intellectual 
capacity that occur with advancing years? 
Are they reasonably familiar with the best 
way of managing such common difficulties 
as enuresis and masturbation? Are they 
setting sensible and attainable goals for 
their children? Do they on the whole 
realize the implications of “growing up” 
and the difficulties that must be faced 
if “maiurity” is to be mor: than a chron- 
ological period of physical growth? Does 


rr 


the available evidence indicate that the 
parents honestly want the child to grow 
up and become independent or do they 
cling to authority and try to control the 
child to satisfy their own desires? 

2. Is the intellectual progress of the 
child satisfactory? At intervals the steps 
of advance could be recorded along with 
weights, heights, vaccination and the like. 
Such a routine would prevent a vast 
amount of distress and reveal educational 
difficulties before anxious and often in- 
effective pressure has been exerted. Ob- 
viously, such a method would naturally 
lead to intelligent impressions about local 
educational enterprises. All doctors with- 
draw children from school from time to 
time. The difficulties incident to pro- 
Jonged illness and convalescence can be 
far more wisely handled if the doctor has 
reasonably close knowledge of the edu- 
cational problems he and the disabilities 
are creating. It seems to us quite clear 
that the general practitioner or the pedia=- 
trician who does not bother with educa- 
tion, except to block it by withdrawing 
children from school, from time to time, 
is unsound as a general advisor. 


The Consultation 

3. The child from early months on is 
interested in what goes on about him. 
It is obvious that even young children 
understand a good deal of the conversa- 
tion that goes on in a doctor's office. The 
doctor and parent who ignore a child 
except as a lay figure on whom physical 
procedures are imposed lack imagination, 
and, of course, that is only another 
method of saying they are practicing bad 
mental hygiene. In dealing with adults, 
doctors are almost uniformly careful to 
convey an accurate impression. It is ob- 
viously possible to convey an accurate 
impression to an adult and si nultaneously 
to convey an entirely inaccurate one to 
the child. In this connection we wish to 
emphasize that words are not the only 
way in which ideas are conveyed. The 
tone of the voice, the expression and so 
on, definitely reveal irritation, despair or 
indifference to the child even if an elab- 
orate vocabulary is supposed to confine 
the conversation to parent and doctor. 

Another element here is the fact that 
children’s pride is often outraged by the 
procedures of mother and docior. A rela- 
tively simple technique can be worked out 
to avoid this difficulty. Ali doctors have 
a waiting room and there is no difficulty 
in dividing the audience at appropriate 
times. Even in purely physical disease 
this may be important. When habits or 
misdemeanors are under review it is ob- 
viously imperative. 

4. If the suggestions in the last para- 
graph are regarded with favor it is ob- 
vious that a child can often give useful 
information. This fact is not emphasized 
in children’s hospitals where the head- 
ing “informant”.is always followed by 
“mother,” “aunt” or “social worker” but 
never by “patient.” If we were asked to 
indicate the single point that most clearly 
distinguishes the psychiatrically intelli- 
gent from the psychiatricaliy unintelli- 
gent physician we would agree that the 
former always tried to communicate with 
the child as well as with those in con- 
trol of it. 


The decision te discuss matters with a 
child involves no difficulties until we find 
evidence of friction between the child and 
other members of the family. or between 
the child and the school. Yet it is exe 
actly at this point that the conversation 
becomes interesting and important. The 
skilful physician does not sllow himself 
to be maneuvered into a false position. 
He makes it perfectly clear that neither 
side is entitled to betrayal of confidence. 
If he is at all clever at the game he avoids 
taking sides on any moral grounds and 
acts as a neutral observer until definite 
opinions are justified. 


Collecting Details 


Under these circumstances he is in the 
position of an authorized bus-body, col- 
lector of gossip and observer and ape 
praiser of family skeletons. Obviously, 
it is highly useful to have already earned 
the confidence of the family by trust- 
worthy activities in regard to measles and 
whooping cough. It is also rather Jess 
complicated to be an individual than to 
be one of a group. The Gata so collected 
chiefly concern the environment of the 
child. The question of coliccting details 
of the emotional life of the child can 
then be considered. It is always worthe- 
while to see what happens when a child’s 
difficulties are talked over confidentially 
and with respect. For one thing, the 
child may admit that he is unhappy and 
wants help. He may reveal easily-rem- 
edied sources of misunders:anding. His 
behavior«and attitude may explain quite 
clearly why he canuot get along. 

If “lying” is revealed by discrepancies 
betwecn the story told b: parent and 
child a field of extraordinary interest is 
at once opened for investigation. On the 
whole, persistent and purposeful lying is 
a@ signal calling for careful investigation. 
Its importance probably jius:ifies discus- 
sion with the best available consultant 
since the interpretation and the handling 
of the situations responsile for it are 
decidedly complicated and mishandling 
may well deprive the child of help which 
is immediately and urgently needed. 

In any case, after an interview it is 
possible to review the situacion with par- 
ents. It is possible to find out very ine 
formally whether they have a reasonably 
intelligent attitude towards the physical 
and emotional changes which are char- 
acteristic of the child at the moment. 
It is also possible to find out the intel- 
lectual and social aims they are setting 
for the child. 

After getting the available evidence toe 
gether the doctor is in a po:ition to aet 
with some discriminationg Obviously, he 
will attempt to help th? individual in 
trouble, but he will also b: prepared to 
offer a solution fair to the “hole family 
since the advisor who is olly preoc- 
cupied with an individual may make a 











decision which is disastrous to all the 
other members. 

The members of this subcommittee feel 
that it is peculiarly appropriate for the 
general practitioner to guard the family 
as a unit against all possible difficulties. 


In the first place, the family budget sup-- 


ports him and the family loyalty is given 
him. The psychiatric specialist may, and 
sometimes does, miss the family in either 
of two ways. The intense study of the 
individual may leave the psychiatrist with 
a rather shadowy impression of the home, 
which unfortunately often remains one of 
the things he hears about but very sel- 
q@om sees. On the other hand, when he 
considers environment he may feel that 
the school is a unit, the church is a unit, 
society is a unit, the whole cosmos is a 
unit as much as the family is a_ unit. 
In philosophic moments we would all sub- 
Scribe to this broader and finer definition, 
but we can see tlaat practitioners of med- 
icine must limit their specific responsi- 
bility. 

In managing the feeding and other hab- 
its of infants, in straightening out mis- 
understandings about sex and in super- 
vising prolonged illness doctors inevitably 
influence personality. This subcommittee 
has no desire to lay down a set of psy- 





chiatric aphorisms to rule the methods 
used. It does, however, feel justified in 
urging physicians to find out about the 





attitudes of psychiatrists concerning such 
things. 

Importance of Medical Practitioners 

This subcommittee is convinced that 
adequate medical service cannot be given 
without due consideration of intellectual 
and emotional factors. In the course of 
prolonged and varied correspondence it 











has red very few people who ar- 
gued agai this point of view. It, there- 
fore, feels entitled to regard it as axio- 


matic that the subjects of psychology and 
psychiatry are of interest and importance 
to all medical practitioners, who direct 
the medical care of. children. 

Beyond this point’ a wide divergence of 
views exisis. We admit that teachers, 
psychologisis and many others are in- 
volved, but it would take us far afield to 
go into points of view not involving doc- 


tors. From a strictly medical point of 
view th are two extremes among prac- 
tition 

At on2 extreme are experienced medical 
men who find satisfaction in dividing sick 


children inio two groups. One group have 
phy diseases and should be treated 
witl 1usiasm, persistence and opti- 
ss they are feebleminded. ‘The 
s are to be regarded as problems 
psychologist or psychiatrist. The 
group are not afflicted by physical 
come under supervision be- 
habits or their upbringing or 
ning is unsatisfactory. To the 
i these children authoritative ad- 
l on “experience” and “common 
given, 

her extreme is the doctor who 
; that physical disease may exist 
rfectly ready to assume that any 
knows enough to handle that. His 
s in the “whole child” or the “to- 
’*.” He speaks with authority 
ication, religion and so on, leaving 
rers with the impression that it 

trivial to bother with adenoids, 
or tuberculosis. 

an apparently unbridgeable gap 
s of these two points of view 
ich other emphasizing all the 
between them and tending to 


sical 
























differenc 

pr t any clear discussion. As em- 
attl defenders of obviously untenable 
positions both sides have tried to rally 


s, hopes and ambitions have 
d up. 
mobers of this subcommittee be- 















liev most of the confusien, which 
I admit, is due to the fact 
1 of the extreme groups have ig- 
ymntributions of those upon the 
othe and’ are intolerant of those 
who 0 the middle ground. 
The D ficiences in Present Procedures 





present difficulty in the sit- 
t there is no clear under- 
as to the limits of the fields 
1ich teachers, psychologists and 
s should exercise leadership. There 
validity in the notion that limits 

» sot by law and no excuse for 
t exclusive control, if possible, 





medical point of view an alert, 

-d profession, sensitive to the 

i and psychiatric implications 
21 practice could clarify the situa- 
I that the rapid increase of 







































psychi ruction in medical schools 
will lead sent students along roads 
of ps) sophistication. 

Until ihe time comes when better train- 
ing has been given to all doctors we will 
probably live among a rather chaotic but 
st lating series of experiments. Psy- 
chiat ; can be depended upon to main- 
tain well defended outposts which will 
keep alive the principle that control of 
sup sion of individual distress of all 
sorts is a medical matter. If an increas- 
ingly well informed medical profession 
appro { their efforts it is probable that 
an increasing number of children will re- 
ceive, as a part of their medical care, 
adequate attention to difficulties of ad- 
just 1 

‘h ibcommittee has attempted to find 
out ther the intelligent and generaliy 
well informed pediatrician is as bad as 
he is painted by the extremist among psy- 
chiatrisis and vice versa. 


1. The Attitude and Practice of Pedia- 
tricians. 

One group frankly state that “psychiatry” 
is a technique and should be practiced 
only by those with specific experience n 
the subject The subcommittee is im- 
pressed by the fact that those who hold 
this point of view have worked with psy- 
chiatrists and suggests that they are talk- 
ing about the more serious disturbances. 
The thoughtful men who take this atti- 
tude are cager to see a group developed 
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who combine the virtues of pediatrician 
and psychiatrist but realize their own 
deficiencies in the latter role. 

A second group have confidence in their 
ability to deal wisely with most of the 
difficulties that come up. The clearest 
statement of this position is the following 
letter from the chief of an important de- 
partment of pediatrics: 

“IT have received your very 
questionnaire and I will endeavoi 
swer the questions which it contai 

“1. It seems to me that most pr 
that the pediatrician deals with h 
psychiatric angle, and consequenily only 
the more difficult cases he will have to 
refer to a psychiatrist. I also fee] that 


interesting 
to an- 













the pediatrist should have a _ certain 
amount of training to enable him to 
handle the majority of these cases. He 


must develop a method in handling this 















part of the problem. 

“2. The pediatrist should re only 
those cases which he cannot ! le by 
himself. A doctor of our staff is available 
for this work. and he very freque co- 
operates with us. 

“3. It has always been my feeling that 
the particular problem which you -men- 
tion is one of the most ‘mporta in de- 







termining a man’s success in prac 
doubt, some men place more emp 
this problem than others, but it i 
impossible to practice pediatrics without 
using it., 

“It is a little difficult to give you any 
definite information as to the use of the 
psychiatric approach in my experience. 
My first aim is alway. to obtain > CC 
fidence of my patient and to make him 
want to do those things that are good for 






him in the treatment for an acute con- 
dition or in a regime of hygicne while he 





is well. Secondly to transfer that attitude 
to the parents in their relationship to the 
child.” 


Another Group 
A third group attack the validity of the 
whole conception built up by psychologists 
and psychiatrists and are whole-hearted 
in their denunciation. 
“1. Is psychiatry an attitude or a tech- 
nique? 





schedule of pointer readings. The 
pretation of those is an attitude. S 
ing as a layman I feel that the psychia- 
trists and psychologists not only have not 
put their house in order on the theoretical 
side. but also have not finally shown that 
their technique is adequate to demon- 
Strate the truths which they claim t 
revealed mean is this 


















Vhat I 








man of ordinary education I have some 
notion ‘of what, for example. the y ists 
are trying to do. Such notions : 







action, entropy, etc. have some 
























to me. I do not mean that I am ¢ 
tent to appraise their technique, bu 

the technique is described I at le: 
some notion what they cre doing 

over, wh they assemble their 

present in nontechnical ter: 
apprehend. in a way at least, a 1 





I can 





of things as a consistent whole 

see that re is some re.ation for ex- 
an-ple, between experiments on radio-ac- 
tive substances and the temperature of the 












interior of rs, but when I come to read 














the literature of psychiatry and psychol 
ogy IT can make practically nothing 

it. It is this unintelhgibility that 

m? wond whether the |. ye 





technique is, after all, wholly reliable 
“Now concerning whether doci 


























out techr training are jus 
studying hi n nature, the an is 
clearer. I think that regardless of what 
psychiatrists or psychologists think doc- 
tors will continue to study human nature. 
No one c claim a monopoly of any field 
and if tl are really interested in it the 
question of whether somebody eise s the 
technique not going to bother them. 
They will bably develop their own tech- 
nique been done in other ficlds by 
other men Would they have said that 
Banting ought not to have worked on 
insulin because he was not primarily a 
diabetic specialist? 

“As to the justification in handling such 
problems as bit training. education, etc. 
I think the < er is simply that as these 
problems ¢ ront him the doctor will 


continue to handle them in the tutu 

he has in the past unless some ] 

fiat pre ts him from so doing, t 
¢ 





sounds > nsense. In brief 

swer th lestion, psychiatry is an atti 
tude with an associated technique, and the 
doctor has the right to adopt the tech- 
nique which seems to him most appro- 
priate for handling the individual case. 


Psychiatry Must Be Employed 









“2. Should psychiatry be employed by 
the first or last person seeing the child? 
“Anyone who nas ever seen any 
must kr that psychiatry will have 
employ first, last and all time. 
the psychiatrists think that every a 





ent mental difficulty should be refer: 
them I can only say that I think 
must be entirely ignorant of pediz 
practice. I think that altogether 
is made of psychiatry. After 
portant disabilities are, for the most | 
of a nonpsychiatric nature, although t 
may have psychiatric feature 

not things ce bed-wetting, psyc 
anorexia, father-daughter complexes 
that are disabling children. They 
portant enough, but the things that 1 
cause anguish and suffering are org 
disease. At one time during the war 
reported that someone suggested tc 
George that the cabinet should 

placed by body of experts. Hi: 

was: “Hang the experts. Give us a: 
In the case of children the man 
doctor. He will consult psychiatrists wh 
needed, just as he consults surgeons, n 
rologists, opthalmologists, etc. 
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“There ts the practical question of the 
availability of psychiatric specialists. I 
have found no one in this part of the world 


given me the slight 
to do better than 
the wisdom of 


who has ever 
They will have 
fore I can see 











every child with any apparent mental 
difficulty to a psychiatrist. 


“3. How far do you feel that the general 
pediatrician is either willing or able to go 
in dealing with psychiatric problems? 

“Barring institutional cases and the more 
difficult ‘problem child’ it seems to me that 
the general pediatrician is both able and 
willing to handle the psychiatric problems 
which come to him. The general pediatri- 
cian may not enjoy psychiatric problems, 
but then it is very doubtful whether much 
of practice can be called enjoyable. The 
more difficult cases will require more ex- 
pert advice than most of us are able to 
give, but the psychiatrist who handles such 
cases ought to be primarily a pediatrician 
who has taken up psychiatry, rather than 
a psychiatrist whose knowledge of pedia- 
trics is second-hand. 

“I have no particular book or technique 
which I am using effectively. Indeed, I 
was on the verge of writing you to ask if 
you could recommend to me some book, 
for it is a subject about which I should 
like to learn something if I could find 
anyone to teach me. 


“It seems to me that the whole problem 
is a manifestation of the struggle between 
two opposing groups. There are those who 
feel that the child should be cared for and 
trained by the parents, with the advice of 
physicians and teachers. On the other 
hand are those who, following the Russian 
ideology, would have the infant placed 
under the care of experts at birth and 
reared as a civic particle quite independent 
of the family. Perhaps this is what we are 
coming to, and into such a scheme the 
aggressive program of the psychiatrists 
and mental hygienists would fit very well. 
But even though psychiatry reaches the 
state of an exact science when it can pre- 
dict behavior, emotional states and intel- 
ligence, there remains the problem of de- 
ciding what the behavior, etc., ought to be. 
Quis custodiet ipsos custodios?” 

All members of the subcommittee know 
members of each of these groups. The in- 
teresting thing is that, outside of those 
people working in laboratories on purely 
organic problems, it has been unable to 
discover the pediatrician who confesses 
complete lack of interest in the problem. 

The investigation of the other side of 
the question is equally interesting 


The Attitude of Psychiatrists 
Pediatricians 

The obvious desire of psychiatrists to 
enlarge the service which they believe they 
can offer leads them, first of all, to urge 
better psychiatic training. In so far as 
medical school courses are concerned the 
problem is being readily solved, at least in 
catalogues. A more exacting suggestion is 
the following 

“The medical graduate should be advised 
that in psychiatry there is the greatest 
untilled field in preventive 


Toward 





medicine; in 
order to qualify for this field that he should 
have not less than a year’s experience in 
clinical psychiatry in a mental hospital; 
in addition to that he should have an 






equal period in a child guidance clinic. 
With such training the graduate would 
understand the use of accepted and 


standardized mental tests, and would be 
prepared to give such tests and to eval- 
uate them. He should have some know!l- 
edge of psychoanalytic principles and their 
application, but should not, except with 
special training, attempt to do psycho- 
analysis.” 

It is comparatively easy to plan for basic 
improvements in medical education. At 
least we can assume a base line of prepa- 
ration of fair constancy. It is ir 1itely 








more difficult to plan measures by which 
doctors in general can be kept in touch 
with progress in psychiatry. Of course, no 
considerable number of doctors are going 
to start at the bottom and develop into 


well-rounded and specialized psychiatrist 
We feel very strongly that the problem, 
though difficult, can be attacked ration- 
ally. These general pract and 
pediatricians who believe that the super- 
vision of the orderly growth of the child 

















is one of the responsibilities that is in- 
cluded under medical care cannot escape 
consideration of the “personality.” If 
they consider personality at all the hould 


are 


nc¢ 


reject the contributions of those 
studying the subject with } 
and eagerness only after examh 





A Responsibility Toward Practitioners 

















On the other hand, psychologists and 
psychiatrists should be able to devise 
methods. for meeting the reasonable de- 
mands of doctors seeking information. In 
general they should be tolerant of the 
confusion which has been cregted, in part 
at least, by those within their own group 
who have not always distinguished be- 
tween hopes and achieveme ; 

The subcommittee has no way of fore- 
casting the fate of the various projects 
now being tested. The medical profession’s 
share in the interesting job of child guid- 
ance will depend, not upon a few special- 





ists, nor uffon a few elaborate clinics, but 
upon the existence of widespread and in- 
telligent interest and participaficn by a 
large number of physicians The only 
propheey which we are willing to make is 
that a practitioner of medicine who ignores 
the personality of the children under his 
care will find his position as a family ad- 
visor in definite danger. 

Just as we are unwilling to offer on be- 
half of psychiatry to relieve the parents 
of responsibility, so we are not able to 
offer pediatricians a smooth and easy path 
towards the psychiatric and psychological 
sophistication which we would like to see 
them possess. We confess that the primers 
which have been published won't help 
much, and we have no idea that prolonged 
post-graduate training will fit into most 
programs of education for general practi- 
tioners. 

If the efforts of psychologists and psychi- 
atrists to teach have not been adequate 
there is every reason for pediatricians to 
devise methods by which they can select 
the techniques and the attitudes which will 
help them. The intellectual wares of the 
psychiatrists and the psychologists may 
not suit the buying habits of the practi- 
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tioner of medicine, but we are confident 
that among them are indispensable tools 
tor medical men. 


We cannot help having faith in the 
eventual ability of practiced and almost 
inspired borrowers of techniques and atti- 
tudes, as general practitioners have proved 
themselves to be, to select valid ideas. 
With all seriousness, we offer, on behalf of 
psychology and psychiatry, everything we 
believe to be useful to doctors, and ask, in 
return, that they prepare for the use of 
new ideas by intelligent ccnsultation and 
adequate instruction. 


Conclusions 


The members of this subcommittee are 
prepared to defend the statement that 
adequate medical care of the child cannot 
be given without Intelligent attention to 
any intellectual and emotional difficulties 
which may be present. The fields of psy- 


chology and psychiatry are broad and 
rather ill-defined and we do not urge doc- 
tors in general to attempt to become 


expert in these subjects. 
There is, however, such a_ thing as 


psychiatric intelligences which can be 
achieved by most physicians. The psy=- 
chiatrically intelligent doctor is, in the 


first place, familiar with the people doing 
valid work in his community; in the sec- 
ond place, he is aware of the fact that 
the child has a personality as well as a 
body. The personality he defines in a way 
satisfactory to himself. To our minds the 
following definition is adequate for pur- 
poses of discussion; the individual with 
all his emotional and intellectual peculiari- 
ties trying to realize happiness and effi- 
ciency in the environment in which he 
lives. 

When signs of difficulty arise the psy=- 
chiatrically intelligent doctor is not be- 
wildered by bizarre behavior or depressed 
by evidence of sin, but is curious as to 
motives. He recognizes that the motives 
can be discovered only by discussion with 
the child and by study of the human en- 
vironment. 

For an effective study of personality, to 
use a rather formal phrase for what is 
often an informal procedure, the psychia- 
trist needs two assets. First, he must have 
an adequate attitude. Patience, curiosity, 
tolerance and an almost invincible opti- 
mism are essential. To this attitude tech- 
nical resources of a more or less elaborate, 


but by no means standardized, sort are 
added. 
The general practitioner must decide 


whether he regards the maintenance of 
the attitude as practicable. If he feels 
that his time table allows patient and of- 
ten prolonged conversations he can be- 
gin to acquire technical resources. We 
believe that the technical] resources of the 
doctor should be derived from those of 
psychiatrists just as the technical re- 
sources needed for urological study should 
be those of the urologists. 

The members of this subcommittee be- 
lieve that if doctors in large numbers 
acquire psychiatric intelligence and be- 
come sensitive to the educational impli- 
cations of the situations which arise in 
their practice, a new and effective service 
can be rendered. 

It is quite clear to us that there is no 
uniform program which will be suitable, 
No one of us proposes to argue that the 
medical profesion should dictate to home 
medical profession should dictate to home 
and the school must do most of the work. 
Psycholozists have established a very 
Strong position as directors of education 
and doctors have no particular authority 
in this side of child guidance. 


Well Informed and Alert Physician the 
Obvious Adviser 

When trouble arises and the individual 
child is in distress a well informed 
and alert physician is the obvious advisor. 
Unwillingn of doctors at large to ac- 
quire the ability to deal wisely with prob- 
lems involving the personality of the child 
may lead to transfer of this field to formal 
organizations or to individuals without 
medical perience. Such a solution will 
inevitably diminish both the prestige of 
the private practitioner of medicine and 
the interest of his job. (Applause.) 

CHAIRMAN WILCOX: The next discus- 
sion is by Dr. Esther Loring Richards, 
associate professor of psychiatry, Johns 
Hopkins University School of Medicine. 

DR. E. L. RICHARDS: Mr. Chairman, 
Ladies and Gentlemen: I wish to con- 
gratulate Dr. Crothers on the thoughtful, 
painstaking, and judicially-minded man- 
ner in which he has gone about the pre- 
sentation of material exceedingly difficult 
to correlate. From his efforts one gathers 
first of all that there is considerable dis- 
agreement among the sons of Zebedee as 
to who shall sit upon the right hand and 
who shall sit upon the left in that mil- 
lenium of Child Health and Protection 
towards which we have all been struggling 
for the past year. If this whole White 
House Conference accomplishes nothing 
more than to make its scientific partici- 
pants pause and consider their responsi- 
bilities in the great fraternity of human 
relationships, it will not have convened in 
vain. It is impossible, of course, that any 
one attempting to delineate such a wealth 
of diversified viewpoints could satisfy 
everyone in emphasis put upon respective 
trends of study and investigation in the 
broad field of mental health. There are 
undoubtedly those who feel that medicine 
has underestimated the contribution of 
psychology; there are those who feel that 
medicine has overestimated the contri- 
bution of the behavioristic sciences; and 
there are those who feel that psychiatry 
has not received its legitimate place in the 
scheme of things. In spite of these dif- 
ferences of opinion, however, there are 
certain aspects of this great sphere of 
child health concerning which we all 
ought to think and feel in unison. Mental 
hygiene is an aspect of hygiene that takes 
a genetic interest in the behavior of an 
individual, dealing with assets and liabili- 
ties of life which may or may not de- 
velop into pathological behavior. It must 
concern itself with every factor contrib- 
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uting to the .growth, development and 
personal welfare of a human being func- 
tioning as an integrated perSonality, and 
not as an organism functioning in seg- 
ments of mind and body. With these 
basic principles in mind it would seem 
only reasonable to suppose that the mental 
health of childhood belongs to no one 
group of society or branch of departmental 
knowledge, but that it should be the ac- 
tive concern and intelligent interest of 
doctor, teacher, parent, psychologist, social 
worker, psychiatrist, public health nurse, 
and every other constructive force of our 
social organization that comes in contact 
with the welfare of children. Is it owner- 
ship or leadership that we are aiming at 
in our competitive strings? I presume 
pediatrician, psychologist and psychiatrist 
would answer “leadership.” That be- 
ing the case we must establish a basis 
for leadership by virtue of _ better 
production and less salesmanship. The 
pediatrician writing to our Commit- 
tee that “Psychiatrists have simply 
discovered a lot of things which doctors 
in general have known for a long time,” 
is evidently unaware of the fact that the 
record of floundering in the treatment of 
nerves which the medical profession has 
established over a long period of years is 
nothing to boast of. In like manner the 
psychologist who claims that “mental hy- 
gine lies predominantly in the field of 
education rather than in the field of 
psychiatry or medicine because education 
is the discipline set up by society to pre- 
pare individuals to meet the problems of 
life,’ seems unaware that the mental 
health of childhood and adolescence in- 
cludes a far wider range of functioning 
than is now tabulated on the various 
academic pasteboards found in the files 
of school administration systems from 
kindergarten to graduate school. From 
the behavioristic side of science one must 
frankly admit that we are confronted with 
a confusing amount of words and theories 
tending to proclaim some particular field 
of psychology and psychiatry as the one 
and only method of human salvation. 
Much of it is impractical and perfection- 
istic, smacxsing more of techniques and 
revelations than of an appreciation of the 
components of real life. Tne results ex- 
pose us to the accusation of propagandists 
for a faith. 


Thoughtful Consideration Necessary to 


Work Out Problems 


How can the psychologist and psychi- 
atrist and pediatrician actually make good 
in the situation that confronts them? It 
seems to me that we can do so by a 
thoughful consideration of what we have 
to offer the individual doctor, parent, 
teacher, social agency, not in words from 
Olympus but in constructive participation 
in our mutual problems. Leadership is 
the ability to serve all. The first requi- 
site of serving well is an ability and will- 
ingness to study facts as they present 
themselves under all kinds of conditions 
unbiased by any hypothesis or point of 
view to which our lives may be dedicated. 
Childhood can suffer as much from spe- 
cialized training without common sense, 
as it can from common sense without spe- 
cialized training. .The pediatrician who 
assumes a proprietary attitude towards the 
mental health of childhood without train- 
ing in the educational, psychological and 
psychiatric aspect of child health is»in 
danger of doing as little justice to facts as 
the psychologist who assumes similar pre- 
rogatives under the title of “clinical,” and 
attempts to deal with matters for which 
he is insufficiently trained. We need more 
centres where psychologist, pediatrician, 
psyciatrist and social worker can work 
together shoulder to shoulder collaborat- 
ing in their respective contributions with 
the objective of creating opportunities to 
learn more and grow more. I have in 
mind such a centre that began some dozen 
years ago to demonstrate the usefulness 
of what it had to offer to medical school, 
hospital organization and community so- 
cial service. Today its pediatrics depart- 
ment has a full-time psychiatrist and 
psychiatric social worker attached to its 
Staff; its obstetrical service has also col- 
lected funds for the establishment of a 
Similar unit; the juvenile court in the 
community has acquired a full-time psy- 
chiatrist and a part-time pediatrician; and 
family cease work, child’ placing, public 
school system bring the child and adoles- 
cent clientele of this ps¥chiatric out- 
patient service up to 55 per cent of its 
total registrations every year. 

Dr. Crothers has spoken of the neces- 
sity of training behavioristicly intelligent, 
and socially minded physicians in our in- 
stitutions of medical education. What we 
are giving medical students in this direc- 
tion can certainly not be measured by the 
hours of psychiatric instruction advertised 
in catalogues of curriculum. There is 
need for a qualitative as well as quanti- 
tative analysis of this material. There is 
on foot just now a definite movement 
among leaders of medicine and psychiatry 
to pool our resources of plastic and _ pro- 
gressive standards in this sphere of de- 
partmental knowledge in the hope that 
the physician of the future with his back- 
ground of medical school and _ hospital 
training may be better equipped not only 
to treat the total health of child and adult 
with a feeling of reasonable security, but 
able also to utilize and correlate a wealth 
of helpful contributions from allied fields 
of education which he needs to use in the 
intelligent practice of his profession. (Ap- 
plause.) 

CHAIRMAN WILCOX: Dr. Veeder, it 
becomes your duty to answer the situation 
from a pediatric standpoint. The dis- 
cussion will be continued by Dr. Borden 
S. Veeder, professor of clinical pediatrics, 
University of Washington School of Medi- 
cine. 

DR. VEEDER: Mr. Chairman, 
and Gentlemen: Dr. Crowthers and his 
committee have made a most interesting 
analysis and study of their sub’ect. My 
being placed on the p= ™. I take it, 
£ to discuss the matter f.cm the stand- 


Ladies 


point of the pediatrician, and I hope I 
may be considered among those whom 
he terms “psychiatrically minded.” My 
only claim to this distinction perhaps is 
that nearly 10 years ago in a paper before 
the pediatric section of the A. M. A. 
i stressed the necessity of the pediatrician 
being interested in the mental develop- 
ment and illness of the child as well as 
in their physical problems and in more 
recent years I have had an active part in 
the development and management of the 
Child Guidance Clinic in St. Louis. The 
ideas expressed 10 years ago were the re- 
sult of a conviction that had gradually 
been reached by myself and a number of 
other pediatricians, and I am positive that 
this viewpoint has been gaining many 
adherents among the pediatricians. 

In the tremendous growth of the child 
guidance, or mental hygiene movement 
for children, in the last decade, the pedia- 
triciers have been interested, but I must 
admit they have not as a group taken the 
place I feel they should have taken. 
Perhaps, if the pediatricians had been 
more a part of the movement they could 
have pointed out to the psychiatrist and 
psychologist some of the pitfalls and diffi- 
culties they had sone through in the early 
days of the child health movement. The 
mental hygiene movement might have 
been slower and less spectacular but per- 
haps would have been more sound. 
Perhaps the situation that exists today 
where so much has been promised and 
relatively so little accomplished would 
have been avoided. At least less would 
have been promised. 


Too Rapid Development a Difficulty 


The situation that exists today as shown 
by the report is most certainly not the 
fault of any one group, but rather the 
result of too rapid development and the 
failure to think out thoroughly and keep 
in mind certain fundamental considera- 
tions. 


The pediatrician and genera! practitioner 
group has been slow to widen its field, 
to look upon the child as a whole, to 
recognize that normal development im- 
plies the mental as well as the physical, 
to recognize that personality difficulties 
may make an individdal as much of an 
invalid as physical illness. This is in part 
the result of their training and in part, 
I feel, comes from a suspicion of the 
soundness of the mental hygiene move- 
ment and its propaganda. The pediatrician 
has passed through the “swaddling clothes” 
era of the child health movement from 
its physical standpoint, when all the ills 
of childhood were to be eliminated by 
such things as diet lists, baby shows, home 
visits by nurses, pamphlets on the care 
of the child, public lectures attended by 
those who flock to the “latest fad” and 
the establishment of clinics. The mental 
hygiene movement has not as yet emerged 
from this stage of development, but the 
same discussion of Dr. Crowthers’ com- 
mittee indicates this step is under con- 
sideration. The problem is very similar, 
but is more complex from the number of 
interests involved which have been pdinted 
out in the report. 


Further, I have a very definite feeling 
that the psychiatrist and psychologist have 
contributed somewhat to the pediatric at- 
titude of suspicion or scepticism. The 
psychiatrist above all other »people with 
whom I come into close contact has a 
penchant for obfuscating his thought with 
@ most perplexing, and I feel, unneces- 
sarily complicated, verbiage. I . agree 
thoroughly with the layman’s point of 
view, which Dr. Crowthers quoted in his 
paper. 


Much Agreement Possible 

The psychologists hold such _ contro- 
versial and opposed views that it is ex- 
ceedingly difficult at times not to turn 
from them all in despair. The actions of 
some of the so-called “clinical psychol- 
ogists” in practice, as those for example 
who give advice, for a fee, over the tele- 
phone on how to correct the child when 
he has a tantrum, or when he swears or 
cusses his parents at the table, are probably 
more distasteful to the real psychologist 
than even to the pediatrician. One feels 
sorry at times for the sins that are com- 

itted in the name of Child psychology. 


But ali this question of responsibility 
for the pediatrician’s defects aside, I do 
not believe the situation is so complex 
as one might gather from the report. It 
seems to me there are certain quite defi- 
nite things which form a background and 
which can be agreed upon. If this is so 
the rest will logically develop, with proper 
experimentation, and eventually a sound 
program wiil evolve. 

First of all, I do not believe that the 
physical and mental sides of a child's de- 
velopment can be shut off into separate 
compartments and be handled as such. 

Secondly. we must recognize that there 
are in a sense two distinct but related 
fields in the mental hygiene side. First, the 
guiding of the child into proper ‘habits and 
the prevention of personality difficulties; 
and, secondly, the correction or treatment 
of children who have for one reason or 
another developed distinct difficulties. 

Third, that no form of group organiza- 
tion—and I most certainly resent the term 
classical being applied to any form of such 
organization at the present—can ever 
reach the vast majority of American chil- 
dren, no more than child hygiene or wel- 
fare clinics can do this work. Clinics 
have cither a very definite experimental 
or scientific function, or else are necessary 
from socio-economic grounds. Groups 
may be necessary for the handling of cer- 
tain complicated types of problems, just 
as it is necessary to send certain children 
to a hospital organization for proper treat- 
ment. Personally, I have reached the 
opinion that the child guidance group be- 
longs to and should be a part of a chil- 
dren's hospital organization. 

Fourth, any plan or program must be 
developed to meet the needs of all chil- 
dren and not a section restricted to the 
large urban centers of population. 

Coming down to a procticeal keasis, 
only person I know who cones 
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contact with young children and has. the 
opportunity of seeing and foreseeing the 
concrete individual problem is the pedi- 
atrician and general practitioner. I can- 
not see any other way out than for him 
to take on the added function of fore- 
stalling abnormal mental development and 
habits in the same way that he tries to 
prevent faulty physical development. This 
implies, of course, a knowledge of the es- 
sentials in this field. This is a matter of 
medical education, where he should be 
given the proper “attitude” that the re- 
port stresses. 

When the physician encounters difficult 
problems he should handle them in the 
same way he handles difficult medical.or 
physical problems—by calling in the help 
of those who specialize and have superior 
training and experience. I cannot see 
the difference between this and any other 
field of practice. Let the psychiatrist have 
special technique, just as the ophthalmol- 
Ogist or urologist. 

From the pediatrician’s standpoint it 
seems to me that- the solution will auto- 
matically take care of itself at exactly the 
Same rate and to the same exient as the 
pediatrician conceives his field to center 
about the child. and not about disease. 
Psychiatrists and psychologists, however, 
must clarify their own fields and contro- 
versies, and must realize that they must 
fit into the general scheme of things 
rather than take an outside. detached 
and, at times, even a superior attitude. 

We are all working in the same field 
and toward the same goal. We should not 
allow the field to be narrowed nor the 
issue to be clouded over the question of 
domain, the fetish of organization, nor by 
controversies over technique. ‘Applause.) 

It is somewhat trite to point to the 
complexity of our modern civilization. 
I am interested only in emphasizing the 
fact from the point of view of the child, 
namely, thet these complicated devices 
which are around us on every hand rep- 
resented in our modern industrial civiliza- 
tion, our machinery, new modes of doing, 
transition from a horse-and-buggy age 
to an automobile age with a!l its complex- 
ity, are present in the life of the child 
from the moment he is born and consti- 
tute from the standpoint of his own in- 
dividual adjustment quite as great an ar- 
ray of problems to be solved. situations to 
be met, difficuities to be overcome, as are 
presented to groups of sci:nlisis who 
themselves are attacking the problem, or 
to the parents who are more directly re- 
sponsible for the individual child. 


Report a Helpful Approach 

I think this report represents a helpful 
approach to the whole problem. The com- 
plexity which is found in the report is a 
mirror of the complexity of the cituation 
which faces all of us. I am sure the re- 
port represents a distinctly forward step, 
and that in the future there will be a 
much better integrated and more coop- 
erative and efiective attack upon the 
problems which the child faces. (Ap- 
plausc.) 

CHAIRMAN WILCOX: Is Dr. 
Meyer here? 

DR. ADOLPH MEYER Baltimore, 
Md.): Mr. Chairman, Ladies and Gentle- 
men: The thought that has gone through 
my head during this hour in which I 
have listened to the report and to the 
discussion has been along the line of 
how splendid it would be if we could limit 
the discussion to those who are actually 
working with the child and who are see- 
ing the problems offered and who know 
what problems one likes to put to other 
sources and how they are ceming back 
and how they ultimately shape in the 
actual work with the child. 

Some years ago the _ initiaior 
Conference gave an opportunity 
personal discussion of this who] 
and I do not quite like to sav the word 
which was one of the culminating im- 
pressions and perhaps resolutions, and 
yet it expresses something of the sense 
of bewilderment that confronted one with 
the idea of how to approach a popular- 
ization of a consensus of ovinion with 
regard to this question. The homely word 
was to “debunk.” What does it mean? 

We have heard that we psychiatrists 
use too much verbiage. I am afraid 
there is too much verbiage wherever one 
gets too far away from working with the 
child and limiting one’s self to those things 
which have actually been studied with 
and on the child. If, for instance, in- 
stead of considering the salvation to come 
very largely from the angle of what has 
been dug out or pumped into neuroties, 
I think it would be a good thine to elim- 
inate from consideration a good many of 
the facts that are attributed to the child 
but have never been investigated in the 
child. 

T should think in general our 
opportunity has been the comin; 
and having to, voice the verb‘: 
we may go home—I don't 
just what I think (laughter) inoculated, 
let's call it, and immunized, plad that 
we are through the measles and sickness 
of the verbiage. and we have a chance 
to’ go back and do something and that 
we have become acauainted with each 
other and perhaps will save ourselves and 
the others some of the verbiage 

With that I want to close Applause) 

CHATRMAN WILCOX: I will call on Dr. 
John E. Anderson, director. Institute of 
Child Welfare, Universitv of Minnesota, 
to discuss the educational aspects 


Problem a Product of Our Time 

DR. JOHN E. ANDERSON: Mr. Chair- 
man, Ladies and Gentlemen: As a psy- 
chologist, I wish to express » \pproval 
of the report which Dr. Crothers has read. 
It seems to me that he has made an excel- 
lent report and has very a‘ ately and 
completely covered all the especis of the 
problem and presented us with a very con- 
crete and real situation. 

I would add only one point to 
eral discussion and that is to 
the fact thet the situation v 
velorea and which 
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the gen- 
mphasize 
> has de- 
1 by him 
in all its complexity is a situat.cn which is 
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a product of our modern time and canmot 
wholly or completely be ascribed to the 
effects of propaganda on the part of 
various organizations or the part of vari- 
ous individuals or various interests. 


The point I should like to make is that 
the parents of children and the individ- 
uals who make up our modern society are 
faced by a series of complex problems 
which have not existed to anywhere nearly 
the same degree in previous periods, and 
which all of us together in various scien- 
tific and practical fields are attempting 
to attack and solve. 

CHAIRMAN WILCOX: Dr. Walter F. 
Dearborn, may we ask you for a word? 

DR. WALTER F. DEARBORN (Cam- 
bridge, Mass.): Mr. Chairman. Mem-= 
bers of the Conference: I have been 
flitting back and forth between this 
section and the one on Growth and De- 
velopment so that I cannot speak with 
continuity, but I can agree with the sen- 
timent of Dr. Meyer tHat in this com- 
plication one certainly gains by familiar- 
ity with the contestants, and thai a better 
knowledge of the actual personnel of ped- 
iatricians, psychologists, and psychiatrists 
will, I think, dissipate the problem. ‘Ap- 
plause.) 

CHAIRMAN WILCOX: We would like 
to hear from Dr. Douglas Thom if he 
is here. 

DR. DOUGLAS A. THOM ‘Boston, 
Mass.): Mr. Chairman, Ladics and Gen- 
tlemen: I thought I had made my con- 
tribution to this particular seciion by 
agreeing with Dr. Crothers on the re- 
ports presented. I feel that the matter 
among psychiatrists, psychologists and 
pediatricians after all resolves i'scif very 
much into personalities that are involved 
in the operation that is being p :.oymed. 


Better Understanding Ne. icd 


I daresay we should apply the same 
approach to aur psychiatric problems as 
we do to any of our medical probicins. We 
have to meet them on various levels. If 
a patient cOme into a gencrs’ orpital 
and has a crushed thumb we look after, 
that thumb. We don’t put that patient 
through a basal metabolism or a Was- 
serman or what-not. We fix up the indi- 
vidual in a way that is mediceli, satis- 
factory and we conserve as much time as 
possible and in general live up to a com- 
mon-sense plan of operation on ? :ncdical 
level. 

The same- thing is true, I think. in 
applying psychiatric technique to other 
problems, and in relation to psv. iologists 
and pediatricians. The pediatrician rec- 
ognizes that there are certain p:oblems 
which are confined or which conccrn the 
mental and physical welfare of th> child 
which he is perfectly capable snd com- 
petent of handling. He appreciacs the 
fact that he has under him n vy stu- 
dents who are perhaps not g¢ 1g the 
point of view that he desire: m to 
have. He appreciates the nc «siiy of 
enlarging their field of activity sbout the 
individual in general and it sccms to me 
we can l:ave most of these problems 
pretty safely in the hands of th various 
individuals who are directly conccrned 
with them. 

It is not a question of co.ap- ing to 
see who gets the most trade, the p:ychol- 
ogist or pediatrician or psychict: It is 
a question of recognizing th> p-r.icular 
field of inquiry with which the sp°ciale 
ized persons can do best. As scon :s pedi- 
atricians in general appreciste the faet 
that a child has to be treated ss a living 
organism, they are going to see that med- 
ical students in that particular activity 
are trained in that field. 

As soon as the psychiatrists can appre- 
ciate the fact that there is a physical 
aspect to the child’s life, we are going 
te have psychiatrists who arc better 
trained in the field of pediatrics. We are 
going to anpreciate the fact thai the psy- 
chologist has a tremendous amount to 
contribute in the field of ,adiujiing the 
child, of overcoming difficuliics that 
neither the pediatrician for psychiatrist 
can offer. 


Each Has a Place 

How many times do we see problems 
of neurotic vomiting of the child who is 
seven or eight because he cannot go to 
school. Is that a physical problem? Is 
it a psychiatric problem, or is it. because 
that child has some special disability in 
fields of education which can be righted 
with comparative ease by the psychologist. 
I don’t believe any one individucl is cap- 
able of taxing all of these problems and 
dealing with them by themselves. Cer- 
tainly, I have to turn to pediatricians, to 
psychologists. I expect my psychologists 
to have training and have suggestions, 
to have therapeutic methods of treating 
cases that I have not got. I expect that 
every case that I see if I cannot handle 
the thing from the medical point of view 
is to be referred to the p2edistrician. 
There is so relatively little trouble in 
meeting these problems if the individuals, 
if the professional group are not suffering 
from mental indigestion themselves. ‘Ap- 
plause.) 

CHAIRMAN WILCOX: Is there no vol- 
untary discussion in the audience? 

MISS MASSOPUST (New York): Mr. 
Chairman, Ladies and Gentlemen: I must 
confess I am rather timid in coming here. 
What I want to say is not from the point 
of view of someone who has had the 
technical training of a nurse, someone 
who has had the training of a psychiatric 
worker, but someone who has been & 
patient and who has passed through & 
rather severe physical illness. I want to 
say while pain in the severe physical ill- 
ness is acute, there is the fear and the 
emotional distress which comes during 
the period of convalescence or just before 
convalescence which is just as acute as 
the actual physical pain. 

I think the \attitude toward the future, 
the transition from a helnless invalid 
back to the normal individual from whom 
is expected a certain amount of respone- 
sibility, a certain amount of give and take, 
is a very severe trial and unt!ess that is 
recognized by those who care for the 














patient, by the doctor and his aide, the 
nurse, I venture to say that perhaps a very 
serious, perhaps @ more or less prmanent 
damage to that person’s attitude toward 
life may result. Im that case, of course, 
we must turn to the psychiatrist and the 
psychiatric social worker. 


I think the same recognition and the 
Same consciousness of the struggle must 
be kept in mind in the handling of the 
chronic sick patient. While there is no 
actual physical pain there is that some- 
thing which makes him more or less help- 
less from the emotional and personality 
standpoint in meeting actual life. (CAp- 
plause.) 


CHAIRMAN WILCOX: Surely with this 
Subject laid before you with so many sug- 
gestions of successes and failures on the 
part of both sides of the discussion, mot 
controversy, someone must have been 
touched who has a personal point of view 
to bring forward. 

DR. GOODWIN B. WATSON (New 
York): Mr. Chairman, Members of the 
Conference: I am one of the dangerous 
persons responsible for training psychol- 
ogists to carry a broader function than 
most of them have been trained to carry 
at the present time. 


A Criticism 
Two or three points of development that 
the committee report seemed to me to 
lead toward were not completed. I should 
like to raise them for exploration, at any 
rate. 


It seemed to me that one of the basic 
reasons for the desire to hedge about 
this particular field of work with require- 
ments for proper training is an uncon- 
scious or half conscious recognition on the 
part of all of us that we do not know 
as much as we pretend to. If, with 10 
years of medical training and experience 
one comes up against a child and then 
wonders what after all is the matter with 
him, and if he gets well what after all 
did help him, it is quite apparent that 
anybody who has not had 10 years 
would be in a worse boat. 

Similarly, it seems to me after 10 or 12 
years of educational psychological ex- 
perience if in our clinic we come up 
against cases which we do not know 
exactly what to do with—it is apparent 
that a physiciam who has only had a 
year or two of brushing up on psychology 
and education is going to be quite un- 
qualified 

That dissatisfaction which all of us have 
with our own competency seems to me to 
lead to a good deal of suspicion which 
we project upon other people, particularly 
upon people who have had a different 
kind of training. The conclusion from 
that would seem to me to be a much more 
adequate and allaround training than any 
of us have been able to get at the present 
time 

The committee indeed point toward that 
but neglected, it seems to me, one fact 
in the history of education that is ex- 
ceedingly important. That is whenever 
anything in addition has been suggested 
for training, professional or otherwise, it 
has always been added on to everything 
that was there before, and presently the 
load becomes such that economic forces 
will not sustain it. You just cannot put 
@ person through all the social case work 
he ought to have and all the medicine 
and psychology and all the education he 
ought to have to do this job if you are 
going to retain in all those disciplines 
all the material that has accumulated 
there during the generations that have 
passed 

We have a possibility, it seems to me, of 


making a job analysis of what this busi- 
ness of dealing with children for their 
mental and personal development really 
is, a finding out much more definitely 
than we know at present what the tech- 
niques are that seem to produce results, 
then training people in something like 
a half or a third the time we now ask 
them to give to it in the essentials of 
these techniques, eliminating things which 
may be good. but not good enough to 
justify their place. 

I see no possible hope for training 
adequate personnel if we assume they are 
going to have to know everything the 
doctor has been supposed to know and 
everything the psychologist and educator 
and social case worker have been supposed 
to know. The conclusion toward which 
the committee report seems to me to point 
in a constructive fashion is a reanalysis 
of those materials of training, a selec- 
tion of the crucial and significant parts 
as rapidly as those can be determined, 
and the reconstruction of curricula which 
are most uncovered. (Applause.) 


Behavior Difficulties Are Medical Problems 


DR. J. V. GREENBAUM (Cincinnati, 
Ohio): Mr. Chairman, Ladies and Gentle- 
men. At the risk of boring you, I want 
to give you some of my personal experi- 
ences. Twenty years ago as far as I was 
concerned in my medical ed tion the 
child had no personality. Jumping from 
20 years ago to about 10 years ago, we 
owe a debt of gratitude to the psychologist. 
Without their tests certain very important 
institutions, with one of which I happen 
io be connected, would not have been 
established. It was the vogue ai that time 
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to make a mental test on children and 
send them to institutions because the in- 
telligence quotient was not up io a cer- 


tain number. 


Certain serious mistakes occurred in our 
city as well as other places, and as a result 
the doctors took a rather active interest to 
prevent this difficulty from recurring. In 
institutions established in our town we 
have made certainly some very important 
discoveries. We have found out that the 





trouble either lies within the chil him- 
self or in the environment about the child, 
or a combination of both faciors. This 


material we have presented to the students 
in our school. We have tried to show them 
that every behavior difficulty is a medical 
problem. 

I think we have succeeded owin 
tain experiences that I have h 
have been teaching. Although I have tried 
very hard to teach students many other 
things, hardly anyone greeis me who has 
graduated without referring to the one 
lecture and ome experience we have given 
them in which we have shown them that 
behavior difficulties are a medicé oblem, 
that they should undertake ther Also, 
we have tried to indicate to them they can 
prevent behavior problem fr occurring 
by studying the child as their patient. 

I want to express my appreciation to Dr 
Crothers for this epoch-making contribu- 
tion, and I am syre the medical schools 
of the country need exactly the point of 
view which has been presented by this 
Committee. ‘Applause.) 

DR. KUBITCHEK (St. Louis): Mr. 
Chairman, Members of the Conference. 
After a few years of experience in dealing 













with behavior problems of children and 
rather closely associated with pediatric 
influence with Dr. Veedor. I have come 
to some rather interesting, to me, con- 


clusions as to what we need in the field 
of child guidance. 
Speaking from the viewpoint of a psy- 
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chiatrist rather than that of the pediatri- 
cian, but also with an impression of what 
the pediatrician needs (because we have 
had I think probably a greater relation- 
ship of working with pediatricians there 
than in many of the other clinics in the 
country) I think there is no doubt about 
the need on the part of the public for 
information concerning the proper method 
of dealing with their children’s develop- 
ment and education, their personality de- 
velopment. 

The avalartche of popularized literature 
on psychology, psychiatry, mental hygiene 
and child welfare has left many an in- 
telligent parent with mental indigestion 
and a state of confusion as to what they 
should do. I think the existence of that 
state is evidence that the medical pro- 
fession has failed to give to those people 
the information they have wanted and 
they have turned because of that to other 
sources. I think the pediatriclan wants 
the infermation that will enable him to 


meet that part of his problem. I think 
the child guidance clinics and the so- 
called classical units have established 


something of value. 

I believe that much needs to be done in 
the correlation of the work between units 
of that type and the medical center. I 
think psychiatrists should go back to the 
medical schools, back to medicine. I think 
the isolatiom of psychiatry from medicine 
is a most unfortunate thing. I believe 
even Dr. Richards in speaking about those 
who were caring for the children spoke of 
psychologists, psychiatrists and doctors. 

I am heartily in sympathy, of course, 
with the establishment and maintenance 
of such units working in the community 
together with social agencies, the courts, 
the school systems, but I think that is at- 
tacking the problem from the outside. 
The surface has to be dealt with. It is the 
only means, I think, that it can be dealt 
with at the present time. Therefore they 
should continue, but I think the greater 
emphasis should be placed on attacking 
the problem frem the inside and working 
out a practical, usable type of elementary 
psychology and psychiatry that is adapt- 
able to the use of a medical man, particu- 
larly the pediatrician. I believe that could 
probably best be worked out by their 
hearty cooperation and correlation of work 
between the pediatric centers, the children's 
hospitals amd such a classical unit of 
psychiatrists, psychologists and medical 
workers. (CApplause.) 


Example of Cooperation 


DR. FRANKLIN P. GENGENBACH 
(Denver): Mr. Chairman, Ladies and Gen- 
tlemen: I did not intend to discuss the 
papers, yet it-hardly seems fair not to say 
just a word about our conditions in Den- 
ver, Colo. As the professor of pediatrics 
in the medical school there I have a very 
happy association with the Department of 
Psychiatry, at the head of which stands 
Dr. Franklin G. Ebaugh who is a student 
and follower of Dr. Meyer 

We work very well together. We have 
had no conflicts but the thing that I 
wanted to speak of more particularly was 
something about the work of our Child 
Research Council which is associated with 
the medical school. Here we are attempt- 
ing to watch the developmént and growth, 
both mental and physical, of a group of 
children from the new-born up, we hope, 
through adolescence. In this we have the 
cooperation of all the departments of the 
school, and more particularly the Depart- 
ment of Psychiatry with its associated 
psychologists. I hope we will in time have 
something very interesting to give to you 
in following so intensively such a group 
of children. Thank you. ‘Applause.) 

CHAIRMAN WILCOX: If we have come 
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en 


to the end of our discussion we will give 
Dr. Crothers an opportunity for closing. 

DR. CROTHERS: Mr. Chairman, Ladies 
and Gentlemen: I don’t think anybody 
on the subcommittee after the first meet- 
ing had the slighest notion this was going 
to be a judicial complete survey of the 
status of psychiatry and psychology in 
relation to children. 

Of necessity, we felt that being in the 
Committee on Medical Care we would have 
to focus our attention on the problem of 
medicine. We defined that problem for 
the purposes of argument as the attempt 
to solve individual distress. We divided the 
field in a more or less arbitrary way into 
two parts. In one of them we acknowl- 
edge for the purposes of argument the 
probable leadership of psychologists. That 
was in the field of intellectual accomplish- 
ment and as the 6cientific Research De- 
partment of Education. 


Conclusion 


Then we tried to discover by corre- 
spondence and by conference how far from 
those two points infiltration could be car- 
ried on safely. It is perfectly evident to 
me, and I think to most pediatricians, that 
if pediatrics does not go out into educa- 
tion, into psychology and into psychiatry, 
that is a very poor specialty of medicine. 
It seems to me the only justification for 
the retention at present of pediatrics as 
a specialty is the pediatrician shall be 
competent to at least observe and in some 
measure control growth and development 
emotionally, intellectually and physically. 

Obviously, that means the pediatrician’s 
limits are not the limits that have to be 
set for every doctor. He more than other 
doctors needs to get into education, and 
he less than other doctors has to deal 
with deterioration, but as a field, it seems 
to me, the growth and development ele- 
ment in pediatrics ought to be stressed. 

When it comes to Professor Watson's 
objection to the intentional disregard of 
his method of training child guidance ex- 
perts, there is this to be said. A commit- 
tee largely made up of doctors and work- 
ing within a medical committee, it seemed 
to me, could hardly go over the whole 
field. It seems to us quite inconceivable 
that the general supervision of individual 
distress can be handled as well by p2ople 
without medical training as by people with 
it. We have been trained in that point of 
view, most of us, during a number of years 
of training, as he said, some ten years at 
least of especialised training, and we just 
won't start at scratch with him. I think 
that is the difficulty. 

If anybody is going to take child guid- 
ance of children with distress away from 
doctors and make them start at scratch, 
they are going to fight for the validity 
of their preliminary training, and I think 
anyone who takes people without funda- 
mental training in education, in psychia- 
try, in sociology or medicine and attempts 
to make them adequate critics and guides 
in cases where the machinery is creaking 
and breaking down has got to prove his 
point. Personally, as an individual, I am 
willing to watch with friendliness, but 
great skepticism any attempt to take the 
supervision of difficulty away from people 
who have had an opportunity for mental 
training in one of the sciences or near 
sciences that seem to me important. I don’t 
believe that management of child guidance 
can ever be supervised and controlled ex- 
cept by people with fundamental experi- 
ence and discipline behind them. I per- 
sonally would be most unwilling to see 
medicine in the discard, even granting it 
takes 10 or 15 years to learn it. (Ap- 
plause.) 

The meeting adjourned at 12 o'clock. 





Committee C—MEDICAL CARE FOR CHILDREN 


Thursday Morning Session, February 19, 1931 
ORTHOPEDICS AND BODY MECHIANICS 


ae session of the Committee on 
- Medical Care for Children on Ortho- 
pedics and Body Mechanics convened at 


10 o'clock, Thursday morning, Feb. 19, 
1931, Dr. Lloyd T. Brown, instructor 
in orthopedic surgery, Harvard .Univer- 


sity Medical School, presiding. 

CHAIRMAN BROWN: If the meeting 
will come to order, I think perhaps we 
had better start our program. 

The Committee on Orthopedics and 
Body Mechanics has been working now 
with the other committees for about a 
year and a half, getting statistics and 
data from all over the country. The data 
and statistics so obtained have been gone 
over by the small committee and then 
gone over again by the large committee. 
They have come to certain conclusions 
and are making certain recommendations. 
The chairman of that committee is Dr. 
Robert Bayley Osgood, professor of ortho- 
pedic surgery, Harvard University Medi- 
cal School 

DR. OSGOOD: Mr. Chairman, Ladies 
and Gentlemen: This is exactly the kind 
of an audience I like to talk to, people 
who are apparently interested in the sub- 
ject. That is the kind of people it is 
worth while to talk to at all 

The Subcommittee on Orthopedics and 
Body Mechanics has been given a very free 
hand and might conceivably have dis- 
cussed the whole field of orthopedic sur- 
gery and its importance to the health and 
well-being of children. In the reports of 
the other subcommittees, for example, the 
committee dealing with the crippled child, 
the existing status of this branch of sur- 
gery and the need for its more general 
availability will wadoubtedly be considered 
The specialty is growing rapidly and con- 
tacting more closely and, we hope, more 
helpfully not only with general surgery, 
but with gencral medicine. It had its ori- 
gin in, and its fundamental principles con- 
cern, the whole field of pediatrics. It is 
not an anatomical specialty dealing with 
any single bodily system. It is rather a 
specialty dealing with the preservation 
and restoration of function to the skeletal, 
muscular, visceral, mervous and other sys- 
tems. It may be as broad in its scope 





as it can prove its service to be efficient 
in such functional pwreservation and res- 
toration. 


For many decades it has dealt 





with such problems existing in adults as 
well as in children, and today is inti- 
mately concerned with industrial and ac- 
cident surgery 

In this huge and far-reaching Confer- 
ence the great mass of detail which has 
been accumulated concerning -all phases 
of child life must be slowly digested and 
its nutritive chyle separated from its 


waste products; a necessary but a Her- 
culean task Unless it is done, the very 
usefulness of the Conference will be 


threatened 

Your Subcommittee on Orthopedics and 
Body Mechanics, therefore, is willing to 
leaveWthe case of the specialty of ortho- 
pedic surgery, its importance and its 
availability as a factor in the health and 
well-being of children in the impartial 
hands of other committees. They con- 
sider that it meeds no detailed defense by 
its special subcommittee, conscious of the 
fact that ummecessary detail but adds to 
the labor of digestion and may well lead 
to digestive disorders. They have deter- 
mined to endeavor to focus your attention 
upon body mechanics, which n be de- 
fined as “the mechanical cc ition of 
the various systems of the body with spe- 
cial reference to the skeletal, muscular 
and visceral systems,” perhaps with the 
circulatory amd nervous systems as well. 

Normal body mechanics may be said to 





obtain when the mechanical correlation 
is most favorable to the function of these 
systems. The terms posture and body me- 


chanics are often used synonymously, but 
we believe the term body mechanics is 
more inclusive and more descriptive. We 
would remind you that the word “ortho- 
pedic” originated with Andry, the aged 
dean of the Faculty of Medicine at Paris 
When nearly 80 years old he defended 
his two-volume thesis “Orthopedia,”” and 
maintained that most of the maladjust- 
ments of childhood and many of the ills 
of later life could be attributed to the 
wrong use of the body and to faulty body 


mechanics. He derived his new word from 
the Greek orthos (meaning straight) and 
paidion, a little child. Andry was the 


tather of orthopedics and medical pedi- 
atrics was its mother. Many orthopedic 


surgeons have been S0 concerned with the 
Straightening of bodies already grown 
crooked that they may have neglected 
their more important function to educate 
straight and to prevent crookedness. Med- 
ical pediatrics, until very recently, has 
almost forgotten its motherhood, or at 
least has not been willing to acknowledge 
it. If we can induce orthopedics to es- 
tablish the legitimacy of its offspring and 
pediatrics will reclaim its own worthy 
child, we shall consider the task of the 
Subcommittee on Orthopedics and Body 
Mechanics to have been in part accom- 
plished. As orthopedic surgeons we shall 
be glad to lose a part of our own souls in 
order that pediatricians and general prac- 
titioners may find this part for the good 
of the children of this broad land. 

We have been investigating what is at 
present beimg taught as to body mechan- 
ics in the schools of the country, medical 
schools, physical education schoois, public 
and private schools, in the training 
schools for murses and in the hospitals 
and health centers, in order that we might 
determine the adequacy or inadequacy of 
this teaching. We have been collecting sta- 
tistics as to the incidence of good body 
mechanics and of poor body mechanics 
among the children of the United States. 
We have attempted to determine the rela- 
tion of go00d body mechanics to good func- 
tional health in children and the relation 
of poor body mechanics to poor functional 
health, We have sought to ascertain how 
practical it is to make training in good 


body mechanics and correction of poor 
body mechanics available to all children 
of the elementary and senior school 


grades. 

Becoming convinced that the mainte- 
nance of g@00d body mechanics and th? 
correction of poor body mechanics are 
conducive to the health and well-being of 
children, it has been important to find out 
whether good body mechanics once at- 
tained had a reasonable chance of being 
maintained. We have drawn up a long 
list of recommendations based on this 
knowledge. 

There is mo single type of individual 
which can be taken as a standard norm. 


Children exhibit numerous variations In 
body build. There are two extremes, be- 
tween which fall all gradients of varia- 


tions. These two contrasting extremes are 


represented by (1) the “stocky,” placid 
child and (2) the “slender,” high-strung 
child. Investigations which have been 


made as to the characteristic anatomical 
variations in the shape and arrangement 
of the viscera in these contrasting ex- 
tremes need confirmation and extension 
befpre it is justifiable to accept them as 
bases for any exact formulation of thera- 
peutic rules. Clinical experience, how- 
ever, indicates very definitely that differ- 
ent types of body build, especially the 
extremes we have mentioned, present 
somewhat different problems of correction 
when bad body mechanics exists. The 
difference is often quite as much psychic 
as anatomic 

If the spinal curves which are asso- 
ciated with the habitual posture of the 
individual are not so extreme as to 
threaten or produce joint and muscle strain 
and disturbance of visceral relations; if 
the posture is such that there still remains 
a “margin of safety” which allows more 
mobility in all directions, the spinal 
curves and the weight-bearing lines of 
the lower extremities may be said to fall 
within normal limits for the individual 
under consideration. 

The requirements of good 
chanics common to all 
stated as follows: 

(a) The head with the chin “in” is 
balanced above the shoulders, hips and 
ankles, 

(b) The thorax with the head thus 
held as in (a) and with the costal angle 
made wide by drawing in the lower ab- 
domen, is poised in such a position that 
the sternum becomes that part of the body 
farthest forward. 

(c) The lower abdomen is held 
and “flat.” 

(d) The lower extremities are so aligned 
with the trunk and head that the lower 
ends of the femurs, the upper ends of 
the tibias oppose each other in such a 
manner as to support the body weight 
with the minimum amount of muscular 
exertion or torus. Good body mechanics 
does not obtain unless the balance of the 
muscles of ihe lower extremities is favor- 


body me- 
types may be 


“in 
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able to weight-bearing lines which will 
protect the joint mechanisms of the feet. 

While there are all grades of posture, 
it seems to the committee sufficient for 
the purposes of the White House Con- 
ference and the discussion of body me- 
chanics to classify roughly the grades 
under the four headings, A, B. C and D. 

A. May represent excellent or asmost 
Perfect body mechanics or posture. 

B. May represent good but not ideal 
body mechanics or posture. 

C. May represent poor but not the worst 
possible body mechanics or posture. 

D. May represent bad and very possibly 
sSymptom-producing body mechanism or 
posture. , 

These four grades are rough and unsci- 
entific. For the moment we need most 
to stimulate the interest of the children 
and enlist their corrective effort. The 
grade mark itself may not be scientifically 
accurate, but its value lies in the effect 
upon the child of being given a definite 
grade which he can visualize and which 
if low, he will be stimulated to better. 
The committee recognizes also the in- 
adequacy of the present methods of 
“judging” permanent improvement in 
body mechanics as a result of instruction 
and training. Daily classroom observa- 
tion of informed and fair-minded teach- 
ers will perhaps always supply the most 
reliable information. 

The first requisite is obviously to so 
train the child that he is enabled to as- 
sume a correct posture on command. The 
next and more difficult requisite is to 
stimulate him to maintain it. 

The method of grading body mechanics 
in most common use is the photograpic 
or silhouettographic method with at least 
three profile views of the naked body and 
one back view. The back view and the 
first profile view are taken of the child’s 
natural standing position, the second pro- 
file view is taken of the child standing in 
the posture which he considers to be most 
correct, and in the third profile view the 
child is placed by his instructor in the 
most perfect position which the habitus of 
the child makes possible. Most of the 
surveys and statistics as to the incidence 
of good or bad body mechanics without 
training, and of the degree and retention 
of improvement with training have been 
made and collected under this method. 
The committee is of the opinion that the 
data thus collected are significant and in- 
forming, though lacking in scientific ac- 
curacy. 

Statistics of Poor Body Mechanics 


To what extent is poor body mechanics 
prevalent today among the children of 
the United States? 

Approximate statistics obtained from 
the examination of young and middle- 
aged men during the universal draft of 
the late World War; postural surveys 
made of the entering classes of Harvard 
College by Lee and Brown, by Cook at 
Yale, and by Thomas and Lindner at 
Smith; numerous school surveys in dif- 
ferent sections of the country have all 
been consistent with the findings of the 
Chelsea Survey. This includes an inten- 
sive and rather complete survey of body 
mechanics covering a period of two years, 
among 2,200 children of both sexes vary- 
ing in age from five to 18 years, made 
from 1923 to 1925, under the auspices of 
the Children’s Bureau of the Department 
of Labor in the Williams Public School 
of the City of Chelsea, Mass. It was made 
possible through the cooperation of- Dr. 
Frank E. Parlin, superintendent of schools 
in Chelsea. We believe that this is th2 
first completely reliable and impartial 
survey of the incidence of poor body me- 
chanics among a sufficiently large group 
of school children> It is also the best 
index we have as to the results of special 
training observed over a two-year period. 
It has changed opinion to conviction and 
impression to proof. Over 80 per cent of 
these children exhibited either C or D 
grades of body mechanics. Lee’s and 
Brown’s survey of the entering classes of 
Harvard placed 80 per cent of these young 
adults in these same C and D groups. 
Cook’s review of 2,200 students at Yale 
confirmed these figures. 

In a silhouetteograph survey conducted 
by Mrs. Maud Lombard Knapp, in charge 
of the physical education of women in 
the California State Teachers’ College at 
San Jose, only one woman was found in 
the freshman class to exhibit a natural 
A grade posture and only 11 per cent were 
graded as B. 

On the evidence presented, about 80 
per cent of the children and young adults 
of the Nation exhibit poor body mechan- 
ics. Stating it conservatively, we may 
reasonably believe that 75 per cent or 
three-fourths of the male and female 
youth of the United States exhibit grades 
of body mechanics which, according to the 
standards of the Subcommittee on Ortho- 
pedics and Body Mechanics, are imper- 
fect. This fact, impressive as it is, does 
not mean that 75 per cent of the male and 
female youth of the United States are in 
bad health because of their imperfect 
posture. We have already called atten- 
tion to the fact that there are fortunately 
large margins of safety. 


Summary of Evidence of the Association 
of Good Body Mechanics With Good 
Health ond of Poor Body Mechan- 
ici With Poor Health 


In summarizing the evidence of the 
association of good body mechanics and 
good functional health and of poor body 
mechanics and poor functional health, 
the committee desires to call attention to 
the following considerations. Since good 
health is dependent upon many factors, 
all of which are closely connected, and 
since it is impossible to determine with 
the exactness of a laboratory experiment 
the relative importance of these factors, 
the evidence which will be presented must 
of necessity be largely clinical. 

The development of poor body me- 
chanics may be very gradual. There is 
usually a partial or complete compensa- 
tion for its possible immediate unfavorable 
effects. It would be unreasonable, there- 
fore, to expect that these effects would be- 





come quickly evident, dependent as they 
are upon the type and structure of the in- 
dividual. 

Neither would it be reasonable to expect 
that these possible effects would disappear 
with the quickness of a laboratory experi- 
ment while poor body mechanics was being 
converted into good body mechanics. 
Nevertheless, clinical obsérvation over a 
considerable period must be of positive 
value and inferences of evidential value 
may be drawn from repeated yecords of 
changes from poor functional health to 
good functional health which have been 
concomitant with changes from poor body 
mechanics to good body mechanics, espe- 
cialiy in those instances in which there 
have appeared to be no other factors which 
could fairly have been held responsible for 
the improvement observed. Poor body me- 
chanics is not inevitable whatever its cause 
may be. 

Sculptors and ‘painters have always 
recognized that not only the expression of 
a face but the poise of the body determined 
the impression of mental alertness and 
physical efficiency, or of depression of 
spirit and weakness of body. Good body 
mechanics and poor body mechanics tell 
their stories even if the sculptured or 
painted figures are headless. Snapshots 
of successfully competing athletes reveal 
good body mechanics even at the end of 
their supreme effort. 

Professor William James, the psychol- 
ogist, became convinced that the erect 
posture kept up the spirits and tended to 
banish fear, despondency and depressing 
thoughts; that bodily postures definitely 
influenced the emotions. 

Neurasthenia and enteroptosis com- 
monly go hand in hand. Enteroptosis 
goes hand in hand with poor body me- 
chanics. Sir Arthur Keith has found in 
his anthropological studies that the ac- 
quirement of good posture tends to cor- 
rect enteroptosis. The experimental 
studies of Mankell and Koenig amply 
confirm Sir Arthur's observations. Mac- 
Kenzie, the anatomist, has said that if 
generalizations were to be made about 
the causes of human diseases, it would 
be along the line of failure of accommoda- 
tion to the erect posture. 

Goldthwait, in 1908, called attention to 
“the relation of posture to human ef- 
ficiency and the influence of poise upon 
the support and function of the viscera.” 
In 1910, he and Brown again discussed 
“the cause of gastroptosis and enteroptosis 
with their possible importance as a causa- 
tive factor in the rheumatoid diseases.” 

Carnett, in his studies of all his patients 
complaining of abdominal pain and ten- 
derness, has found that these symptoms 
are located in the abdominal wall more 
commonly than in the abdominal viscera. 
He is convinced that failure to recognize 
this fact subjects many patients to need- 
less and futile intra-abdominal, gynae- 
cological and urological operations. He 
believes that the most common cause of 
parietal pain and tenderness, especially 
in individuals under 30 years of age, is 
excessive lumbar lordosis—one of the com- 
monest manifestations of faulty body me- 
chanics—from which arises irritation of 
the spinal nerves as they pass through 
the intervertebral foramina. He has found 
that pain and tenderness disappear with 
the correction of the excessive lordosis 
and the faulty body mechanics. 


Brief Summary of Evidence 

Clinical evidence may become cumula- 
tively impressive. A brief summary of 
this evidence in relation to the associa- 
tion of good body mechanics with good 
health and poor body. mechanics with 
poor health in children may be stated as 
follows: 

1. Failure to gain weight and disturb- 
ances of digestion in spite of appropriate, 
adequate diet and favorable living condi- 
tions are frequently associated with poor 
body mechanics. 

2. If there be present no organic lesion, 
weight tends to increase and digestive 
disturbances to disappear as poor body 
mechanics is changed tO good body me- 
chanics. 

3. Irregular and insufficient bowel move- 
ments tend to become regular and ample 
with the acquirement of good body me- 
chanics. 

4. Cyclic vomiting and certain presum- 
ably toxic crises have ceased concomi- 
tantly with the correction of poor body 
mechanics. 

5. Increase in alertness, resistance and a 
sense of well-being are usually associated 
with the change of poor body mechanics 
into good body mechanics. 

Lee and Brown, in the Harvard Survey 
above referred to, after reviewing the 
past history and present condition of these 
men, came to the conclusion that there 
was a definite positive correlation be- 
tween good health and good body me- 
chanics. 

One of the purposes of the Chelsea 
Survey was to ascertain whether train- 
ing in the rudiments of good body me- 
chanics carried out during a school year 
without disturbance of the regular curric- 
ulum would present evidence of greater 
improvement in health, nutrition and 
morale among the children so trained 
than among control groups of about the 
same numbers and ages who received the 
regular calisthenic prescribed physical 
exerises, t no postural training. 

In the first or Autumn quarter of the 
school year the rate of absence from 
school on account of illness of the chil- 
dren who were beginning their training in 
body mechanics happened to be higher 
than that of the children in the control 
group. But by Spring the rate for the 
posture group had decreased so that it 
was considerably below what it had been 
in the Autumn and also much below that 
of the control group. Rather complete 
studies of school children’s absences for 
illness in other parts of the country have 
shown that the number of absences is 
always greater in the Spring than in the 
Autumn. But with the children of the 
Chelsea Survey who had had during the 
Autumn and the Winter training in body 
mechanics, the Spring rate was lower than 
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that of the Autumn rate, whereas in the 
control group having no training in body 
mechanics the rate was higher than the 
Autumn rate. Here is strong evidence that 
training in body mechanics is associated 
with the lower ‘morbidity rates of the 
Spring quarter, presumably because then 
the general resistance and the well-being 
of the children had been increased by 
this training. 

The conclusions of those reporting the 
Chelsea Survey were as follows: We quote: 
“Analysis of the records shows that favor- 
able results may be attributed to posture 
training. Posture training and the main- 
tenance of correct posture contributed to 
the health and efficiency of normal grade 
school children.” ~ 

Important aS clinical evidence is and 
impressive as it is to those of us who are 
meeting with its problems and apparently 
being able to solve them somewhat better 
by training in body mechanics than with- 
out training in body mechanics, we must 
get back to baSic principles and find some 
reason why this should make a difference 
in order to speak the same language as 
the physiologists and the scientists in 
the fundamental sciences. 

These clinical obséryations are in accord 
with Sir Charles Sherrington’s theory of 
postural tonus, which affords a sufficient 
explanatory physiological basis for the be- 
liefs of psychologists, anthropologists and 


‘anatomists, for the experience of clinical 


investigators and of the findings of such 
surveys as have been made. 


Poor Body Mechanics More Fatiguing 


The erect posture of man necessitates an 
almost unconscious but constant muscular 
contraction (postural tonus) in order to 
equalize the force of gravity. It is fair 
to assume that the greater the departure 
from effortless equilibrium, from balance 
and counterbalance, from good body me- 
chanics, the greater will be the amount 
of reflex muscular action or postural tonus 
required to maintain the body in an erect 
position. Physiologists agree that there 
exists a fairly constant ratio between the 
amount of reflex contraction recuired and 
the amount of muscle fatigue induced. 
Poor body mechanics is, therefore, more 
fatiguing than good body mechanics. 
Fatigue exerts an unfavorable effect upon 
the health and well-being of children. 

In other words, we are trying to get 
us all back, especially the children of the 
land, to something that is more natural. 
Races that labor ordinarily. live in the 
outdoor air, the Indian for instance, ex- 
hibit constantly good body mechanics. 

Further investigation and larger and 
longer surveys are most to be desired, but 
the committee is of the opinion that the 
evidence presented strongly suggests that 
there exists an intimate association be- 
tween good body mechanics and good 
functional health and between poor body 
mechanics and poor functional health. and 
that this association may well represent 
@ causal relation in many instances. 

What is being done to promote good 
body mechanics among the children of 
the United States? 

What is being done by Federal agencies? 
The Children’s Bureau vsider the Depart- 
ment of Labor of the Federal Govern- 
ment at Washington has interested it- 
self in body mechanics and posture to the 
extent of financing and making possible 
the Chelsea Survey, the purposes of which 
were the following: “To ascertain first 
whether the average school teacher and 
the average school director of physical 
education being taught the rudiments of 
good posture could impart the general 
principles to the school children without 
disorganization or undue increase in cur- 
riculum work or disarrangement of regu- 
lar school activities.” This survey showed 
that it was so possible. 

What is being done by State agencies? 

Thirty-six of the United States have 
passed legislation bearing on physical 
education. From only three of these 
States, California, Delaware, and Utah, 
have replies been received stating that 
training in posture and body mechanics 
is given as an integral part of the health 
and physical education programme in all 
the preparatory schools of the State. In 
13 of the States there is some recognition 
of the importance of body mechanics, but 
no coordinated State program. 

From 33 States the committee has re- 
ceived no information which indicates 
that there is any well organized effort 
being made along the lines of good body 
mechanics by the State departments of 
health or education. 


The Work of Local Agencies 


What.is being done by local agencies? 

The committee has gained the impres- 
sion that in many localities where hea#th 
education is provided in the public schools, 
the subject of body mechanics is con- 
sideréd and given a place of varying im- 
portance on the programme. Only a few 
of these programmes have been made 
available and of these the following exam- 
ples have been selected as representing 
outstanding instances: 

We might pick one part of the country 
farthest west and another part farthest 
east. That doesn’t mean it is all right 
between. 

Los Angeles, Calif—The corrective phys- 
ical education section of the department 
of health and physical education of the 
Los Angeles City schools was established 
in 1918. Under Dr. Sven Lokrantz, Medical 
Director of the Los Angeles City schools, 
it reached in 1927, 50,000 children. Body 
mechanics and posture work is stressed 
and begins in the Kindergarten grade 
where it is handled by a physician and 
special worker. One of its important 
features is the instruction in the subject 
given to the Kindergarten teachers. The 
following quotation is taken from the 
Annual Report of the department of health 
and corrective physical education: “The 
story of corrective physical education for 
the children of Los Angeles is almost un- 
believable. It has gone through an evolu- 
tion of years of struggle and has finally 
become accepted and praised, not only 
by the parents but by the medical pro- 
fession and all creeds.” 


Boston, Mass.—Mr, Nathaniel Young, 
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director of physical education in the Bos- 
ton public schools, has prepared with the 
eooperation of his assistants, Miss Mar- 
garet L. McCarthy and Miss Clare East- 
man, and in consultation with orthopaedic 
surgeons, a school document entitled, 
“Course in Physical Education for the Day 
Elementary and Day Intermediate 
Schools.” This is nothing less than an 
illustrated manual of body mechanics with 
carefully worked out descriptions of games 
and detailed exercises for the maintenance 
of good posture and the correction of poor 
posture. It furnishes a striking evidence 
of the importance which the farseeing 
Boston department of physical education 
places upon instruction in body mechanics. 
This education in body mechanics is an 
integral part of the regular course of study 
in physical education in all the public 
schools of Boston. 

In other words, in Boston every child 
going through the public schools from the 
elementary to the senior grades has a 
special training in body mechanics from a 
special manual which is under the Depart- 
ment of Physical Education and has noth- 
ing to do with the medical department at 
all. 

What is being done by general prac- 
titioners? 

The committee has found it impractical 
to collect reliable data as to what is being 
done to promote good body mechanics 
by that very large and important medi- 
cal group known as the general practi- 
tioners. Its impression from its own ex- 
perience is very strong that the average 
general practitioner has been insuffici- 
ently informed and is consequently not 
vitally interested in the details of body 
mechanics. 

The Efforts of Pediatricians 

What is being done by pediatricians? 

As a result of over 1,000 questionnaires 
sent to a selected group of pediatricians 
who had indicated their interest in the 
White House Conference by their willing- 
ness to answer questionnaires, a 91 per 
cent return was received. Sixty-seven re- 
ported that they always looked for poor 
body mechanics and faulty posture as a 
possible cause of symptoms of poor func- 
tional health and an additional 29 per 
cent reported that they usually did so. 
About 50 per cent of these pediatricians 
answered that when they found poor body 
mechanics exhibited, they felt able to give 
instruction for its correction. About 60 
per cent answered that they did not feel 
personally able to give .such instruction, 
This latter group answered the question, 
“To whom do you refer such children?” 
as follows: 

Seventy-five per cent referred them to 
an orthopaedic surgeon; 10 per cent re- 
ferred them to a physical therapist; 5 
per cent usually referred them to a speci- 
ally trained posture worker, and 12 per 
cent replied that there was no one in their 
community whom they considered capable 
of giving the desired instruction. 

In answer to the question, “Of how 
much importance is it that such instruc- 
tion should be available?” 95 per cent re- 
plied that they believed it was either of 
“considerable” (40 per cent) or of “a great 
deal” (55 per cent) of importance. 

What is being done by orthopaedic sur- 
geons? 

This percentage is rather intcresting. 
That is, 120 ot the leading pcd:atricians 
in the country, located in imporiant lo- 
calities, have nobody there, in their opin- 
ion, to whom they can turn for any in- 
formation on the subject of body mechan- 
ics. ‘That is, the pediatricians are be- 
coming quite awake to the question of 
body mechanics, and it is a very encour- 
aging thing for the rest of us who have 
felt for some time as if we have been 
voices crying in the wilderness. 

The committee felt that it was fairly 
conversant with what was being done by 
the orthopaedic surgeons of the United 
States in relation to body mechanics and 
no questionnaire was sent out except to 
the professors of orthopaedic surgery in 
medical schools. In general it may be said 
that the subject of body mechanics has 
seemed of great importance to many or- 
thopaedic surgeons from Andry to Gold- 
thwait and replies to various question- 
naires show that they are consulted more 
often than any other group of physicians 
concerning the treatment of poor body 
mechanics. The committee is of the opin- 
ion that by and large this work is intel- 
ligently done by those orthopaedic sur- 
geons who are impressed with its import- 
ance. 

What is being done by physical therap- 
ists? 

It is evident from answers to various 
questionnaires that physical therapists are 
giving most of the detailed training which 
is being given in body mechanics to the 
children of the United States. In most 
pubile institutions of education their 
hands are left very free. In hospitals and 
health centers they at least nominally 
often work under orthopaedic surgeons, 
In private practice they are usually em- 
ployed by physicians and carry out their 
instructions, the amount of latitude and 
initiative which is allowed them varying 
greatly. 

Education in Body Mechanics 

Your committee has sought to ascertain 
what is being taught as to body mechan- 
ics in the medical schools, in schools 
of physical education, in nurses’ training 
schools, and in hospitals and health cen- 
ters, and in the public and private schools 
of the United States. The information ob- 
tained from answers to numerous ques- 
tionnaires and from personal knowledge 
and investigation may be epitomized as 
follows: 

Medical Schools 
The number of grade A medical schools 


in the country is just over 70. In 60 of 
these, or 85 pet. cent, there are depart- 
ments of orthopaedic surgery. A 76 per 


cent return of answers «oO questionnaires 
sent to the teachers of orthopaedic sur- 
gery in these schools disclosed the fact 
that in 75 per cent of these schools, there 
is at present being given undergraduate 
instruction in body mechanics or posture 
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and its relation to good and bad healtn. 

In the vast majority this instruction is 
given by orthopaedic surgeons often in 
association with a physical therapist. Over 
90 per cent consider that such instructi-1 
should be included in the courses offered 
because of its importance to the general 
practitioners, and about 80 per cent be- 
lieve it should be a required course. The 
adequacy of the courses now offered needs 
further investigation. The con.mittee’s 
recommendations in respect te instruction 
in the medical schools will be presented 
later. 


Schoa]s of Physical Education 


From questionnaires sent to 223 schools 
of physical education, a 76 per cent re- 
turn of answers was received, about 80 
p-<¢ cent of these schools stating that they 
give specific formal instrucfjon in body 
mechanics and posture as distinguished 
from calisthenics or corrective work ‘or 
poor muscular development, and nearly 20 
per cent replied that they did not. It was 
impossible from the answer to tabuiate 
tl » average number of hour- given to such 
instruction; the variations ranged from 
20 to 200. Over 80 per cent of the schools 
replying stated that they appreciated ‘e 
relation of faulty body mechanics to such 
common disorders as enteroptosis, consti- 
pation. divcstive disorders in general, 
backache, foot strain, disturbances of cir- 
culation in the absence of organic cis- 
ease, and to easy fatigability in general. 
In only 17 per cent of the schools were the 
students requircd to attain a passing rank 
in their own personal body mechanics as 
a requisite for a diploma. There is work 
to be done in the schools of physical edu- 
cation 


Schools of Nursing 

The committee has gained the strong 
impression that in the vast ma-ority «. 
training schools for nurses only incidental 
instruction is given in bo 7 mechanics, 
but this impression needs confirmatio.u 
from the subcommittee studying the edu- 
cation .f nurses, 


Hospitals a Health C nters 

From an unsatisfactory 51 per cent 2f 
replies from the superintendents of 1,150 
hospitals in which there were departments 
of orthopacdic surgery, it is evi. nat 
less thon 40 per e-niuct special clin- 
ics for body mechanics or posture, or rec- 
ognize th> need for such clinics. Frem 
@ very incomplete review of the attention 
being paid to body mechanics in health 
centers, your committee has received the 
impression that little work is being done 
along lines, but thé subject needs 
more igation before definite state- 
ments can be made. 


Publie Schools 


From the replies received from the State 
and from numerous municipal depart- 
ments or education and physical educa- 
tion, it is evident that in -nly a compara- 
tively 1 scattered localities is the sub- 
ject of body mechanics receiving any at- 
tention. The outstanding work of a few 
municipal departments of health educa- 
tion are insufficient to leaven the lump 
and while they are bright spo’s,. they 
are only stars in a moonless night. ° 

Private Schools 


A limited investigatton of the attention 
being paid to body mechanics and posture 
in a selected list of 40 per cerft of the 
largest and most progressive private pre- 
paratory schools throughout the country 
indicates that a very considerable amount 
of time is being devoted in most of these 
schools to body mechanics and posture, 
and that the results as shown by records 
of improvement and retention of improve- 
ment are € mely encouraging. In the 
smaller private school and, indeed, in 
many of the larger ones, there is as yet 
no consciousness of the importance of the 
subject 

Your committee has endeavored to kcep 
its conscience sensitive not only to the 
immediate results of training in body 
mechanics in relation to improvement in 
grade, but also to the maintenance of this 
improvement It is prepared to defend 
the statement that its accumulated data 


























indicete that by an amount of training 
which does not necessitate an interference 
with either scholastic education or the 
daily healthy activities of the child, an 


improvement in poor body mechanics may 
be attained and that there is a reasonable 
expectation that this improvement once 
attained will be, by and large, maintained 
even if sp°cial training in body mechanics 
be discontinued. This we felt was an 
enormot important thing for us to de- 
termine, because otherwise this fuss and 
feathers would amount to nothing, or very 
little. It is only just that a certain 
amount of the evidence in support of this 
encouraging statement should be pre- 
sented in this summary of the more de- 
tailed report. 


The Chelsea Survey above referred to 
showed that poor body mechanics is not 
inevitable, whatever its cause may be, and 
that its prevalence is strikingly reduced 
by proper training. Sixty per cent of the 
children above the first school grades may 
be expected to improve their posture dur- 
ing a year’s training which does not in- 
terfer with their regular curriculum. 
Good body mechanics once acquired was 
generally maintained throughout a two- 
year period of observation. 

The most striking evidence which the 
committee has found of the retention of 
good body mechanics once acquired comes 
from the Department of Hygiene of Smith 
College. One of the committee has been 
specially interested in the problem of the 
“carry over’ in improved habits of posture 
during and after training in body me- 
chanics. One of the large private girls’ 
schools of the country where outstanding 
training in good body mechanics is pro- 
vided sends a considerable group of stu- 
dents to Smith College each year. These 
students almost without exception fall in- 
to the A and B grades of posture in the 
Smith College gradings. Silhouettes of 





these students at this preparatory school 
have béen made available to the Smith Col- 
lege Department of Hygiene for study for 
the last six years. From these silhouettes it 





is evident that upon entrance to the prep- 
aratory school or before training began, 
these students exhibited C and D grades 
of posture but eventually attained A and 
B grades. As a result of the A and B 
gradings which these students recived on 
entrance to college, they were exempt from 
any work in body mechanics in college 
Nevertheless, it has been found that alter 
three and four years without special train- 
ing in body mechanics their grades re- 
mained A and B. By actual count more 
advanced from B to A than had fallen 
back from A to B during these years of no 
training. Such results make effort along 
these lines of improvement in body me- 
chanics seein productive, for it has been 
shown by analyses of other groups of col- 
lege students that without training 2 
negligible number of C and D postures 
change to the higher grades, 

The Subcommittee on Orthopaedic and 
Body Mechanics, convinced that the sub- 
ject bears an important relation to the 
health and well-being of children. unan- 
imously si its the following recom- 
mendations as to what ought to be done to 
make ade€quate training in body mechanics 
to the children of the Unit ch 




















Education in Bedy Mechanics 





(A) In_ medical schools. 
The commi > recommends: 
‘1) That instruction in the principle 
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this instruction emphasis 
upon the prevalence of 
anics and upon the prob- 
maintenance of good body 
exert a preventive in 
fluence upon poor functional health 

‘B) Schools of physical education. 

The committee recommends: 

(1) That body mechanics should b 
made the |} ec principle of all phy l 
education This would imply that the 
principles of good body mechanics should 
introduce t hole subject of physical 
education a iat these principles should 
always unde instruction in what are 
known as thenics and games and 
should be exhibited while these exercises 
and gam being carried out: 

(2) truction in the detailed 
methods of correction or poor body mec- 
chanics should be considered a major 
course in physical education schols: 

(3) That the personal aequirement and 
retention of good body mechanics by all 
students of physical education should be 
required for a diploma of graduation. 











































(C) Schools of nursing. 
The com > recommends: 
(1) The truction in the principles of 


body mechanics be made a part of the re- 
quired courses of education in all nurses’ 
training schools and an integral part of 
their instructicn in anatomy; 

(2) That « ical instruction should sup- 
plement didactic instruction. 

The committee calls attention to the 
fact that this instruction is especially im- 
portant to public health nurses. 

(D) Hospitals and health centers 

The commictee recommends: 

(1) That clinics or classes in body me- 
chanics and posture be established in all 
children’s hospitals and in general hos- 
pitals treating children, and in all health 
centers and that these clinics or classes 
be conducted at least once a week; 

(2) That the conduet of clinics or classes 
in body mechanics be under the supervi- 
sion of a physician. 

Answers to the hospital questionnaire 
showed in the opinion of the committee 
great lack of appreciation on the part of 
hospital directors for this service as well 
as the very limited amount of service now 
being given 

(E) Public, 
schools 

The committee recommends: 

(1) That in all public and parochial and 
private schools. attention should be paid 
to the body mechanics of all students, 
especially in the elementary grades; 

(2) That instruction in the principles of 
good body mechanics should be given to 
all students d their teachers; 

(3) That a tudents on entrance should 
be given grades in body mechanics and 
posture and that a check up on these 
grades be made at the close of each school 
year and. if possible, in the middle of the 
school year as well; 

(4) That special training in the correc- 
tion of por body mechanics should be 
made available for the students exhibit- 
ing the lower grades of body mechanics 
and posture; 

(5) That competitive honors be awarded 
at the end-of the school year in all the 
school graces to those students exhibiting 
the highes ades of body mechanics and 
posture and to those exhibiting the great- 
est degree of improvement in body me- 
chanics and posture. (This may seem a 
somewhat e) rated recommendation, 
but it has b« lready employed in many 
schools. It is a very easy thing to em- 
ploy and it has stimulated very much 
harder, more successful work in body 
mechanics.) 

(6) That teachers be required to observe 
and record the habitual body mechanics 
of students in their rooms, 

















parochial and private 
















Individual and Group Instruction 

Individual and Group Instruction in 
Body Mechanics. 

‘A) Personnel. 

The committee recommends: 

(1) That there should always be in- 
formed medical supervision over all teach- 
ing of the principles of body mechanics 
and over all training in good body me- 
chanics and :crrection of poor body me- 
chanics. 

(2) That all teachers of good body me- 
chanics and of correction of poor body 
mechanics should have ha@ sufficient in- 
struction in its principles, and training in 
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its application, to fit them far the obli- 
gations which they assume 

Note: The cornmittee is of the opinion 
that much of the instruction and train- 
ing at present done in the name of body 
mechanics an. posture is uninformed and 
inadequate. 

(B) Medical examination. 

The committee recommends: 

(1) That in the regular medical exami- 
nation of children, note be made of the 
body type and statics of the child and his 
body mechanics graded and recorded. 

(C) Age groups. 

The committee recommends: 

(1) That since skeletal bone if subjected 
to abnormal stresses will develop abnor- 
malities of growth, parents should be in- 
structed by thcir medical advisers as to 
the proper positions of holding infants 
and as to the importance of symmetrical 
and nondeforming positions in recum- 
bencv; 

(2) That in the period from 2 to 6 years, 
when body mechanics begins to manifest 
itself, the training in body mechanics 
makes use of the strong imitative tend- 
encies of this age by plays and games 
which necessitate the exhibition of good 
body mechanics; 

(3) That in later childhood, 6 to 12 years, 
purposeful exercises in body mechanics 
and correct positions in recumbency dur- 
ing rest periods should comprise the train- 
ing in body mechanics, occasionally in 
cases exhibiting extremely faulty mechan- 
ics being supplemented by light apparatus 
of a corrective nature, but only under the 
advice of a physician; 

(4) That during and after adolescence 
the same type of exercises and recumbent 
position as under (3) be enjoined, but 
that other motives than obedience be ac- 
tivated, for example, those of personal 
appearance and athletic prowess. 


Duration of Instruction 


(D) Duration of instruction. 

The committee recommends: 

(1) That training in good body mechan- 
ics and in the correction of faulty body 
mechanics be continuous throughout all 
elementary grades from I to IV; 

(2) That in the later grades, V to VII, 
inclusive, where check-ups of all students 
are carried out at regular intervals (at 
least omce in six months), an exemption 
from required special exercises in body 
mechanics be granted to those students 
who have attained and who continue to 
retain A and B body mechanics grade 
rankings 

Note: Individuals who exhibit extreme 
degrees of faulty body mechanics may 
well require special individual or special 
group instruction. There is much to be 
said, however, for giving the exercises to 
both higher and lower grades in the same 
group. This method stimulates effort in 
the lower grades by the competitive spirit 
engendered by a desire on the part of the 
individuals exhibiting the lower ‘grades to 
emulate the good body mechanics of indi- 
viduals exhibiting the higher grades. 

(3) Methods oi recording grades of body 
mechanics. 

The committee recommends: 

(a) That further investigation be made 
as to the best methods of grading the 
habitual posture of children; 

(b) That all school teachers be in- 
structed in the main essentials of good 
body mechanics and be required to give 
rough gradings of the habitual posture 
of their students from daily observation 
in their classrooms; 

(c) That until better methods of grad- 
ing and recording the habitual body me- 
chartics of children have been devised, the 
photographic, silhouettographic or sche- 
matographic method be employed by in- 
structors in body mechanics, and that the 
grading thus obtained be checked by the 
daily observation of informed school 
teachers; 

(d) That some type of honor roll of stu- 
dents exhibiting good mechanics be made 
up by the instructor in body mechanics at 
regular intervals, preferably every month, 
and posted in each grade in such a place 
that it will be seen by the students. 


Important Distinctions 


In closing this summary the committee 
feels it important that a clear distinction 
should be drawn between training in the 
principles of good body mechanics and 
training in various physical exercises, usu- 
ally designated as calisthenics, which con- 
stitute the general work in physical edu- 
cation in most of our public schools. The 
latter certainly have their virtue; they 
furnish relaxation and change from study 
and recitation periods, they improve the 
circulation, they tend to increase the 
strength and tone of the muscles. In 
only the most indirect and inefficient 
manner, however, do they bring about 
that mechanical correlation of the 
various systems of the body — skeletal, 
muscular, visceral, etc.—which is most fa- 
vorable to the function of these systems. 
Only by such correlation, can good body 
mechanics obtain. The Chelsea experi- 
mental survey has seemed to demonstrate 
that in the physical education in our 
schools, exercises planned along the lines 
of inducing good body mechanics may 
well supplement, if not replace, the work 
in physical education by calisthenics as 
it is generally prescribed. 

The committee feels it advisable to 
epitomize the creed of body mechanics 
and to attempt to justify its conviction 
that the subject is of vital concern to 
the health and well-being of children. 
Nearly 200 years ago Andry contended 
that many of the ills of children had their 
source in imperfect body mechanics, as 
we now use the term. It was a conviction 
made firm by experience and declared in 
the ripeness of years. It was one of 
the earliest and most forceful appeals for 
preventive medicine. During the last two 
decades the number of Andry’s disciples 
has greatly increased. Your committee 
beleves that there is positive evidence to 
prove that not less than two-thirds of the 
young children of the United States ex- 
hibit faulty body mechanics and, without 
training, usually continue to exhibit faulty 
body mechanics in adult life. It has been 
estimated that over 40 per cent of the 


rejections of men in the universal draft 
of the late World War were ordered not 
because of any organic disease or defect, 
but because of the poor physique concomi- 
tant with poor body mechanics. 

Your committee believes that there is 
evidence to show that good body mechan- 
ics and good functional health in chile 
dren go hand in hand and that poor body 
mechanics and poor functional health are 
commonly associated when for some rea- 
son the margins of safety have been ex- 
hausted. Your committee also believes 
that there is evidence which strongly sug- 
gests that good body mechanics may bear 
@ causal relation to good functional health 
and poor body mechanics may bear at 
least a potentially causal relation to poor 
functional health. 

In light of the prevalence of poor body 
mechanics among the population of the 
United States and the evidence of the 
close association between body mechanics 
and the health and well-being of children, 
the subcommittee on orthopedics and 
body mechanics begs leave to make the 
following general recommendations: 

1. That steps be taken to inform and 
persuade the public of the importance of 
good body mechanics to the health and 
well-being of children. 

2. That steps be taken to make it not 
only possible, but required, for all the chil- 
dren of the United States to receive in- 
struction in good body mechanics as a 
part of their now compulsery instruction 
in physical education. 

3. That steps be taken to provide op- 
portunity for all the children of the 
United States exhibiting poor body me- 
chanics to receive instruction in methods 
of attaining good body mechanics. 

If we can remove the handicap of poor 
body mechanics from the children of the 
United States we can leave with you the 
vision of a race whose road to physical 
perfection has been cleared of a serious 
obstruction, and since body and soul are 
inextricably bound together during life, 
the vision of a race whose intellect and 
spirit have been released from the tram- 
meling chains of much physical ineffi- 
ciency; a race of more optimists and 
fewer pessimists, a race not only more 
capable of physical defense, but more pre- 
pared to meet with squared shoulders and 
clear eves its social obligations to the 
world. ‘Applause.’ e 

Discussion 

CHAIRMAN BROWN: You have heard 
the report of the committee. We are very 
fortunate and we feel we have shown the 
spirit which has been present in all our 
work in having with us today to open the 
discussion two men who are not ortho- 
pedic men, but who are men who have 
met the problems seen so commonly in 
clinical work. 

The first one who is going to give us a 
dicussion will talk to us from the point 
of view of a general surgeon, most of 
whose work has been among adults. I 
take pleasure in calling upon Dr. John 
B. Carnett, vice dean and professor of 
surgery in the Graduate School of Medi- 
cine, University of Pennsylvania. 

DR. JOHN B. CARNETT: Mr. Chair- 
man, Ladies and Gentlemen: In his ad- 
dress Dr. Osgood has given a concise sum- 


mary of proven details relative to the 
importance of good body mechanics in 
children I heartily endorse everything 
he has said. 

In their individual experiences the 
members of his committee have been 
forcibly impressed by pernicious effects 


of bad posture going beyond the scope of 
his report but they agree with Dr. Osgood 
in presenting only those claims that can 
be substantiated. 

My own interest in body mechanics has 
developed within the past few years. 
Early in my career as a general surgeon 
I was impressed with the frequency with 
which abdominal operations failed to cure 
the pain and tenderness from which 
patients sought relief 

. A Surgeon’s Findings 

After prolonged study of the problem 
of so-called “operative failures” I came 
to the realization that in the great ma- 
jority of patients complaining of abdomi- 
nal pain and tenderness these symptoms 
are located in the abdominal wall and 
not as so commonly believed in the organs 
inside the abdomen. That this statement 
is true can easily be demonstrated in two 
ways 

(1) Pinching of a liberal fold of skin 
and fat over the abdomen reveals the 
presence of hypersensitiveness in the 
abdominal wall which is not due to any 
lesion inside the abdomen and which will 
not be relieved by any intraabdominal 
operation. (2) Tenderness in the abdomi- 
nal wall itself is also shown by making 
palpation or pressure with the finger tips 
over the abdomen while the patient holds 
his muscles so tense that the examining 
fingers cannot touch any of the patient's 
intraabdominal organs. The former prac- 
tice of physicians in examining the abdo- 
men only when the muscles were com- 
pletely relaxed failed to reveal the super- 
ficial location of the tenderness and led 
to many errors in diagnosis and to many 
needless operations. 

Further studies disclosed that the usual 
cause of pain and tenderness in the 
abdoninal wall is an irritation of the 
spinal merves where they make their exit 
through the vertebrae and that the com- 
monest cause of this nerve irritation is 
bad body mechanics and further that even 
partial correction of the bad body me- 
chanics cures the abdominal pain and 
tenderness 

To simplify my discussion I will limit 
my remarks to the slender sway-backed 
visceroptotic type of individual. The 
beefy broad-backed round-shouldered in- 
dividual may present similar symptoms 
but his problem is a somewhat different 
one and I wil »mit further reference to 
his type 

The slender individual with hollow back 
and visceroptosis is prone to have not 
only abdominal pain and tenderness but 
also various digestive disturbances from 
the downward displacement of all of his 
abdominal viscera. It is therefore easy 
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to understand how various combinations 
of pain, tenderness and indigestion symp- 
toms may resemble different organic 
lesions inside the abdomen. Appreciation 
of these facts has gone far toward elimi- 
nating so-called operative failures and 
preventing needless operations. Some of 
these patients have had as many as 10, 
a dozen or more operations without any 
benefit to their symptoms which were 
entirely due to bad body mechanics. 

My efforts at correcting bad body me- 
chanics were undertaken primarily to re- 
lieve abdominal pain and tenderness in 
patients who came to me with the ex- 
pectation of having an abdominal opera- 
tion. Even a partial correction of their 
faulty mechanics commonly relieved the 
pain and tenderness. We then became 
interested in observing other benefits re- 
sulting from improved posture. We found 
that the correction of bad mechanics in- 
creased the chest capacity so that the 
heart and lungs had increased space in 
which to perform their important func- 
tions. The X-rays revealed that the 
domes of the diaphragm were elevated 
and had a greater range of motion thus 
facilitating return of venous blood from 
all parts of the body to the heart. The 
most striking change occurred in the posi- 
tion of the stomach. After giving the 
patient barium or bismuth by mouth 
and standing him in front of an .-ray 
flouroscope it was found that in chang- 
ing from the skimp posture of bad me- 
chanics to the erect posture of good me- 
chanics the stomach is elevated com- 
monly three to four inches; in the adult 
not infrenquently it goes.up as much as 
five inches and occasionally as much as 
six inches. It is an amazing sight to 
observe the extensive rise and fall of a 
heavily loaded stomach as the patient 
alternately contracts and relaxes the 
muscles mainly concerned in body me- 
chanics. This elevation is not confined 
to the greater curvature as the entire 
body of the stomach and the pylorus rise 
to the same extent. The X-rays demon- 
strate a similar but less marked eleva- 
tion of the large and small intestines. 
Along with the elevation of the gastro- 
intestinal tract there is marked improve- 
ment in the peristalsis and the function 
of the stomach and intestines. These 
observations show that the proper treat- 
ment of visceroptosis calls for correction 
of bad body mechanics. 

Teaching Correct Body Mechanics 
Essential 

The numerous patients whom 1 see suf- 
fering from the bad affects of faulty 
body mechanics are usually adults whose 
symptoms for the most part have de- 
veloped since childhood. The correction— 
or even better the prevention—of bad body 
mechanics in childhood is far easier than 
the correction of the more firmly estab- 
lished faulty mechanics of adult life. The 
teaching of correct body mechanics in 
childhood will save untold numbers from 
many years of suffering from diverse 
forms of ill health in later life. Only a 
trifling percentage of children or adults 
acquire good body mechanics naturally. 
It is time for all of us to realize that every 
child should be taught to hold his body 
correctly just as we now take. it for 
granted he needs to be taught the far 
less important duty of holding his knife 
and fork correctly. The ideal time to 
begin this active training is almost as 
soon as the child learns to walk, but this 
is not always practicable. _Much ‘may 
be accomplished by wisely selected games 
during the kindergarten stage. I hope 
the time is not far distant when it will 
be just as important for every school 
child to pass the physical tests for good 
body mechanics as it is for him to pass 
the mental tests on the three R's before 
he is promoted from grade to grade. 

Faulty body mechanics, being present 
in the great majority of children and 
adults, is so very common that the average 
observer does not appreciate it is an ab- 
normality. 7 

Again the tailors and dress-makers have 
learned to fashion clothing to conceal 
much of the evidence of bad body me- 
chanics. In testing for body mechanics 
all clothing above the hips must be re- 
moved. Dr. Osgood’s report describes the 
methods for determining correct body me- 
chanics. These methods should be famil- 
iar to every practicing physician and 
physical therapist but unfortunately they 
are not. 

Suggested Simple Test 

I believe it is necessary for the tyro 
in body mechanics to have some simpler 
test to differentiate as between correct 
and faulty mechanics. For this purpose 
I think the simplest test is to have the 
patient stand with his heels three or 
four inches from the wall while he presses 
the back of his head, shoulders and hips 
against the wall. In this position the 
examiner will find normally there is barely 
space to insert his flat fingérs between 
the wall and the patient's back in the 
lumbar region. In the _ hollow-backed 
visceroptotic the examiner can easily in- 
sert his whole hand or in extreme cases 
even his closed fist. 

This simple test makes it easily possible 
for the novice to pick out the hollow- 
backed types of bad body mechanics and 
by beginning his observations on them 
he can gradually pass on to a study of 
the more reliable and complicated tests 
outlined by Dr. Osgood. . 

In closing I want to emphasize that 
good body mechanics is something far 
more important than the esthetic value 


of a straight back. Good body mechanics . 


goes a long way in preserving health and 
happiness. 

I sincerely trust that an early result 
of the efforts of this White House Con- 
ference will be the correction or preven- 
clinical professor of pediatrics, Harvard 
University Medical School. ‘(Applause.) 

CHAIRMAN BROWN: The other man 
we have asked to open the discussion 
brings to us the experience of the pedia- 
trician in one of the large hospitals and 
one of the large cities. It is my pleasure 
to introduce to you Dr. Fritz B. Talbot, 
clinical professor of pediatrics, Harvard 
University Medical School. 


DR. FRITZ B. TALBOT: Mr. Chair- 
man,. Ladies and Gentlemen: I am fa- 
miliar with this report which was read 
in detail, and I think that it can be 
summed up as sound, conservative and it 
has presented its evidence in a dispassion- 
ate manner which from my point of view 
is almost too modest. 

However, there are one or two points 
that I, before I eulogize any more, would 
like to emphasize in regard to the con- 
ception of the report as it will go out. I 
think that it should be clearly held in 
mind that there is difference in the types 
of research on which we base our con- 
clusions. That was brought out by the 
report, and I want to again emphasize 
the difference between clinical research 
and research from the point of view of 
tif fundamental sciences. When you con- 
sider the various data upon which our 
knowledge is based, you will have to admit 
that from the point of view of the funda- 
mental sciences, from the point of view of 
the physiologist and others of that type, 
there is no evidence yet in this field of 
body mechanics. 

That does not mean, however, that the 
clinical data is not sound. It merely 
means that there is a great deal more to 
be learned, and before we can be absolutely 
sure of the soundness of what we think 
is true, we must get also the evidence of 
the fundamental sciences. There has been 
a great deal of excellent clinical work 
done by individuals in the main in the 
beginning, and it was such empirical work 
as that which opened up the field in the 
manner that it has been opened up and 
presented in this report. 

There is one piece of work that goes 
further toward meeting the qualifications 
of the fundamental sciences than any 
other. That is the work of the Chelsea 
survey. I think that work should be com- 
mended very highly. It deserves special 
mention use it was carefully con- 
trolled. It was carried over a large series 
of cases and over a fairly long period of 
time. I hope that that work can be re- 


peated in order to make the conclusions | 


of it even more certain. 

That piece of work I think is of special 
value because of its simplicity. It didn’t 
add a cent of cost to the Chelsea schools. 
The investigation was carried on by the 
regular school teachers. The physicians 
who were in charge of this work instructed 
these school teachers out of time with six 
lectures—out of school hours. In this way 
the school curriculum was not interfered 
with at all. There is a very simple type 
of investigation. It could very well serve 
as an example of how future types of in- 
vestigation could be carried out. 

Dy. Osgood has given sufficient evidence 
to show how badly work on poor body 
mechanics is needed in the country. 
Eighty per cent of the population is a 
tremendous amount. In one of our select 
private schools in New England it even 
reaches 90 per cent of the children that 
enter the school. So that here we have 
a real problem that should be met if the 
poor body mechanics does the harm we 
think it does. There is sufficient evidence 
from the point of view of the practical 
clinician that it does that harm. Every 
one who has had experience in treating 
patients with bad body mechanics or see- 
ing that they are treated, as I have to do 
in most instances, has seen improvement 
in health that has well justified their 
enthusiasm for this method of treatment. 

It has led to the conclusion that this 
work should be spread so that it will 
reach all children and, secondarily, all 
adults in order to prevent the troubles 
that come to our offices to be corrected. 


Parents Should Set Example 


There is one thing that I have. been 
quite strongly impressed with in dealing 
with children and that is that it isn’t 
quite fair to ask the child to correct its 
poor body mechanics without setting the 
child a good example. So that a bit more 
emphasis might be laid on propaganda 
among the parents to set better examples, 
and I think it will make the work pro- 
gress very much more rapidly. 

I agree with the report in what it says 
poor body mechanics can do. The various 
symptoms that were enumerated I see 
daily. I also agree that correction of poor 
body mechanics will correct those symp- 
toms in those cases when the symptoms 
are not due to anything else. For ex- 
ample, in the condition known as cyclic 
vomiting and allied conditions that are 
similar to it, when it is not.due to .sur- 
gical disease, that, in my experience, has 
been corrected in the great proportion of 
cases immediately, or almost immediately 
by the application of the principles of 
correcting bad body mechanics. 

Why do we have poor body mechanics? 
There are a great many theories of why— 
heredity, poor food habits, both in amount 
and quality of food, fatigue, and various 
other causes have been enumerated. Each 
person who presents a cause can give very 
good clinical evidence as to why the cause 
he is enthusiastically in favor of is the 
true cause of this condition. But when 
all is said and done, considering it from 
the point of view of the fundamental 
sciences, we have no evidence whatso- 
ever as to what is the cause of these poor 
body mechanics. Considered from the 
point of view of the clinician, there is a 
great deal to say about the various 
causes, and my own personal feeling is 
that the clinicians are on the right track, 
but we must have the fundamental 
omenete to back up our supposed knowl- 
edge, 

I hope that the result of this report will 
be a widespread application of the recom- 
mendations that have been made. I hope 
that it will be done both from the point 
of view of improving health and prevent- 
ing bad health appearing later in life. 

Finally, I should say that it is my be- 
lief that this report has brought to our 
attention one of the fundamental aspects 
of child health, that its importance can- 
not be overemphasized. I believe that if 
the recommendations of the report can 
be carried out, it will result in benefits 
which will not be confined to childhood 
alone, but will be carried on throughout 
the whole of life. (Applause. 

CHAIRMAN BROWN: We have now 
had the main paper and the discussion 
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by the two invited guests, and we now 
throw the meeting open to general dis- 
cussion. I see a good many friends here, 
and I am not going to call on any one 
particular person unless I think that he 
can bring out some point we wish to have 
a little more thoroughly brought out. 

In the discussion we will have no par- 
ticular limit on the time of discussion, 
but it would seem whatever you have to 
say could probably be said extempora- 
neously within 10 minutes. I am going 
to ask you in your discussions to confine 
those discussions, as far as possible, to 
the things that have been brought up by 
the report, and I hope you will make the 
discussion as general as possible. 

Do I see anybody who wants to talk, or 
has the report left you speechless? 


Need of Correct School Seats 


DR. HARVEY CAMPBELL (Pontiac, 
Mich.): Mr. Chairman, I just want to 
say two things, if I may—the relation of 
school seating and desks to posture. I 
don’t know anything about posture—that 
is why I am here this morning; but it 
seems to me unreasonable to expect chil- 
dren to sit for six or eight hours a day 
in ill-fitting and ill-adjusted seats and 
desks. I wonder if the correction of this 
one thing would not be a good thing for 
our school children in regard to their 
posture. I find another thing as a school 
physician: In the Middle West, at any 
rate, the parents and the teacher and the 
child know nothing about-posture, as well 
as the physician himself. I think the 
first thing that seems to me has been 
brought out is the willingness of the child 
to accept posture and to want to have 
good posture; but I do think that propa- 
ganda of some sort—so that the teacher, 
the board of directors of the school, and 
the physician will be informed not only 
as to the advisability of good posture, but 
some means of attaining it—is necessary. 

CHAIRMAN BROWN: We will ask Dr. 
Osgood at the end of this to answer these 
questions. I know there are other people 
in the room here who had that question 
put up to them many timcs in the schools 
they h&ve visited. I am sure we would 
like to hear from some of them as to how 
they have met some of those questions. 
Is there anybody else? 

DR. J. A. JONES (Philadelphia, Pa.): 
Mr. Chairman, Ladies and Gentlemen: I 
would like to ask Dr. Osgood if in his 
cases, like posture D there, he ever thinks 
they are sufficiently bad and would jus- 
tify the use of braces. I have seen some 
I thought, until the exercises were suf- 
ficiently far along, needed them. 

The other question was this: It seems 
to me that the mechanics of the feet are 
so much bound up with this question it 
should be discussed. I would like to hear 
Dr. Osgood's discussion of that. 

DR. J. E. BROWN (Keystone, W. Va.): 
Mr. Chairman, Ladies and Gentlemen: I 
have had the pleasure of working with 
school children for seven years. I am 
health officer of my county. I have about 
10,009 school children in my jurisdiction. 
Out there in West Virginia we have done 
quite a little in developing the school child 
and his body mechanics by eliminating 
so much attention to the major sports 
and having things that develop all chil- 
dren. Taking away football and baseball 
and giving a course in the gymnasium, we 
have developed a great many school chil- 
dren by going through the cxercises they 
get by rising on their toes and heels, and 
using the arms for the correction of round 
shoulders and hollow chest by having 
those children especially draw themselves 
up on horizontal bars, also by going 
through those smaller mcvements of de- 
velopment of the chest and body instead 
of just having a selected group going into 
athletics. 

We also found it was possible to get a 
great deal of correction of our school 
children by a strict diet, teaching the 
mothers in the homes by graduate nurses 
going about to the homes, giving them a 
well-balanced diet. Most of our children 
were eating bread and meat alone, and 
most of the money was being spent along 
those lines. We showed the mothers 
where the distribution of the dollar would 
give the child more nourishment, giving a 
properly balanced’ diet. 

Daily Exercise in Schools 

I find in my examinations a great deal 
of poor posture of children is due to mal- 
nutrition, especially in early adult life, 
early childhood. Through these means, 
daily exercises in the morning and after- 
noon, 15 minutes each in cach classroom, 
going through the different maneuvers 
with Indian clubs and dumb-bells, we have 
begun to develop our children out there, 
of course, including the proper care of the 
teeth, which is done by our dental clinic. 
It is very well developed. Our dental 
clinic alone has made it possible for all 
children to enter into all kinds of exer- 
cises because in eliminating focal infec- 
tion the diseases such as heart trouble 
developing from bad teeth and tonsils, 
through our clinic we have been able to 
develop those children. We have had less 
than 3 per cent of them suffer from or- 
ganic heart trouble, due to the fact we 
eliminated those two sources of infection. 
All chifdren are able to take some form 
of exercise. We do stress the fact that 
everybody must take the exercise in the 
morning and in the afternoon, 15 minutes 
each in each classroom, and develop their 
body posture. The teacher has a chart 
before them continually and calls their 
attention to it when they are marching 
in and out of the room or standing. (Ap- 
plause.) 

DR. CHARLES H. JAEGER ‘New York 
City’: Mr. Chairman, Ladies and Gentle- 
men: Many years ago, at the instigation 
of a number of parents, I designed a chair 
for the growing children. I called it the 
study chair. The mother said to me, “It 
is all very well; the child comes here for 
you to treat him and learns to hold him- 
self straight, but the minute he gets home 
he slouches and does not sit straight, and 
undoes all the good that is gained here.” 

So in the rehabilitation school which 
I was directing at the time we had these 
chairs made. The principle wes first to 
have a chair to suit the child. It was 
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made in three heights to begin with, thre€ 
sizes. The legs were low so that the pop- 
liteal space did not squeeze upon or was 
not pressed upon by the front of the chair. 
That is one essential to my mind, that the © 
back of the leg near the knee is entirely 
free from the pressure of the chair. Sec- 
ondly, it was tilted back in the rear end 
in order to tilt the whole spine backward. 

There was also a pad in the lumbar 
region. The arms were made to fit the 
body closely, so that by no possibility 
could the child drop its elbow between 
the body and the chair. The arms were 
made wide so that the elbows were con- 
stantly at the same level and preventing 
drooping of the shoulder. It was found 
by practical experience with many pa- 
tients that they could sit for hours with- 
out wishing to get up or change their 
position. 

You will find yourself that when you 
begin to squirm around in a chair it is 
because the chair is improperly built. If 
the chair is properly built, you can sit 
comfortably for hours. I have sat in this 
chair myself for four or five hours at a 
stretch reading and never found the ne- 
cessity once for getting up or changing 
my posture. I think that has a great 
deal to do, and the remarks brought out 
by the first discusser are very valuable. 
(Applause.) 

MR. G. O. WAILS (Okmulgee, Okla.) : 
Mr. Chairman I wish to remark in regard 
to the statement just made, the chair is 
very, very good. When we tried to do 
something about it, about chairs and about 
posture, we found that if the unit of value 
was a dollar for this particular apparatus 
or article, immediately when you labeled 
it health apparatus, it became worth $2.50. 
If you had to lower it or cut two inches 
off the leg, that was worth $1 more for 
the extra work; if you had to heighten it, 
it took more material and that cost 
another dollar. I have often wondered 
and thought why wouldn’t it be possible 
to get out some of these at the same reas- 
onable price that ordinarily any ordinary 
apparatus may be bought at. ‘Applause.) 

MR. NORMAN FRADD (Cambridge, 
Mass.) : Mr. Chairman, Ladies and Gentle- 
men: I would like to emphasize the need 
of stressing the education of the average 
physical educator. I think there is a 
great dearth or lack of knowledge as to 
what it is all about. The average phys- 
ical educator is very easily discouraged 
when you start to talk posture or postural 
education to him. I think the broadcast- 
ing or educating of this main source of 
supply for the schools should be stressed 
in this report on body mechanics. 

Also, I would just like to comment on 
what Dr. Osgood has said. In annually 
examining Harvard freshmen, we get 75 
or 80 per cent in that C-D classification. 
This year we have 34 per cent in our D 
classification and some 48 per cent in 
our C classification. 

Also, I would like to stress the point of 
the carryover value in this educative proc- 
ess. Noted physical educators and medi- 
cal men say it has no value, that you teach 
them and then they still have C or D 
posture. 

I was interested in looking over two 
surveys made which were widely contrast- 
ing.. One was in a supposedly very high 
class private school which has b2en cov- 
ered the last seven years and those en- 
tering in the first form averaged C’s and 
D’s,.but the sixth form in the past five 
years have all been higher. The average 
in these various forms, the first to the 
sixth form in this school (I will tell the 
name, Groton), the ascendancy from the 
D to the A is marked, and it is very, very 
rarely that of the 20 to 40 boys who enter 
Harvard from Groton annually we ect a C 
or a D classified boy. They are all A’s 
or B's. 

The same thing is similar in a Summer 
camp survey which I had the pleasure 
of making in New Hampshire for the past 
seven years. Boys there for their first 
season average C’s and D’s, but the boy 
who has been there two or three years 
always moves up. Their educationa) 
standard there so far as physical educa- 
tion of the camper is extremely high and 
someho » or other, without especial em- 
phasis, using the educational values, you 
might say, and the imitative values and 
the esthetic values of the entire personnal 
of the camp, that standard is very, very 
high, in fact it is the highest of some ten 
camp surveys I made three ycars ago. 
These carryover values do take. 

It is just as e to combat as the come 
ment of an English master once made to 
me at Groton. He said, “I wish you could 
see these kids when you are not around 
here. It is all right for you to give them 
an A or a B rating when you make the 
survey, but you ought to see them in the 
dormitories or at the table.” 

I said, “What do you teach?” 

He said, “I am an English master.” 

I said to him, “I wish you could hear 
some of your boys fall into the use of 
lingo and slang in the gymnasium when 
they are not in your presence.” 

And he saw the point. I think the point 
made is quite clear as to the expression 
Dr. Osgood used or one of the previous 
speakers used, regarding the training in 
the use of the knife and fork might be 
very different in different environments. 
(Applause.) 


Better Personnel Needed 


CHAIRMAN BROWN: I think the point 
Mr. Fradd brings out about the question 
of the need of people trained to carry out 
the instruction in the correction of body 
mechanics is one which those of us who 
are particularly interested in it find it very 
great. I hope that somebody here will 
talk more about that, because all the time 
we are getting requests, “Will you send 
somebody or tell me who I can get, a 
man or a woman, who will come to such- 
and-such a school to carry out the work?” 
Within 24 hours such a request has come 
and they say, “We have four physical 
directors at the school already. It is a 
large school. But none of them are car- 
rying on the work in the training of the 
body mechanics.” We want a place some- 











where from which we can get such peo- 
ple. If there is anybody here who can 
~give us any information about that, I am 
sure we would all hke to hear from them. 

DR. H. B. DUCE ‘Bath, Me): Mr. 
Chairman: There ig cone group of people 
of which no mention has been made, a 
group I think who perhaps know more 
of body mechanics than any other group. 
I think if you so desire, you can obtain 
your trained men and women from this 
source to carry on the work you wish. 
That is from the osteopathic profession 
I-think we are very well trained in the 
abnormalities and the correction thereof 
and if it is desirable to have a man of 
the quality that is preduced by our pro- 
fession to head your physical directions. 
I think there we can obtain one who is 
qualified and able to direct these abnor- 
malities. 

CHAIRMAN BROWN: I'am going to 
call on Miss Thomas who has had a good 
deal of experience in the work at Smith 
College to tell us what some of her ex- 
perience has been there with the students 
as they col to her and what she has 
found to be the hest way in training to 
carry out the correction of these troubles. 

Miss L. C. THOMAS ‘Smith College): 
Mr. Chairman, Ladies and Gentlemen: [I 
am a pes ist by nature and I am al- 
most too discouraged to speak about body 
mechanics. The most important fact that 
I find is that the teaching of body me- 
chanics seems to be divided into two 
halves, and one is the work and the teach- 
ing that is done by the physiotherapist, 
and the other is the werk in the physical 
education world. The physiotherapist has 
the medical profession in back of him and 
works so closely with thé doctors, and his 
interests lie in the medical side of body 
mechanics, principle and theories. 


The Problem of the Physical Educators 

When you turn to the physical edu- 
cators, they are @ little more skeptical 
and thev t do not back the medical 
profession. Many cf them won't recog- 
nize it and don’t feel that it is important 
enough to follow through. So in the 
physical education world the teaching of 
body mechanics seems to stand on a con- 
fused bs cround somewhere between 
medics! and educational theories. It is 
not traveling very fast, I think, from the 
doctor’s standpoint The work of the 
physiotherapist seems to move along 
slowly and gradualiy; but in the physical 
education world I fee) rather discouraged 

The other morning the director of our 
department, who jis my boss, came in and 
instead of saving g00d morning in the 
usual way, said, “How do you know body 
mechanics is important?” After all these 
years and after talking about it! 

All I said was, “How does anybody know 
anvthing?” and went en upstairs and tried 
to do my morning's work. 

It must be seven or eight years ago 
that one of the doctors at Columbia Uni- 
versity wrote and asked if I would come 
down there and talk over the teaching 
of body mechanics, which I did. After 
having a very enjeyable luncheon, he sent 
me home, saying that he believed the 
principles and the fundamentals of body 
mechanics were true and righteous all 
together, but he didn’t like the way we 
were teaching the subject. From that 
time to this he has never found a way 
sufficiently satisfactory te himself to 
teach the subject, and so at Columbia 
University right now there are hundreds 
of students being turned out every year 
to teach physical education who have 
never heard of body mechanics as far as 
the teaching of the subject from the be- 
ginning. The directer of our department 
is from there. I only mention it because 
she is perfectly willing to state that she 
is very skeptical about the subject and 
isn’t sure that it is important. So we 
will have to meve on rather independently 
of rather hard knecks like that that 
would be encouraging if you could find 
them here and there along the way. (Ap- 
plause.> 

CHAIRMAN BROWN: It is always a 
littie bit comforting te hear that others 
have had the same experience that you 
have. For a good many years those of 
us who have been interested particularly 
in this side of the work have had no 
friendly hands frem the medical profes- 
sion at large, but the way the medical 
profession is new beginning to consider 
the preventive side of medicine and are 
turning to us to help them in at least 
one part of it and that is one of the 
encouraging things 

I would like te hear from somebody 
else. I see Dr. Rugh, of Philadelphia. [ 
should hke to hear if he has anything 


to say 
T. RUGH :Philadelphia, Pa.): 










































DR. J 
Mr. Chairman, I have been very much 
interested in thig morning’s session 
Needless to say I am heartily in accord 
with all of the facts which have been 
broueht out One cannot follow ortho- 
pedic surgery for any length of time 
without being impressed with the impor- 
tance of the human body. In fact, that 
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is orthopedic surgery, the mechanics of 
the human body. The lack of knowledge 
of the mechanics is, as has been men- 
tioned here, one of the great drawbacks 
te the successful following out of our 
preventive and corrective work. 

I just mentioned a moment ago to Dr. 
Jaeger one of the most interesting ob- 
servations that it has been my lot to make 
was recently in boarding a train about 
20 miles out of the city. Sitting in the 
rear end of the car, I was privileged to 
watch at every station mothers and 
daughters getting on that train. My at- 
tention was immediately riveted on the 
tremendous difference in the posture be- 
tween the mothers and the daughters. 
In the past generation a great deal of 
attention was paid lo po e. In the 
present gencration it has been absolutely 
neglected. There I saw upstanding 
women, beautiful carriage, ane alongside 
them one or two d in the slouchy 
position without iy regard whatsoever 
to conditions of health. To me it was one 
of the most striking eraignments of the 
present day teaching ci m nics along 
all lines. 

I think the subject cannot be brought 
out too strongly. cannet be stressed too 
greatly to the public I want to put my- 
self thoroughly in aecer€ with what has 
been said as to the lack of the teachers 
in our public schools, individuals who 
have the fundamental knowledge of hu- 
man mechanics. I k that is one of 
our great needs at the present time, suf- 
ficient instruction to these who are going 
to instruct others. I fee) that a great 
step forward has been taken in this work 
of this Conference. and I feel that the 
work that has been done by this com- 
mittee, which has been Gone especially by 
Dr. Osgood, is goir co have its result be- 
cause of the siim ing effect upon those 
who are concerned with the teaching and 
who are interested in we ng the prog- 
ress of the healt and promoting the 
health of the coming generauons. (Ap- 
plause.) 

- MRS. O'DONOVAN ‘Boston, Mass): I 
just want to say I think you have all 


missed a point. “You e forgotten the 
icerable experi- 


stylist I have hace 
ence in a girls’ schocl ra good many 
at it is the style 


years back, and I knew 

to slouch and if you Gent slouch, you are 
not in -it. Until your sical directors 
and your physicians i your surgeons 
get to the. point of ecmitting the power 
which style has and fashion has, you 
will still miss your point. 

CHAIRMAN BROWN: If there is no- 
body else. I think we ai] agree with you, 
Mrs. O'Donovan, very cefinitely about 
that Education is the only thing that 
will ever get around that, and that educa- 
tion has to travel a long Way. 

MRS. O'DONOVAN: Cent we start with 
the stylist and educate those people? 

CHAIRMAN BROWN: I think we had 
better start with them and do more than 
educate them. 

MRS. H. G. SMITH ‘Washington, D. 
C.': I have been in the teaching field for 
some years now. I remember about 16 
years ago we tried to make a very modest 
survey of one of the wig school systems 
outside of Boston, and the school prin- 
cipal told us we might co it if we would 
catch the children at recess time, on the 
wing. so to speak, o after school, and if 
their parents allowed it. It meant we 
wished to take posture tracings with the 
clothing off above the belt. We had, as 
you can well imagine. a great deal of 
opposition, but we aid get 400 tracings 
of posture and bit by wit we got the board 
of education in this town interested and 
bit by bit we got the parents interested. 
You want to remember that was 16 years 
ago. If there was a Mrs. Kip Van Winkle, 
you can all appreciate hew I am feeling 
now, very much like that. 


Need of Single Beok fer Teachers 


It would seem to me from the teacher's 
point of view it is so hard to criticize 
and hard on the ‘eackers of physical 
education for them te receive the criticism 
sometimes that they con't do this, and 
they don't do thet when they have so 
much else to do. I think that now with all 
this tremendous wealth ef material that 
seems to have been gathered perhaps if 
it could be put in some condensed form, 
simple, even a primer, ey which any 
teacher in any grade im the primary 
schools could make 3t available for her 
uses, just exactly as we co a recipe book, 
when we want to meke a pudding, we 
go to Fannie Farmer, it would be of 
great help. It would seem to me all the 
brains gathered here could produce such 
a primer, such a cock. You know in 
calisthenics if the teacher hasn't prepared 
her-lesson for the czav, she runs to what 
is called the day's orcer and puts the 
class through the cays order. There 
must be someone, 2 grcup of people who 
could get together 2i) that has been 
learned up to the present time on body 
mechanics and put 3? ito such form that 
it would be simple and available and 
cheap also 

{t seems to me thai 
























































from the teacher's 
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point of view we have reached that point 
where we need something practical to go 
on. It is not from lack cf interest or 
lack of enthusiasm on the teacher's or 
the nurse's part, I am sure. It is some- 
times lack of material. ‘Applause.) 
CHAIRMAN BROWN: I am going to 
call on Dr. Osgood to answer the various 
questions and close the discussion. 


Answers te Questions 

DR. OSGOOD: Mr. Chairman, Ladies 
and Gentlemen: I think we were very 
fortunate indeed in having Dr. Carnett 
here. It encourages me very much that 
a surgeon of his eminence and. let me 
say, of his fairness of mind and the gen- 
eral respect with which he is held as a 
skilled surgeon, should come here and 
give us a surgical contribution to a subject 
which has been thought to be entirely an 
orthopedic one, or at least a pediatric and 
orthopedic one. We are very fortunate 
to have him here. 

Then Dr. ‘Talbot too adds a certain 
amount He is a research pediatrician. 
He stresses the need of further research. 
We ‘quite agree. But. of course, we must 
find, if we can, what are the ultimate 
causes of body mechanics. We stressed 
the importance of this. or we tried to, in 
our Committee for Growth and Develop- 
ment. But there is some scientific evi- 
dence going back to Sherrington’s theory 
of posture and tonus, as I tried to bring 
out The fact remains, however, we 
musn't forget. whatever its cause. bad body 
mechanics is not inevitable and it im- 
proves with training, and by and large 
the improvement is retained. 

Of course, the question of which came 
first, the hen or the egg, will continue 
to be debated probably until hens and 
eggs become extinct. But as long as we 
somehow manage to get chicken, we don't 
need to wait perhaps to establish on an 
absolutely firm basis the priority of either 
the hen or the egg. nor do we need to 
wait until we know all the causes of 
body mechanics before we begin to attack 
poor body mechanics with the hope of 
unproving the general health and well- 
being of the children. That is, it doesn’t 
make so much difference in our attack 
whether we wish to consider the associa- 
tion of poor body mechanics with poor 
health as casual or causal. The associa- 
tion is the important thing and the point 
of attack seems to me ought to be quite 
clear to us. 


Dr. Campbell Harvey speaks about 
school seating and posture We quite 
agree. It is right also that we should 


begin the propaganda, if I may include 
Dr. Jaeger’s and Dr. Wails’ discussions 
under this heading as group posture. I 
would like to call your attention to one 
thing. It is of obvious importance, as 
Dr. Jaeger says, that we should have a 
chair which makes it possible for the 
child to sit with the least effort in the 
best possible position. I would remind 
you that it is quite impossible. in my 
opinion, to build any chair that won't 
let any.child that wants to slump in it. 
Se that the main thing is to teach the 
child right and then, as Dr, Jaeger says, 
te furnish him every incentive by means 
of a chair. by means of regulation of 
desks to sit right. I do not think we 
should go ahead attempting to build a 
chair that keeps any ehild in the proper 
pesition without his own effort. 

Dr. Jones of Philadelphia speaks of the 
balance of the feet, and this being bound 
up with the question; he is quite right. 
in all surveys of the feet in connection 
with bedy mechanics there is found to be 
about 50 per cent or more foot defects. 
In Cook's survey of Yale, he found some- 
thing over that percentage in which the 
men showed pronation of the feet, not a 
perfect weight bearing line. In our dis- 
cussion of the problem we called attention 
to that necessity. I may not have called 
it im reading the report. 

An interesting thing is that in Cook's 
survey although something hke 60 or 70 
per cent of his people who demonstrated 
poor posture had foot defects in the sense 
of slight pronation, only 7 per cent of 
them had any symptoms, but that is a 
factor of course. The whole alignment 
of the body is important in relation to 
correction of feet and posture. 

I think Dr. Brown's work is most sug- 
gestive and we thank him for reporting it. 
It is most encouraging. We find that sort 
of work is going on and they are becom- 
ing posture conscious, we may say, down 
there, and realizing its importance rather 
than the more violent forms of physical 
exercise. 

There is no reason at a)), Dr. Wails, why 
you shouldn't start a manufactory of 
cheap chairs, and we wil a!) buy your 
product 

Mr. Pradd speaks with great efficiency 
and experience behind him. He started 
in the war and he knows exactly what 
the problem was there. His testimony, it 
seems to me, of carryover of posture is 
very valuable to him. 

Dr. Duce, of Maine. suggests that os- 
teopathic physicians might help us and 
we need all the help that osteopathic phy- 
Sicians can give us. We welcome it. Of 









course, from the position Dr. Brown spoke 
of, Dr. Duce, it is very hard for us to find 
any physic'an who is ready to give up all 
his time te training boys and children in 
school. That is a full time job. I fancy 
you have the same difficulty in finding 
many osteopathic physicians who would 
be the right sort and who would give 
enough time to this training; that is, you 
are beyond the physical educator stage, 
as you Say, and we hope we are, and we 
cannot give the time that is necessary. 
What we need is to train out some phy- 
sical educator who will be in shape to do 
it, whether he is trained by an osteopath 
or general physician or somebody else, it 
doesn’t make the slightest difference so 
far as that is concerned. 

Of course, the whole point of Miss 
Thomas’ remarks is this is the time to 
begin the work. This is exactly what we 
are for, to put a few stars in the night or 
perhaps a planet or two and try to bring 
on a@ miracle of Joshua again and make 
the sun stand still while the rest of the 
people see the light of day. That is ex- 
aclly what this Conference is going to try 
to do. That is exactly what Miss Thomas 
has been working hard to bring about. I 
think it is entirely a thing we might ex- 
pect; it is an optimistic result. I think 
in that relation I am almost as much of 
an optimist as a little boy who was known 
by his father to be an optimist, while his 
brother was Known to be a pessimist. He 
thought this strange difference in these 
two boys should be studied at close range 
and so at Christmas he gave the pessi- 
mist all the toys he asked for. and took 
the optimist’s stocking and stuffed it with 
hay. 

Then in the morning he stood around 
the corner And watched these children 
open their Christmas presents. The opti- 
mist said, ‘“‘What did you have for Christ- 
mas?” 

The pessimist said, “They gave me a 
lot of toys. I know most of them. I shall 
soon get tired of them. What did they 
give you?” 

He said, “You know, they gave me a 
pony. He has run away, but I shall find 
him all right- 


We Must Pull Together 


That is the attitude which we have got 
to take to put over this thing somehow or 
other. Nobody seems to disagree with us 
violently on the subject, so then it is a 
question of all pulling together. 

To have a man of Dr. Rugh’s distinc- 
tion as an orthopedic surgeon come and 
say he believes in this thing as thoroughly 
as we do is tremendously encouraging also. 
I feel very sympathetic with the poor 
young debutantes of Pennsylvania from 
his description of their deplorable state 
as he watches them from the train. I 
rather fancied the debutante slump was 
going out of fashion. Mrs. O'Donovan 
says not. Of course, I know nothing of 
it. My opinion is it is going out in some 
instances, because athletics is coming in 
without any question in the modern fe- 
male generation. People are caring more 
about it in my part of the country than 
in yours. 

MRS. O'DONOVAN: Not 
evening clothes. 

DR. OSGOOD: No, I suppose those are 
poor sorts of things to do athletics in. 
Still from some I have seen, I think they 
might be excellent things. ‘Laughter.) 
At any rate, with more athletics you are 
bound to get better posture, I am fure, 
and better body mechanics. 

Mrs. Smith's idea of a primer is excel- 
lent and it is already—well, we will give 
her the credit for the originality, but it 
has been thought of, and I hope it will be 
written. 

I think there is one person here, or two 
groups of people that ought to be given 
great credit for this posture work, and 
one is the Children’s Bureau for its con- 
ducting of the Chelsea survey, which was 
the first really definite hard and fast in- 
formation which can be subject to an- 
alysis, which proves of value, and another 
is a member of the committee who hasn’t 
been introduced, but I will ask him to 
stand up and bow to the audience. His 
name is Dr. Klein. Dr. Klein has been 
the person in charge really from the phy- 
sician’s point of view of the Chelsea sur- 
vey, and it was largely due to his and 
Miss Thomas’ activity and unselfish work 
that the Chelsea survey was possible. 

I fancy the whole thing we have got to 
do is to remember something that I think 
Ruskin said, in relation to this question 
of posture. It ran something like this: 
“All you have really to do is to keep your 
back as straight as you can and not to 
think about what is on it, above all, not 
to boast of what is on it. The real mean- 
ing of virtue is that straightness of the 
back.” ‘(Applause.) 

CHAIRMAN BROWN: I would just like 
to say that the reason we did not call 
upon Dr. Klein to speak was that he told 
me I had better not. I always try to make 
myself agreeable to everybody. I think we 
will call this meeting to a close today and 
thank you for coming and giving us your 
suggesions 

The meeting adjourned at 12:10 o'clock. 


with their 


Committee C—MEDICAL CARE FOR CHILDREN 


HIS session of the Committee on Med- 
ical Care for nudren on Nursing con- 
vened at 9:50 o'clock Thursday, Feb. 19, 
1931. Miss Edna L. Foley, R. N., super- 
intendent, Visiting Nurse Association of 
Chicago, presiding 

CHAIRMAN FOLEY: It is impossible to 
open a meeting of this Committee on 
Nursing without eferring to its first 
chairman. Lillian C.ayton, President of 
the American Nurses Association at the 
time of her death and Director of Nurses 
in the Philadelphia General Hospital. The 
Committee has, 1 am sure, attempted to 
plaa its report in the spirit as well as the 
method in which M.ss Clayton would have 
done it had she en spared to see it 
through 

Thereiore, in p 
moring, the Conn. 





esenting the report this 
tree does it not only 


Thursday Morning Session, February 19, 1931 
NURSING 


as a veport of the Cc ittee on Nursing, 
but im the sense of a emorial to Miss 
Clayton and scme of the ideals for which 
she stood 

It would Jave been 
members of this Conn 
pared this materia) : o short a time as 
i3 or 14 months hac .t not been helped by 
nurses throughout the ccuntry, nurses who 
are members of the American Nurses As- 
sociation, the Nationa] League of Nursing 
Education. and of 1) ‘ational Organiza- 
tion for Public Hea:th Nursing. As most 
of you know, those «ree national bodies 
represent very largely the nursing pro- 
fession of America. I suppose here and 


impossible for the 
itree to have pre- 








there there is a nurse who isn’t a mem- 
ber of one or all of them, but she is a 
rare specimen 

They have their national offices in New 
York City and each one has its executive 
director. It is a bit unusual for a pro- 
fession less than 100 years old to be s0 
firmly established by national and State 
and local organization. You have national 
offices, national executive secretaries and 
two published, accepted organs—the Amer- 
ican Journal for Nurses, and the Public 
Health Nurse 

The report this morning will be pre- 
seuted by tine chairman, Miss Stella Goos- 
tray, BR. N., Superintendent, School of 


Training, Children’s Hospital, Boston, and 
secretary of the National League of Nurs- 
ing Education. It gives me a great deal 
of pleasure to introduce Miss Goostray, 
for whom I am acting only temporarily, 
because it was decided that the chairman 
of the committee who presented her re- 
port should be spared from conducting her 
own meeting. (Applause.) 


MISS GOOSTRAY: Mr. Chairman, 
Ladies and Gentlemen: This Subcommittee 
on nursing has as its purpose the con- 
sideration of the part the nurse plays in 
health care for children. In its present 
conception, nursing care for children em- 
braces within its limits care of the whole 
child, mind as well as body; attention to 
the whole environment, social as well as 
physical; the promotion of health and 
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prevention of disease as well as bedside 
care in case of iliness. To contribute its 
share to the health education of individ- 
uals, families and communities is the ul- 
timate aim of any nursing service, whether 
given privately in homes, whether given in 
hospitals or whether given through public 
health meursing agencies. The nurse be- 
longs to one of several professional groups 
which exist to promote the health of the 
individual, family and community. 

In order to secure nursing service in 
this broader sense, it is clear that a nurse's 
preparation must qualify her not only for 
expert technical nursing skill but must en- 
able her to adapt it to the meeds of every 
individual, under varying social, economic 
and educational circumstamces and under 
various conditions of health and disease. 

The three essentials necessary for the 
nurse to acquire in order to give real nurs- 
ing service in all branches to children as 
wellas adults are, to quot® from the “Re- 
port of the Committee on Education of the 
International Council of Nurses, 1930’*: 

“The fundamental scientific principles 
which guide nursing practice. 

“The technical and social skills which 
constitute the art of nursine. 

“The Ihumanitarian and professional 
ideals which determine the spirit and at- 
titude of the nurse.” 

In this report it is the plan of the Com- 
mittee to consider in the order indicated: 

a. The functions of the murse in pedi- 
atrics. 

b. Qualifications and preparation of the 
nurse for her functions in pediatrics. 

c. The adequacy of performance of the 
nurse of her functions in the various fields 
of child health. 

d. Comeclusions and recommendations. 

The report is a statement of opinion of 
the Comamiittee members, supported and 
supplemented by information received 
from questionnaires, as well as published 
and unpublished studies of mational nurs- 
ing organizations and reports of special 
research Gommittees (Appendix A). While 
it is not possible to reach amy final con- 
clusion from the material @athered from 
the questionnaires alone, certain trends in 
the presemt situation are clearly indicated. 


a. The Fuamections of the Nurse in Pediatrics 


The Cormmittee considers the functions 
of the graduate nurse in pediatrics to be, 

To help care for sick children in their 
own homes, in hospitals, climics and other 
institutions. 

To help promote the health of children 
wherever they may be. 

To help teach parents and others how to 
care for children sick or well. 

She may be performing these functions 
as a private duty nurse, an institutional 
nurse, a dispensary nurse, 2m office nurse 
or as a public health nurse, in a rural or 
urban community. No matter in which of 
these fields she functions, she has a re- 
sponsibility for child health promotion 
and education as well as for care of sick 
children . 

For purposes of this report the services 
of the nurse will be classified under private 
duty nursing, institutional mursing and 
public health nursing. It is mot possible 
to give exactly the percentage of nurses 
in each Of these three general fields; but 
inastudy made in ten States in which the 
records Of 24,389 nurses actively engaged 
in work were submitted it was found that 
54 per cemt are in private duty, 19 per cent 
in public” health and 23 per cent in in- 
stitutionasl work and 4 per cent in un- 
classified sactivities.** 


IK. Private Duty Nursing 


By private duty nursing is meant. that 
type of nursing whereby one nurse is em- 
ployed to care-for one patient either in 
the home or hospital. In the hospital this 
service is called. “specialing,”” the .patient 
receiving the exclusive services of one 
graduate _murse for the total -number of 
hours the murse is on duty. She is not 
considered a regular or permanent em- 
ploye of the hospital but is secured through 
the medium of a registry. Her services are 
paid directiy by the patient. 

Sometimes the services of a special nurse. 
or private duty nurse.in a. hospital are 
divided between two.or. more patients. 
This is called “divisional specialing.” In 
such an arrangement the nurse is not part 
of the hospital staff and is paid directly 
by the patient. 

Although the center and focus of the 
nurses’ wOrk in private duty is the actual 
bedside care of the sick, it offers unusual, 
opportunities for the nurse to contribute 
to the health promotion of inGividuals and 
families, particularly in the home. 

In private duty nursing for children, it 
is as important for the nurse to be able 
te cope successfully with problems of child 
management as it is for her to be able 
to adapt ner technical nursing skills to all 
age groups. In the home she will be suc- 
cessful only to the.extent that she fits her- 
self well imto the family situatian. 


IK. Xnstitutional Nursing 


By institutional or hospital nursing is 
meant the service given by graduate 
nurses aS members of the staf¥ of the hos- 
pital and of the nursing school. The 
school of musing is the institution respon- 
sible for the instruction of students and 
the function of its officers are here purely 
educational. It is usually the department 
of the hospital responsible for managing 
the nursimg service and the functions of 
its officers are in this capacity executive. 
The staff which carries on these execu- 
tive and teaching functions includes the 
following : 

The superintendent or director of nurses 
who is uSually also the primcipal of the 
school. 

Assistant superintendents both for day 
and night, according to the size of the 
hospital amd school and the character of 
their work. 

Instructors and supervisors according to 





(*A note on the Committee «-1 Education 
of the International Council of Nurses will 
be found im Appendix C of the full report.) 

(*“Nurses, Patients and Pocketbooks,” 
report of the Commitiee on the Grading 
of Nursing Schools. This book will be re- 
feired to frequentiy in the text of this 
report. A ameote on it will be found in Ap- 
pendix C of the full report. 


the number of services, students and sub- 
jects to be taught. 

Head ‘nurses or charge nurses in all de- 
partments (medical, surgical, obstetrical, 
pediatric, operating room, etc.). 

Every graduate nurse who is in contact 
with the student nurse should be regarded 
as a teacher. The fundamental training 
for this group must be the same as for all 
nurses, but it is obvious that positions of 
an executive and educational nature re- 
quire additional training and experience 
in proportion to the responsibility involved. 

In addition to this executive and teach- 
ing staff a group of graduate nurses known 
as general staff nurses are to be con- 
sidered under institutional nursing. These 
nurses, often called “graduate floor 
nurses,” perform nursing duties of a gen- 
eral nature in the hospital as regular, 
permanent members of the nursing staff. 
They are assigned to duty wherever their 
services are needed. ‘The purpose of gen- 
eral staff nursing is to secure a stable 
nursing service and thus a better ratio of 
nurses to patients is maintained and the 
nursing care of patients is improved. This 
system also insures better planned educa- 
tion for the student nurse to equip her for 
better service to the community later. 

Group nursing may also here be men- 
tiomed in connection with institutional 
nursing. Group nursing is the term ap- 
plied to that type of nursing service where 
several patients are grouped in a special 
ward and receive care from one graduate 
nurse, a member of the hospital staff on 
the monthly pay-roll of the hospital. 


III. Public Health Nursing 


Public health nursing is defined as an 
organized community service, not for prof- 
it, rendered by graduate nurses to the in- 
dividual, family and community. This 
service includes the interpretation and ap- 
plication of medical, sanitary and ‘social 
procedures for the correction of defects, 
the prevention of disease and the promo- 
tion of health, and may include skilled 
care of the sick in their homes. 

A picture of different types of adminis- 
tration of nursing services is shown from 
the “Census of Public Health Nursing in 
the United States,” taken by the National 
Organization for Public Health Nursing in 
1924. Exclusive of social service, dispen- 
sary and industrial nursing, this Census 
showed a total of 11,171 full-time graduate 
nurses employed by 3,209 public health 
agencies. 

398 private public health nursing agen- 
cies employed 2,516 nurses. 

473 local clinics and branches of the 
American Red Cross employed 574 nurses. 

128 tuberculosis associations employed 
227 murses. 

103 public health associations employed 
125 nurses. 

424 other 
nurses. 

It is interesting to note that more than 
one-half of the nurses’ were employed by 
branches of official agencies such as Fed- 
eral, State, county or municipal govern- 
ments. 

Of the 3,045 
States: 

866 had some 
the entire area. , 

379 had some local nursing service for 
part of the area. 

1,800 were totally unprovided for. 

While these are the latest authoritative 
figures, more recent but ‘less extensive 
studies make possible an estimate of about 
20,000 public health riurses engaged in all: 
the various branches of the work. 

Public health nursing in the field of 
child health begins in the prenatal 
period and extends through birth, infancy, 
preschool and school age. ° THe’ public 
health nurse gives service through visits 
to the home; through visits of parents 
and child to conference and ‘clinic; 
through visits to various persons and or- 
ganizations in behalf of the child ‘and 
through instruction to mothers’ classes 
or Rarents’ meetings, etc. ‘ 

The health of the child is largely de- 
pendent on the right habits of living of 
the. mother before birth and on the es- 
tablishment of right health Habits in very 
earlier infancy. It is also dependent on 
the health of the family, improvement of 
which is sought through discarding un-’ 
desirable habits of everyday living and 
establishing better new ones. The per- 
sonal nature of health education of the 
public—or public health, then is obvious. 
Since daily healt habits are usually 
started and centered in home life, a 
worker who can bring health knowledge 
to the home, who can show the family 
how to adapt it to everyday living and 
who can teach how to make the best use 
of community resources for individual 
health is indispensable in the _ public 
health scheme. Such a worker is the 
public health nurse. 


Special Opportunities 

The particular technical skill in the care 
of the sick which she has acquired in 
her nursing course equips her to bring 
relief in family emergencies such as ill- 
ness. For example, in the case of a sick 
baby, the public health nurse goes into 
the home to give nursing care to the baby 
and teaches the mother to carry it on in 
her absence. The nurse supplements and 
supervises the nursing care until the 
emergency has passed. By that time she 
should have established for herself a 
strategic position which enables her to 
teach the principles of disease prevention 
and health promotion to all members of 
the family. Since she goes into many 
homes she has an opportunity of extensive 
health education. 

Powers of observation of physical signs 
of health and disease developed in her 
nursing course are aS important in a 
public health program of prevention as in 
bedside care of individuals. 

The unusual opportunity of continuous, 
close and responsible relationship with a 
variety of persons, which her three years 
in a hospital has given her, helps her 
later to establish and maintain similar 
relationships in homes, thereby creating a 
favorable field for carrying on health 
education. 

Through 


nonofficial agencies 1,194 


counties in the United 
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through well-supervised experience in a 
public ‘health nursing’ agency which of- 
fers systematic education to its staff, the 
nurse learns to apply her nursing knowl- 
edge and techniques to public health and 
learns to supplement individual instruc- 
tion in the home with group instruction, 
and by making use of opportunities of- 
-fered in health centers and conferences. 
Broader education for the field of public 
fealth nursing is more strongly indicated 
than ever by the tendency to accept the 
ideal of one public health nurse for a 
family rather than a special nurse for 
each type of problem or age group, such 
as an infant welfare nurse for the baby, 
a maternity nurse for the mother, a bed- 
side nurse for the father when he is 
sick-and a school nurse for the older chil- 
aren. The public health nurse who knows 
the whole family and the health needs of 
everyone in it thoroughly can make more 
intelligent. practical plans for all family 
members than several nurses, each con- 
cerned with the particular need of one 
particular person. 


b. Qualifications and Preparation of the 
Nurse for Her Functions in Pediatrics 
I. General Qualifications 
The work of nursing demands young 
women of good intelligence and sound 
health of body and mind. Absolute trust- 
worthiness, keen powers of observation, 
accuracy, adaptability, kindliness towards 
and understanding of people as wel] as 
technical skill are fundamental for the 
work of nursing. “No worker is welcomed 
to the ranks of nursing who does not put 
the ideal of service before that of re- 

muneration.”* 


Il. Preliminary Education 

It is generally agreed and so stated in 
“A Curriculum for Schools of Nursing”; 
that every entrant into a school of nurs- 
ing should have at least four years of high 
school or its equivalent. This standard for 
entrance to schools of nursing has also 
been ratified by the Committee on Grad- 
ing of Nursing Schools. Without the 
reasonable general educational back- 
ground, the nurse, like everyone else, is 
handicapped in the acquisition of profes- 
sional education as well as in the later 
performance of her functions in any 
branch of nursing. Although high school 
education is within the reach of almost 
any intelligent young woman, statistics 
show that many who have not completed 
high school are still admitied to our 
schools of nursing. The Committee on 
the Grading of Nursing Schools: with 
records for 59,612 students found that: 


8% have had one or more years of 
college. 

65% are high school graduates. 

10% have had three years of high 

school. 

11% have had two years of 

school. 
5% have had one year of high school. 
1% have never gone beyond the 
eighth grade. 

It should also be remembered that the 
average girl coming from high school to- 
day is much younger than the girl who 
entered nursing twenty years ago, and 
that these four years of secondary educa- 
tion are fair to her as well as to the field 
of nursing. There are so few openings 
today for technically trained people who 
have not finished high school that em- 
ployment bureaus of all types are ¢rowded 
with women who secured professional 
training in spite of a meagre general edu- 
cation. “While nurses with low academic 
preparation are rather more numerous 
in private duty than public health -or in- 
stitutional nursing. conditions are serious 
In all three fields.” || 

The majority corriplete. high school at 
17 or 18 years of age. Because of the 
peculiar responsibilities which nursing 
involves, it is obvious that wonfen under 
18 years of age should not be admitted 
to schools of nursing. 

Ill. Preparation in Schools of Nursing 

Scarcely sixty years have elapsed since 
the first training schools for nurses were 
established in this country, and these 
training schools marked the beginning of 
modern nursing. The field of nursing in 
that day was practically limited to bed- 
side nursing in the home and in the hos- 
pital. The development of medical sci- 
ence, with its emphasis on preventive 
medicine, has made the opportunities for 
a like development in the profession of 
nursing and has resulted in opening a 
larger number of fields to the nurse. 

Beginning with 1880 there has been an 
increase in nursing schools from 15 to 
approximately 1,900 accredited schools of 
nursing. An accredited school of nursing 
is one which meets the requirements of 
the State board of nurse examiners of a 
given State. The graduates of that school 
are eligible for registration, and when so 
licensed may use the term “registered 
nurse.” It is estimated by the Committee 
on e Grading of Nursing Schools that 
these schools graduate approximately 20,- 
000 nurses each year. 

While we are here concerned primarily 
with the preparation of young women for 
nursing in pediatrics, we cannot consider 
it apart from the general preparation for 
nursing. In the recent study of the Com- 
mittee on Grading of Nursing Schools of 
1,229 accredited schools which answered 
the question relative to the daily average 
number of patients, it was found that 
one-fourth of these were connected with 
hospitals having a daily average of 42 
patients or less. Seventy-five (75) of 
these hospitals had a daily average of 19 
or less patients. One thousand three hun- 
dred ninety-five (1,395) accredited schools 
of nursing answered the question on the 
size of the student body. There were 60 
schools which had an enrollment of from 
two to nine student nurses and 241 schools 
had an enrollment of from 10 to 19. One- 
fourth of all the schools had 22 or less 
student nurses enrolled. 

It is questionable if a hospiial with a 
daily average of less than 50 patienis has 
sufficient clinical material to warrant or- 
ganiziny: a school of nursing. The com- 
mitlee on education of the International 
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sentatives of the nursing organizations of 
30 countries, has gone on record as believ= 
ing that no hospital with less than a dally 
average of i100 patients should have a 
school of nursing. A prerequisite for en- \ 
rollment in the American Red Cross Nurs- 
ing Service is graduation from a general 
hospital which has a daily average of at 
least 50 patients. According to the re- 
quirements, schools connected with hos- 
pitals having iess than this number must 
provide for six months’ to one year’s af- 
filiation in hospitals of the required size. 

It is considered important that every 
student have pediatrics as a part of her 
fundamental nursing education. The cur- 
riculum of the National League of Nurs- 
ing Education suggests three months of 
ward practice in the care of sick children 
in a 3-year or 28-month course. It also 
suggests that 30 hours of classroom in- 
struction be provided—divided as follows: 

Fifteen hours for lectures and clinics 
on the medical aspects to be given by a 
pediatrician; 14 hours in nursing classes, 
quizzes, demonstrations and excursions to 
be given by the instructor or the super- 
visor of the pediatric department; 1 hour 
for examination. 


A reference to the State board require- 
ments in a number of States shows that 
the minimum service aceredited in chil- 
Gren’s experience is a three-month serv- 
ice in a children’s ward having a daily 
average of 10 babies and children under 
12 years of age, provided at least 5 of 
them are medical cases. In some in- 
stances there is the added proviso that 
the ratio of patients to students must not 
fall below 4:1.: If this means that at 
any one time there may not be more than 
one nurse to four patients on a ward, it 
should be considered a minimum reguire- 
ment. No service in a hospital is good for 
teaching student nurses unless the pa- 
tients are receiving adequate and high- 
grade nursing service. Such service in 
a children’s ward is not possible with a 
ratio of one nurse to four paticnts for a 
12-hour period, and certainly not for a 
24-hour period, each nurse being on duty 
eight hours. Many hospitals are finding 
that at least two nurses for three sick 
children are necessary for that period, 
especially if there is a large proportion 
of infants and young children. This does 
not mean that at any or all times of the 
day or night within 24 hours will there 
be two nurses to three patients en duty. 
The total number of nurses based on this 
ratio is distributed throughout the 24 
hours, but usually there is net the same 
number of nurses between 7 a. m. and 12 
p. m. as between 11 p. m. and 7 a. m. 

Adeauate pediatric nursing ex»verience 
does not depend only dn the type of cases. 
Although the value of medica! cases 
should not be minimized, all children in 
a hospital, regardless of condition, present 
a}] the problems of child care. For cxam- 
ple, babies with surgical conditions pre-- 
sent problems of feeding and gen-val child 
care similar to those of babies with medi- 
ca! conditions. 


Extent of Experience 

It would seem advisable that all chil- 
dren in a hospital, whatever the reason 
for being there, be placed on a children’s 
service to insure better eare of the child 
in all respects:‘and also to add to the 
accredited service for student nurses in. 
the care of children. In -hospitals where 
children are scattered among the various 
services, student nurses do not receive 
credit for pediatrie experience by boards 
of nurse examiners: “4 

As to the ‘coritent of: experience, the 
pediatric nursing service “should include: 
the care of very youhg children, as wel? 
as those of latér ‘years. :-It should provide 
experience in the milk room in the prep- 
aration of: special: formulae and infants’ 
diets along with observation and study 
of the child for whom the feeding has 
been prepared. Medical and surgical con- 
ditions of childhood will usually be in< 
cluded in a geod pediatric. exnerience.” 
The curriculum further states that “op- 
portunity should also ‘be given for obser- 
vation of normal:children, such as may 
be found in the children’s and wel) babies’ 
clinics and in the nursery school. Dis- 
pensary experience in the children’s clinic 
is invaluable not only from the clinical 
standpoint, but from the standpoint of 
teaching and prevention. Visiting and 
follow-up work in connection with the 
children’s service:is also very important.” 
It outlines-as the objects of. the course: 


“1. To help nurses ‘to understand some- 


“thing of the physical and mental develop- 


ment of normal children and acquire a 
knowledge of child psychology and the 
essential principles of child ‘hygiene and 
mamagement, so that they can intelli- 
gently care for normal children and teach 
others to care for them properly. 

“2. To teach them the principles in- 
volved in the care of sick or well chil- 
dren, the nursing procedures peculiar to 
the care of children, the usual manifesta- 
tions of disease and the means of pre- 
vention of disease. 

“3. To make the nurse realize the im- 
portance of maternal feeding, to make her 
skillful and exact in milk modifications 
and diet regulation of both sick and well 
children, and to emphasize the importance 
of proper feeding as a therapeutic meas- 
ure in the diseases of infancy. 

“4. To give sound basis for later work 
in connection with public health and child 
welfare. 

“5. To give nurses some appreciation of 
the causes and social aspects of infant 
mortality and thus secure their interest 





*Suggested Gode of the American Nurses 
Association. 

‘This curriculum will be 
frequently in this report. 

‘The Committee on the Grading of 
Nursing Schools will be referred to: fre- 
quently in this report. 

Pax 254—“Nurses, Paticnts and 
Pockethooks.” Committee on the Grading 
of Nursing Schools. 
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and cooperation in the conservation of 
child life.” x 

The correlation of theory and practice 
is a sound educational principle and is a 
necessary safeguard to the patient as well. 

That the 90 days of experience sug- 
gested as the minimum is by no means 
generally .put into effect at the present 
time is apparent. from the records for 
15,694 students in the 1928 graduating 
classes of 1,131 schools. (Graph showing 
these records will be included in final 
report.) 3 

This subcommittee on nursing has re- 
ceived information from 550 schools where 
the average of practical experience with 
sick children was 13.9 weeks. It is evi- 
dent that the schools which answered 
this question were those which are able 
to give the suggested amount of practi- 
cal experience, but the evidence submit- 
ted.by the larger number of schools to 
the Committee on the Grading of Nurs- 
ing Schools does not coincide with this 
average. This will be seen by a reference 
to Graph 6, Exhibit III, Appendix B. 

Again the hours of theoretical instruc- 
tion in these 550 schools varied from 4 
to 100 hours, the average being 28.6. 
Another Graph, Exhibit II, Appendix B, 
based on the 1928 graduates of ~schools 
of nursing indicates that the majority 
of students did not receive 30 hours of 
classroom instruction. There is a great 
difference in length of pediatric experi- 
ence between students in the same class 
in the same school as well as in the 
length of the pediatric experience be- 
tween schools. 

The questionnaire returns from 550 
schools of nursing also show that on the 
whole there is little opportunity offered 
in these schools for practical experience 
with well children, and the educational 
and psychological aspects of child care 
are given no place, or very little, in 
courses for nurses. 


Communicable Disease Nursing 

A very serious defect in the training 
of nurses and one which is even more 
important to those who intend to do 
pediatric nursing is the lack of experience 
in communicable disease nursing. In the 
study made by the Committee on the 
Grading of Nursing Schools it was found 
that only one school in three provided any 
ez—rience in this service, and in consider- 
ing this one in three it is to be noted that 
many of these schools only provided it 
for a few as an elective. Inasmuch as 
the incidence of communicable diseases 
is greatest among children, it is impor- 
tant that as many nurses as possible have 
experience in this branch of nursing as 
part of their preparation for pediatric 
nursing. 

Some very important factors which in- 
fluence the preparation of the nurse in 
pediatrics are, of course, inherent in the 
general conditions of nursing education. 
Schools of nursing are established in 
hospitals whose first consideration is pro- 
vision of nursing service for the hospital 
rather than the education of the nurse 
for the best possible service to the com- 
munity later. Many hospital schools are 
not sufficiently well organized for the 
educational neéds of the students. In- 
struction is slipshod and not effectively 
correlated with practice. It is evident 
that more often than not hospitals estab- 
lish schools of nursing in order to provide 
a cheap means of obtaining nursing serv- 
ice arid, therefore, base the experience 
given to the student nurse on the daily 
needs of the hospital without considera- 
tion of her future work in the community. 

There are not enough hospitals in the 
United States which have sufficiently 
large and active services in pediatrics to 
offer this training through their schools 
of nursing. The quantity and variety of 
teaching material in pediatrics in schools 
of nursing is being more and more limit- 
ed. There are a number of reasons for 
this. for instance: 

(1) The tendency to care for sick chil- 
dren at home instead of in hospitals since 
it is generally believed that all children 
thrive better at home than in institutions. 

(2) The tendency when children are 
cared for in hospitals to discharge them 
so quickly that no opportunity is given 
students to learn the special care required 
during convalescence. 

(3) The present-day program of pre- 
vention keeps a much larger number of 
children well. This is notably seen in the 
decrease in the number of children suf- 
fering from bone tuberculosis, in the les- 
sening of diarrhea among young infants 
and in the reduction of the number of 
diphtheita cases. 

Inasmuch as it is true that experience 
with sick children in hospitals is limited 
and that more young women are being 
prepared for nursing than ever before, 
where the experience in the hospital is 
inadequate it should. be supplemented by 
experience in other types of institutions 
and public health nursing agencies which 
meet the standards necessary for student 
nurse affiliation. To ask that every stu- 
dent in every school of nursing be re- 
quired to have three months of experi- 
ence in pediatrics in a hospital ward 
under present conditions is an impossi- 
bility. The question arises, however, 
whether all hospitals which are at the 
present time conducting schools of nurs- 


ing are justified in so doing when they 
cannot either by experience in their own 
hospital or by affiliation give the student 
nurse the training which will make it 
safe for her to care for any type of pa- 
tient. 


IV. Additional Preparation for Pediatric 
Nursing in Post-Graduate Courses 
Existing post-graduate courses can, for 
the purposes of this report, be classified 

into two types: 

1. Those which offer additional or sup- 
plementary experience to nurses after 
graduation from a general nursing course 
deficient in pediatrics. 

2. Those which offer advanced work in 
pediatrics, in addition to that received in 
@ general nursing course, to nurses who 
wish to specialize in pediatric nursing. 

Since thcre is such great variety in 





amount and kind of pediatric experience 
received by individual students in various 
schools of nursing, as illustrated in Ex- 
hibits I, II, III and IV, Appendix B, there 
are many nurses who, after graduation 
from general courses, feel it necessary to 
make up for their lack of training for 
children’s work by means of type A 
courses. 

The general nursing course is expected 
to give nurses some experience in the 
care of children, but does not equip them 
sufficiently well for positions such as 
directors, supervisors or instructors in 
pediatric departments. ~- Neither does it 
qualify them for public health positions 
where knowledge of the positive aspects 
of child health, methods of health edu- 
cation, ete., are indispensable. Thus, ad- 
vanced post-graduate courses, type B, are 
necessary for this group of nurses. 


General Courses 


Post-graduate courses of both types are 
available as follows in the United States: 

1. In *12 schools of nursing in the 
United States (out of 77 offering any 
post-graduate courses in nursing) stu- 
dents are accepted after graduation from 
@ general nursing course for additional 
pediatric training. Most of these give 
four-month courses—the range, however, 
being from 11: to 6% months. Six of 
these courses are given in children’s hos- 
pitals and 6 in pediatric departments of 
general hospitals. In most of these the 
post-graduate course is no different from 
that arranged for student nurses who 
are affiliated from other schools of nurs- 
ing for their course in pediatric nursing. 

Here as in the general nursing courses, 
the service to the hospital comes first. 
Advanced study and experience for the 
graduate students are not the major con- 
sideration. These post-graduate courses 
actually do not fulfill their purpose of 
preparing experts for the field of pedia- 
tric nursing, but rather make up for 
lacks in the fundamental course in schools 
of nursing. 

2. Post-graduate courses in administra- 
tion, teaching and supervision are offered 
to nurses through departments of educa- 
tion of several colleges and universities 
of the United States. 

3. Post-graduate courses in public health 
nursing ar> offered at the present time 
in 15 schools of the United States, of 
which— 

5 are connected with State universities, 
6 with private universities or colleges, 3 
with schools of social work, 1 with a city 
college. 

Of the five courses given in State uni- 
versities, 2 are connected with the de- 
partments of hygiene or preventive medi- 
cine; 1 with a separate department of 
public health nursing; 1 with the depart- 
ment of nursing and 1 with the depart- 
ment of social work. Of the 6 courses 
connected with private universities, 2 are 
given in the department of education of 
teachers’ colleges, 1 in the department of 
applied social science, 2 in the department 
of public health nursing and 1 in the de- 
partment of medicine. The course con- 
nected with the city college is given in 
the department of nursing education. 

Whichever institution or department 
within an institution can offer the best 
facilities in theoretical and practical in- 
struction for public health nursing, is 
naturally the best one, regardless of type, 
be it Public Health, Education, Social 
Science or Nursing. 

These courses meet requiremenis in re- 
gard to teclinical and practical instruc- 
tion according to the standards of the 
National Organization for Public Health 
Nursing “Minimum Requirements.” All 
of these courses include periods of prac- 
tical work under supervision, as well as 
theoretical work, including field practice 
as part of a generalized program or with 
child health agencies, depending on the 
resources of the community where the 
schools are located. 

Principles of public health and social 
service are being included in the curric- 
ula of general nursing courses, not as 
special preparation for public health 
nursing, but because knowledge of the 
preventive and social aspects of nursing, 
as well as adapting methods of nursing 
to the home, are essential for all branches 
of nursing. There is a stronger emphasis 
on the preventive and social factors in- 
volved in all nursing practices and ex- 
perience so that the nurse will better 
be able to fulfill the functions expected 
of her, namely of teacher and agent of 
health no matter what her position. 


Public Health Nursing 


Post-graduate courses in public health 
nursing exist for the purpose of prepar- 
ing nurses to apply the principles and 
techniques learned in general nursing 
courses to public health; they do not pre- 
tend to make up for deficiencies in any 
branch of nursing, nor to prepare ex- 
perts for any special field of public health. 

In lieu of post-graduate courses such 
as these, eight to twelve months work in 
a well organized public health nursing 
agency, providing adequate supervision 
and continuous staff education, is accept- 
ed, although not regarded as a substitute. 

Institutes and _ refresher courses of 
short duration are sometimes offered for 
nurses already in public health nursing 
positions but not as substitutes for regu- 
lar courses or supervised experience 

Questionnaires returned by nine of the 12 
public health nursing courses indicate 
that preparation in the fields of mental 
and physical development of normal 
children, child training and health teach- 
ing is better provided for in public health 
nursing courses than in schools of nurs- 
ing. It is not possible to state the exact 
number of hours of theoretical or prac- 
tical work given over to child hygiene, 
since it is in so many cases included in 
generalized public health nursing courses 
and practice fields. 

According to information from these 


questionnaires, there seems to be greater 
emphasi 
ing 


laid on methods of disseminat- 
health information to groups than 
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to individuals, but tis can be explained 
by the fact that all practical work with 
health agencies emphasizes methods of 
individual education. 


C. The Adequacy of Performance of the 
Nurse of Her Functions in the Various’ 
Fields of Child Health 


I. The Adequacy of Nursing Service for 
Children as Judged by Official Registries 
and by Physicians Practicing Pediatrics. 

1. Registries. 

In order to determine how. satisfac- 
torily graduate nurses in private duty in 
hospitals and homes are fulfilling their 
functions in the opinion of physicians and 
patients, questionnaire returns from 715 
official nurse registries were studied. 

According to the directors of these reg- 
istries, dissatisfaction with nursing serv- 
ice for children is not often expressed, 
but when it is the most frequent reason 
for dissatisfaction is “inability to get 
along with children” and “disinclination 
to take care of children.” Dissatisfaction 
occurs in connection with nursing service 
in homes rather than in hospitals. _ 

The questionnaire returns also indicate 
that registries had most difficulty in ob- 
taining nurses to care for children be- 
tween the ages of two to six. 

According to “Nurses, Patients and 
Pocketbooks,” all registries (200) report 
that the hardest calls to fill are for 
homes, country calls and communicable 
diseases. In this same report under “Are 
Patients Satisfied?” inadaptability as a 
cause for dissatisfaction is mentioned 
strikingly often. 

Inability to cope with family situations 
and lack of understanding of child needs 
and knowledge of child psychology seem 
to be the factors responsible for lack of 
satisfaction and success on the part of the 
nurse and the difficulty on the part of 
registries to get nurses to care for chil- 
dren of the preschool age in the home. 

It seems to be a fair inference, then, 
that schools of nursing in order to over- 
come these defects of nursing service for 
children need to emphasize the social, 
psychological, educational and _ positive 
aspects of child care in their pediatric 
courses. How this can be done is at pres- 
ent one of the major problems of nurs- 
ing education. Care of children during 
convalescence should be recognized as an 
opportunily for this kind of teaching on 
hospital wards. In a few isolated instgn- 
ces, opportunities can be offered to Stu- 
dent nurses in nursery schools, day nurs- 
eries or other institutions caring for 
young children. Experience in dispensa- 
ries, out-patient departments and with 
public health nursing associations corrc- 
lated with well planned instruction gives 
students invaluable insight into social 
problems of individuals, families and com- 
munities, as well as familitary with adop- 
tion of nursing procedures in homes 
and with public health measures. 


Opinions of Pediatricians 


2. Pediatricians and Physicians Inter- 
ested in Pediatrics. 

In the judgment of both pediatricians 
and physicians interested in pediatrics, 
‘according to questionnaire returns from 
2,374 of them, lack of technical skill is 
a more frequent cause of dissatisfaction 
with nurses than either of the two causes 
above-mentioned—inability to get along 
with children and disinclination to care 
for children. All of the doctors reporting 
had more difficulty with the poor nurs- 
ing done after nurses had been secured 
than they had in securing the nurses, an- 
other evidence of the fact that there is 
an oversupply of poorly prepared and an 
undersupply of well-prepared nurses. 

According to the report of the Grad- 
ing Committee, “Nurses, Patients and 
Pocketbooks,” “pediatricians comment on 
the lack of well-trained nurses for care 
of children and especially for care of 
children with communicable diseases.” 
A factor responsible for these dissatisfac- 
tion it seems safe to conclude is that 
there are not enough schools of nursing 
that can offer good pediatric and com- 
municable disease training to student 
nurses because of restricted teaching ma- 
terial in this field. This means a limited 
supply. of nurses with adequate prepar- 
— th children’s nursing for private 

uty. 

The general condition which exists in 
regard to nurses, namely an oversup- 
ply of poorly prepared ones and an un- 
dersupply of well-prepared ones obvi- 
ously affects the field of pediatrics as 
well as all other fieleds of nursing. This 
brings us back to the same story of too 
many students admitted to socalled 
schools of nursing which are not in po- 
sition to give courses sufficiently adequate 
to prepare -women for good nursing serv- 
ice to the community. Very often, stu- 
dents are kept in schools of nursing when 
they have shown themselves unfitted by 
intelligence, personality or otherwise. 
Again cheap service for the hospital is 
the consideration whick far outweighs 
that of the education of the nurse for 
her future services to the community. 

II. The Adequacy of Service in Child 
Care of Nurses on Public Health Nursing 
Staffs . 

1. In City Organizations. 

Three hundred eight (308) public 
health nursing agencies in cities respond- 
ed to questionnaires sent out by the Com- 
mittee. Of these, 79 per cent have a pro- 
gram for apparently well children and 69 
per cent of them provide nursing care 
to sick children. About half of these 
agencies carry child health as part of a 
generalized public health nursing program 
and half as a specialized public health 
nursing program. A question was included 
on the “adeauacy”: of care of sick chil- 
dren and of health supervision for well 
children for the whole community. In 
the judgment of the persons answering, 
the provision for health supervision of 
children on the whole seems less satis- 
factory than the provision for sick chil- 
dren. The reports seem to indicate that 
there is still need for large appropria- 
tions for the development of community 
programs for care of sick children and 
for promotion of child health, 
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That there is serious lack in the prepar- 
ation of nurses for work with children 
is all too evident from these reports. Only 
39 per cent of the organizations report- 
ing felt that “nearly all” their staff were 
“adequately” prepared, while 30 per cent 
reported that none, or very few, fell into 
this category, 20 per cent stated that half 
the staff had sufficient preparation. The 
four lacks most frequently noted are as 
follows in order of frequency: 

(a) Lack of knowledge and experience 
of the mental development of normal 
children. 

(b) Lack of understanding of funda- 
mental principles of child training. 

(c) Lack of knowledge and experience 
of the physical development of normal 
children. 

d. Lack of teaching ability. 

If one is to judge from this material 
there is no doubt as to where emphasis 
should be laid in the preparation of nurses, 
In the opinion of representatives of the 
nursing organizations that filled out this 
questionnaire, the most important meth- 
ods of overcoming the deficiency for the 
future are, first, a more thorough pedia- 
tric training in the undergraduate course 
and, second, postgraduate courses in pub- 
lice health nursing or good staff education 
and educational supervision of nurses in 
public health nursing agencies. 


Public Health Nursing Staffs 


An educational program for staff nurses 
is conducted by 49 per cent of these public 
health nursing organizations. The in- 
struction is usually of an incidental nature. 
However, over 50 per cent of the organiza- 
tions give definite instruction in the pre- 
vention and control of acute contagion. 
Fundamental principles of child training 
is the subject in which the largest num- 
ber of organizations give no instruction. 
It is also of interest to note that the 
physical growth and development of the 
normal child and mental growth of the 
normal child are the next most neglected 
subjects. Thus, the emphasis of instruc- 
tion is on the sick and not the well child 
even though 79 per cent of the organiza- 
tions have a program of health supervi- 
sion for well children. Instruction in the 
methods of disseminating information con- 
cerning child health is given by 46 per 
= of the nursing organizations answer- 
ng. 

The question as to how “adequately” the 
organizations reporting were providing for 
care of sick children was answered as 
follows: 

Thirty-three per cent felt their services 
to be entirely “adequate.” 

Forty per cent felt their services to be 
fairly “adequate.” 

Eleven per cent felt their services to be 
very “inadequate.” 

For apparently well children: 

Eighteen per cent felt their services to 
be entirely “adequate.” 

Fifty-three per cent felt their services 
to be fairly “adequate.” 

Eighteen per cent felt their services to 
be very “inadequate.” 

2. In Small Town and Rural Organiza- 
tions. 

From answers to questionnaires from 
203 nursing organizations in small towns, 
it is shown that 76 per cent of them give 
some nursing care to sick children and 
74 per cent of them have a program of 
health supervision for apparently well 
children. There are approximately as 
many organizations with special programs 
for care of children of all age groups as 
there are organizations giving it as part 
of a family health program. 


Lacks in Small Towns 


In listing the factors that make the 
development of a satisfactory child health 
program in small towns or villages dif- 
ficult in the judgment of these agencies, 
it is rather to be expected that lack of 
physicians, lack of hospitals and lack of 
spécial training in pediatrics among 
physicians should rank high. Lack of 
other community facilities for preventive 
health measures are also listed as handi- 
capping the child health program. 

In an effort to get an estimate of the 
adequacy of service in child care given 
by nurses in rural districts, questionnaires 
were also sent to supervisors of public 
health nurses in rural fields. The re- 
turns from 35 of these show, as was ex- 
pected, wide differences of opinion de- 
pending on their individual standards and 
on availability of well-prepared nurses in 
the part of the country they represent. 
About one-third of them judged “very few” 
nurses in rural fields to be satisfactory; 
and another third judged “nearly ali” 
satisfactory. Again the lacks seem to be 
the Same as reported from the city organ- 
izations, except tha. a higher percentage 
of supervisors noted lack of technical 
skill; lack of knowledge and experience 
with mentally defective or maladjusted 
children ; and lack of knowledge and ex- 
perience in handling social situations 
which affect the child. Also 31 per cent 
noted lack of knowledge of and experience 
with rural health conditions. There is 
very little difference of «pinion as to the 
best way to meet these lacks. The most 
important method noted is “through post- 
graduate courses in Public Health Nurs- 
ing.” The method next in rank is “through 
previous experience under the supervision 
of a Public Health Nursing agency.” 
Other methods are “through more 
thorough pediatric training in the under- 
graduate course” and “through provision 
for closer supervision in the rural field.” 
_ Rural supervisors in answer to the ques 
tion as to what factors make the develop- 
ment of a satisfactory child health pro- 





*“Post-graduate Courses—A Study of 
Post-graduate Courses Given in Hospitals 
and Exclusive of Those in Universities,” 
by Carolyn E. Gray, R. N., appearing in 
the June, 1929, issue of the American 
Journal of Nursing. 

TA note on the National Organization 
for Public Health Nursing will be found 
in Appendix C of the full report. 

tWherever this term is used in the text 
of this report, it is quoted from the ques- 
tionnaire 
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gram difficult in a rural field stated the 
following: 

Lack of physicians; 

Slow response on the part of the rural 
population; 

Difficulty of attracting and holding 
trained workers ia the rural field. 


D. Conclusions and Recommendations 
I. Conclusions 


1. The general condition of oversupply 
of poorly prepared and undersupply of 
well-prepared nurses affects the quality 
of pediatric nursing as well as aij other 
branches of nursing. 

2. The exploitation of student nurses 
for cheap labor in hospitals, which are in 
no position to offer even reasonably ade- 
quate theoretical or practical instruction, 
is the underlying cause of poor nursing 
service in all branches including pediatric 
nursing. Schools of nursing are basing 
experience for their students on the daily 
needs of the hospital without considera- 
tion of their future service to the com- 
munity. 

3. Schools of nursing enroll students who 
are too young, who have not suitable 
personal qualifications and who have not 
adequate general education upon which to 
base their technical nursing education, 
which carries with it unusually heavy de- 
mands of physical strength, intelligence 
and character. 

4. Because the hospital cepends al- 
mgst wholly on the school of nursing to 
provide the nursir_ service through the 
student body, superintendents of nurses 
are often ‘compelled to retain and even 
graduate young women who have un- 
doubtedly demonstrated their unfitness for 
the profession of nursing. 

5. There are not enough schools of nurs- 
ing in the United States which can offer 
adequate pediatric training to their 
student nurses because the quantity and 
variety of teaching material is limited by 
th» size and inactivity of the pediatric 
services. The present tendency to care 
for sick children at home, to discharge 
them from the hospital before the period 
_ of convalescence, and the results of pre- 
ventise programs over a long period of 
time are some of the factors responsible 
for the situation. 

6. Although the standard of 90 days 
pedia‘ric experience with 30 hours of in- 
struction in the general nursing course 
can ve considered none too high even 
when the department is staffed with ex- 
ceptional personnel, it is by no means gen- 
erally put into effect in schools of nursing 
at the present time. 

7. There is insufficient opportunity. of- 
fered to students in schools of nursing 
for work with normal children, which is 
a decided handicap to them after gradua- 
tion in all branches of nursing. Neither 
are the preventive, social, psychological 
and teaching aspects of nursing care given 
enough emphasis in the general nursing 
courses. 

8. Although it is manifestly important 
for nurses caring for children to have 
had experience in communicable disease 
nursing, not enough schools of nursing 
are offering this experience to their 
students. 

9. Due to the above-mentioned defi- 
ciencies in general nursing courses, so- 
called post-graduate courses in pediatric 
nursing at ‘present exist mostly for giving 
additional experience to make up for these 
deficiencies. Courses for advanced study 
of and experience in pediatric nursing 
are not at present available for those wish- 
ing to prepare themselves for positions 
such as directors, supervisors, instructors 
in pediatric departments, or as specialized 
pediatric nurses. At the present ‘time 
there are no opportunities open to private 
duty nurses for continuation courses. 

10. Post-graduate courses in public 
health nursing include child health in 
practice and theory, both as specia! courses 
and as part of generalized public health 
courses. They do not prepare for any 
specialized field of public health. Prepara- 
tion in the fields of child training, health 
teaching, normal child care and the pre- 
ventive and social aspects of nursing care 
are better provided for in these post- 
graduate schools than in schools of nuys- 
ing. 

There are still many nurses in public 
health positions who neither have had 
such a course, nor well-supervised experi- 
ence on the staff of a public health nurs- 
ing agency providing systematic, continu- 
ous staff education. 

11. The fundamental causes of dissatis- 
faction with private duty nurses on the 
part of official registries and on the part 
of physicians practicing pediatrics can be 
traced back to deficiencies of personal 
qualifications and general education of 
young women entering schools of nursing. 
The faults are inherent in the present 
system of nursing education where ex- 
ploitation of student nurses for cheap 
labor for hospita!s is possible and prev- 
alent. The quantity and gquality of 
pediatric preparation in schools of nursing 
and lack of subsequent courses is obviously 
a cause of unsatisfactory nursing service 
in this country in private duty as else- 
where. 

12. In public health nursing agencies of 
cities, the dissatisfactions reported are 
with work with well children, lack of 
knowledge of child development, child 
training and principles and methods of 
teaching. How these lacks can be over- 
come is now one of the major problems 
of nursing education, both in general] nurs- 
ing courses and public health pursing 
courses. 

13. In small town and rural public bealth 
nursing services, the same dissatisfactions 
due to the same causes inherent in the 
nursing education system prevail. In ad- 
dition, however, factors such as lack of 
physicians; slow response on the part 
of rural population; difficulty of attracting 
and holding trained workers handicap the 
development of a satisfactory health serv- 
ice to well and sick children in smal) 
towns and rural districts. 

D. Conclusions and Recommenéatiens 

Il. Recommendatiens 


1. This Committee approves and en- 
dorses the resolution adopted by the-mem- 
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bers of the Committee on the Grading of 
Nursing Schools in the Spring of 1928 
which states: 

“The Grading Committee has the deep- 
est sympathy for hospital administrators 
who are struggling to render an impor- 
tant public service under serious finan- 
cial handicaps. It believes that. every le- 
gitimate aid should be given to secure pub- 
lic support for hospital service. It has 
gone on record, however, as holding strictly 
to two principles: 

“‘I. No hospital should be expected to 
bear the cost of nursing education out 
of funds collected for the care of the 
sick. The education of nurses is as much 
a public responsibility as is the education 
of physicians, public school teachers, libra- 
rians, ministers, lawyers, and other stu- 
dents planning to engage in professional 
public service, and the cost of such edu- 
cation should come, not out of the hos- 
pital budget, but from private or public 
funds. 

“2. The fact that a hospital is faced 
with serious financial difficulties should 
have no bearing upon whether or not it 
will conduct a school of nursing. The 
need of a hospital for cheap labor should 
not be considered a legitimate argument 
for maintaining such a school. The de- 
cision as to whether or not a schoo) of 
nursing should be conducted in coopera- 
tion with a given hospita] should be based 
solely upon the kinds and amounts of 
educational experience which that hos- 
pital is prepared to offer.” 

2. This Committee further recommends 
that every effort be made to reduce the 
oversupply of peorly prepared nurses and 
increase the supply of well-prepared 
nurses by admitting to schools of nursing 
only candidates who meet the following 
requirements: 

a. Eighteen years of age or over. 

b. Good intelligence, good mental and 
physical health; character and personality 
strong enough to meet the wnusually 
heavy demands made upon the nurse in 
the performance of her peculiarly re- 
sponsible duties. ; 

¢c. Four years of high schoo! or its equiv- 
alent. 

3. That schools of nursing do not retain 
and graduate young women who have 
demonstrated their unfitness for nursing. 

4. That the standard suggested by “A 
Curriculum for Schools of Nursing,” pro- 
viding for 90 days’ p:2diatric. experience 
with 30 hours of instruction be accepted as 
a minimum for every student by every 
school of nursing. 

5. That in order to overcome dissatis- 
faction with nursing service, particularly 
in homes, in private duty and in public 
health nursing agencies, both city and 
rural; 

a. Schools of nursing take advantage of 
every Opportunity for giving practical and 
theoretical instruction to nurses in the 
care Of well children jin convalescent 
wards of hospitals and by the use of day 
nurseries, nursery schools and other child- 
caring institutions in the community if 
they are suitably administered for teach- 
ing purposes. 

_b. The preventive, social and educa- 
tional aspects of pediatric nursing be em- 
phasized in the practical and theoretical 
instruction of student nurses. Fuller use 
should be made of out-patient services, 
such as dispensaries and clinics for sick 
and well children. 

c. Where the experience as given in the 
hospital is inadequate it be supplemented 
by experience in other types of institu- 
tions caring for children and with public 
health nursing agencies which meet the 
standards necessary for student affiliation. 

d. That the question of the ratio of 
nurses to patients be studied so that ade- 
quate service may be provided to insure 
good nursing care of patients. 

e. The completest use of all existing fa- 
cilities for teaching in communicable dis- 
ease nursing be made in order to insure 
knowledge of this branch of nursing so 
important to child health to as many 
nurses as possible. Wherever facilities 
make it possible this experience should 
be made compulsory rather than elective. 

f. Supplementary prcparationgin pedi- 
atrics for nurses who have not been able 
to obtain it in their schools of nursing 
as part of the general course be made 
possible by affiliation rather than “by 
courses after graduation. Post-graduate 
courses for advanced study and experience 
should be created in the United States 
for nurses wishing to prepare themselves 
for positions such as directors, supervisors, 
instructors in pediatric departments or 
other positions requiring special pediatric 
nursing knowledge and experience. Con- 
tinuation courses should be made avail- 
able for private duty nurses. 

g. Public health nurses be especially 
prepared for the field of public health by 
post-graduate courses in public health 
nursing or by well-supervised experience 
of at least eight to twelve months on a 
public health nursing staff which offers 
continuous, systematic staff education. 
This is particularly important for nurses 
who are working alone such as those in 
semirural or rural communities. 

Institutes, refresher courses or other 
short supplementary courses of this kind 
should not under any condition be con- 
sidered as substitutes for the above, al- 
though they are valuable for public health 
nurses already in service. 

6. Since it is obviously necessary that 
other conditions besides qualifications and 
preparation of nurses be improved in or- 
der to contribute the best nursing service 
for the children of rural communities, 
the committee recommends that consid- 
eration be given by the proper groups to— 

a. Distribution of medical and nursing 
service, and hospital facilities in rural 
districts. 

b. Full-time official county, district or 
municipal health organizations which will 
provide means of carrying out public 
health and preventive measures. Such 
organizations will attract and make it 
possible to hold better workers of al] kinds 
including public-health nurses. 


c..Better supervision for public health 


(Ap- 
FOLEY: Miss Mary M. 


nurses working in rural districts. 


, Roberts, R. N., editor of the American 
* Journal of Nursing, who needs no intro- 


duction to an audience of nurses—nor, I 
am glad to say, to an audience of friends 
of nursing—will open the discussion. 

MISS ROBERTS: Madam Chairman, 
Members of the Conference: Yesterday in 
New York I tried very hard to pick the 
brains of some people who have been 
Jooking on at nursing for a long time. 
I have no notion what the composition 
of this audience is, except that I know 
there are many people coping with the 
problems presented. 

The report of the Committee, as you 
have shown by vour applause, is an ex- 
traordinarily comprehensive, thoughtful 
piece of work. In a low moment one 
might say it is a negative view of nurs- 
ing, because very little is said in that re- 
port about the good things which have 
been accomplished. I don't think it is 
necessary for this audience to make any 
brief for the good things accomplished by 
the nurses of this country. 

The whole pursvose of the White House 
Conference is to sec what more can be 
done than has already been done. I am 
not going to try to discuss the details of 
the report at all. It seems to me there 
is one point at which we must begin t 
work much more definitely and specifi- 
cally than we have ever yet done. We 
have talked about it a great deal in our 
own conference; but.-as a matter of fact, 
we haven’t done very much yet, or at 
least been effective in getting the point 
over to other groups. 

Most Scheels Are Proprietary 


The point I have in mind is the fact 
that the real weakness of the schools of 
nursing is due te the fact that they are 
proprietary schools. With a few excep- 
tions, they are owned by hospitals. They 
have the disadvantages of institutions 
which exist not for the primary purpose 
of education, but some other primary pur- 

; and in this instance it is a perfectly 
jaudable intention—that of giving service 
te hospitals. 

I believe that a frank recognition of 
the proprietary quality of the schools, a 
very sincere effort to change the thinking 
of boards of trustees about their responsi- 
bility for schools for the educational in- 
stitutions which they are now discussing, 
must be attempted in a much more force- 
ful fashion by the profession than any- 
thing we have yet donc. 

We have known for a long time that 
we have had an overproduction of poorly 
prepared nurses. We knew that before 
the Red Book came out. That corrob- 
orated all that we believed. We have 
further evidence in a current study now 
going on in the headquarters of the Amer- 
ican Nurses Association that much of the 
unemployment at the present time is due 
to the fact that the nurses are not quali- 
fied. In one study going on the ques- 
tion “Are the nyrses who are requesting 
opportunity for floor duty service eligible 
for that service?” was askcd. Only 33 per 
cent of those women ars eligible in the 
hospitals to which they apply. 

What is the significance of that? It 
means that 66 per cent of those women 
have been graduated by some hospital (I 
say hospital advisedly) somewhere and 
they are not eligible for the one thing in 
the world you might sunpose they can do. 
That goes back to one of the statements in 
the report that hospitals are retaining, be- 
cause they need service, people they know 
never should be sent out with the name of 
the school or with the diploma of the 
school. These people are causing a very, 
very serious situation today. We know 
perfectly well where they go. If the hos- 
pitals won’t have them, and the public 
health organizations won't have them, 
sooner or later they drift into private duty 
nursing, sooner or later the practitioner of 
medicine employs them and asks, “What is 
the matter with the nursing profession?” 
The medical profession has a tremendous 
influence which far outweighs anything we 
have in this country. 

Examples ef Certain Hospitals 

I would like to present a picture of three 
schools of nursing, because I have to think 
in pictures myself before I can get very 
far with anything. These are real schools. 

The first one has a beautiful hospital. It 
has a board of trustees consisting of busi- 
ness men, hard headed business men, but 
very soft hearted about patients. They 
have gone rather to extremes in providing 
not only physical comforts, but luxuries for 
their patients. When they wanted a new 
Girector for their nursing service and 
school of nursing, they said, rather wist- 
fully. “We don’t understand why it is, 
when we have such a splendid hospital, 
that the people in this community are say- 
ing our nurses are not very good, not as 
good as they used to be.” 

A swift analysis of the medical statistics 
of that institution showed clearly why the 
mothers in that community were saying 
they didn’t want the nurses from that in- 
stitution in their homes when their chil- 
Gren were sick, because they didn’t kndw 
as much about children as the mothers did. 
Why should they? A study of the statistics 
showed a very splendid pediatric service; 
beautiful wards, but with mighty little in 
them. A study of the school itself showed 
siudents who had not completed high 
school, students quite incompetent to read 
even the current material on child be- 
havior, habit formation and that sort of 
thing. 

Of course, the mothers didn't want them 
in their homes. They upsct things they 
had been trying for months and years to 
establish in the minds of their children. 
When the time came to persuade that 
board to do something, thcy became hard- 
hearted find said, “We can't afford it. We 
have to have student nurses.” 

They are still coping with the problem, 
although they have raised their require- 
ments to high school. They are examin- 
ing their applicants better than they did 
before. 

The second school impressed me becausc 
it is a teaching instituiion. I visited 
and saw students from six schools receiy- 
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ing a part of their professional education. 
There were student nurses, medical stu- 
dents, students of the school of social 
work, students of physiotherapy, students 
of hydrotherapy, students of nutrition. 
The interesting thing te me was that the 
only group of students responsible for any 
considerable part of service which they 
were learning to give were the students 
of nursing. 

I said to myself, “I wonder whether the 
school of nursing is like the rooky who 
said, ‘Isn’t it funny? Everybody else is 
out of step,’ or are the five schools right 
in their belief that the students must go 
where they will learn what they need and 
give such service as they may while they 
are learning but not be responsible for the 
whole service?” 

The third school I would like te bring to 
your attention is a school seven years old, 
organized in a community after a study of 
the community. 

The people behind the school thought 
they needed a different type of nursing 
service than they had ever had. A careful 
enalysis of the community was made:and 
the school was estabiished. It is in a hos- 
pital, but what ha ned? The school 
began with just one that of providing 
that.,community with the types of nurses it 
needed for its service. The school has a 
very well defined aim and that is not de- 
viated from by a hairbreadth. ; 

The school is giving magnificent service 
in certain wards of the hespital, and the 
students are there, because in their wards 
there are the types of patienis they need 
to learn the technique of their profession. 
The students are safeguarded, because 
those wards have enough graduate hurses 
to provide a stable nursing service at all 
times. The students are never permitted 
to see poor nursing service. ‘iherefore, 
by both teaching and example, they are 
learning good nursing methods, good 
nursing thinking. 

Those students all pay tuition. The 
school has a budget which is oficred for 
your inspection When you visit that school. 

The first two schools are in this country. 
The third school is in one of the poorest 
countries in Europe, it is in Poland. I hate 
to admit that I had te go to Poland to see 
a schoo! that impressed me as profoundly 
as that one did, because I visited so many 
schools in our own country. 

Don’t you see what has happened? Of 
course, they started long alicr we did. 
They profited by our mistakes. but some 
American thinking went into that school 
established now entirely with Polish 
nurses. How did they happen to get think- 
ing it wasn’t effective in our own country? 
Perhaps because we ourselves have been 
too weighted with tradition: been a little 
afraid of being accused of noi giving real 
nursing service. Perhaps we have been in- 
effective in our presentation. Certainly I 
feel ineffective when I try to tell you 
things that you who are in schools know 
at least as well, anid most of you a great 
deal better, than I. 

Securing Help ef Physicians 

Yesterday I talked with a v_ry eminent 
worker in the field of socie! medicine. 
He is quite in agreement with us. I said, 
“If you were presenting this thing to- 
morrow morning in Washincton, what 
would you say?” He said. “I should say 
that until you have convinc:d medicine 
that the schools must have p2rsonality 
of their own, until you have talked with 
doctors and talked with them cnough to 
get past the immediate problem, the im- 
mediate point of irritation, g°tting them 
to see the whole problem. using their 
social pressuré on the public, on the 
beards of trustees, you cannot hope to 
have very many schools like that one you 
have told me about that is in Poland.” 

That is a large order. You may say, 
“Well, you handle one of the po.ent media 
of publicity we have: What ar> you going 
to do about it?” Frankly, I don't know 
where to begin. I do know when the 
grading committee went on record with 
those two provisions that a real change 
of thinking began in this country. Those 
two principles are the things I am talking 
about, that’ no school: of nursing should 
exist because. a hospital thinks it needs 
cheap nursing service. We o!1 know only 
too well that cheap things usually are 
poor things. It is true of cloih and every- 
thing clse. So a cheap n ng service 
is apt to be a poor nursing ce. 

What is the profession it: doing about 
these things? ‘The American Nurses As- 
sociation, as I have said, is making stud- 
ies of its own of' the unempltoy nent, which 
is a tragic thing. Along with the studies 
and the reason for unemployment, it is 
initiating new programs which are in- 
tended to stimulate private du:y nurses to 
make use of some of their leisure time 
for advanced preparation. 

The National League of Nursing Edu- 
cation is working in season and out to 
promote standards ineschools of nursing. 
Miss Nelson will undoubtedly t-1] you what 
the national organization is doing. 

The various national organizations are 
by no means letting this thine drift along. 
They are doing what they can at the pres- 
ent time, but I am perfectly sure that un- 
til each group in the community where 
it is begins to bring social pressure to 
bear on the boards of hospitc! trustees, 
no matter how sorry we may [f2<! for them 
in their serious economic problems, we 
shall not be able to bring about some of 
the recommendations which are made in 
this extremely comprehensive and thought- 
ful and wholly sympathetic report. Ap- 
plause.) 

Public Health Nursing 

CHAIRMAN FPOLEY. In ih: report you 
noticed over and over again ihe words, 
“public health nurses.” Miss Sophie C. 
Nelson, R. N., president of the National 
Organization for Public Health Nursing, 
is going to discuss the report now. 

MISS NELSON: Madam Chairman and 
Members of the Conference: In a recent 
article in the American Journal of Nurs- 
ing on how to write a paper, it said that 
you should begin by telling your audience 
what you were going to say, then you 
should say it, then tell them what you 
said. This report did the first two of the 
three things. -It ‘indicated, first, what it 
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was going to say and then it said it, and 
I presume one of the things expected of 
the people who are going to discuss it is 
te tell you what we think it said. 

Like Miss Roberts, I am impressed with 
the fact that the report indicates chiefly 
what we are not doing rather than any- 
thing relative to-some of the things we 
hoped we were doing. It calls very defi- 
nitely to our attention three things. The 
first is discussion in regard to our func- 
tion. The second is in relation to our 
adequacy, or more pertinently, our inade- 
quacy. The third is in relation to the 
reason for the first two and, of course, the 
last is naturally the remedy of the situa- 
tion. 

I should first like to call your attention 
to our function, because much of our 
difficulty rests on our function. Conceived 
first as a profession to assist in the care 
of the sick, we have outgrown that early 
conception of our being and enlarged our 
scope and our function in two ways—first 
as adjuncts to the field of preventive 
medicine and then in relation to being 
agents for the promotion of health. 


Our education to meet our enlarged 
function has not kept pace with our en- 
larged scope. We are still being taught 
im the method of yesterday for a per- 
formance of tomorrow. I think it is 
understood, or at least it may be taken 
for granted, that if we are to be agents 
in the care of the sick, it is expected that 
we would know something in relation to 
the scope of disease and that we would 
be taught how to give technical, skilled 
nursing care to the sick. 


It may also reasonably be assumed that 
the public expects, if we are to be agents 
in the prevention of disease, and particu- 
larly in the prevention of those diseases 
for which much has been done such as 
the communicable diseases, we should 
know a good deal, or at least that we 
should have much more information than 
we have in relation to the causation of 
disease, to the etiology of communicable 
diseases particularly, to their method of 
the spread of the infection. We should 
know very specifically, the methods of 
control for each and every one of the com- 
municable diseases and we should know 
the general measures of control. It may 
be expected that we should know such 
things as what has been done in relation 
to the immunization of communicable dis- 
eases. 

As we are considered agents in relation 
to the promotion of health, our informa- 
tion is again taken for granted in relation 
to the development of the normal human 
being, particularly the child. The public 
expects that we should have a knowledge 
of the growth and development, both phy- 
sical and mental, in relation to the child; 
that we know something about its psy- 
chology; that we know something about 
habit training and child management, and 
that mostly in relation to all of these, that 
we know something in relation to peda- 
gogy and how to teach the information 
we are supposed to have. 


Reasons for Dissatisfaction 


Apparently, inadequacies are due to the 
fact that we do not have the working 
equipment we are expected to have in 
relation to our function and scope. We 
are in much the same position as a com- 
munity chest man who, when I asked 
if the chest was successful in the new 
city to which he had gone, replied, “Yes, 
everybody is in it but the Protestants, 
Jews and Catholics.” AH nursing is suc- 
cessful except the institutional nurse, the 
public health nurse and the private duty 
nurse. 

By the material gathered and the opin- 
fons expressed in the questionnaires, dis- 
satisfaction was rendered by the con- 
sumer, who in this instance is the patient, 
and by the nurse as well as by the doctor. 
Their reasons for the dissatisfaction were 
somewhat similar, although in one way 
they were different. The patients found 
dissatisfaction in relation to the nurse 
particularly in pediatric nursing, because 
of the fact that they did not understand 
the child. They did not understand the 
psychology of the child and knew rela- 
tively little about the normal development 
of the child. Also, they knew practically 
nothing about child training and child 
management. 

The doctor apparently was dissatisfied 
with the technical equipment of the nurse 
and the nurse herself is apparently dis- 
satisfied, as evidenced by the question- 
naire returned through the registries 
which showed she was loath to take cases 
that involved the care of children, largely 
because they appreciated their deficiency 
in this line. 

There has been a good deal of dissatis- 
faction registered in relation to nurses in 
institutions. There has been a good deal 
of dissatisfaction registered in relation 
te nurses in public health. In both in- 
stances. it has been in two ways. One is 
qualitative in relation to the deficiency 
of the fundamental knowledge of the 
nurse, and secondly, particularly in public 
health, it is also quantity. We have not 
enough nurses to do the things that are 
expected of us and consequently, what we 
do do is likely to be poor. 

This is particularly true, of course, and 
very marked, in rural communities. You 
will note by the figures given in the report 
that we have 1,800 counties in the United 
Sates without any public health nursing 
at a 

The reasons given for our deficiencies 
are, first, the policy of our education. Miss 
Roberts has dwelt at some length on that, 
so I won't reiterate it. The second is 
our intake. The third is the limited 
clinical experience available to the nurses 
through the medium through which they 
receive the major part of their instruc- 
tion, the hospital, for the preparation of 
this large scope of nursing activities. The 
fourth is the lack of continued education 
on the part of the nurse herself and on 
adequate opportunities for the nurse all 
through her nursing cxperience. 

‘Almost all of the effort, as this report 
showed, in postgraduate work resolves it- 
self down into meeting the deficiencies of 
the nurse rather than in giving her such 


additional information as she should have 
from time to time with the changing 
trend in medical science. 

The conclusions arrived at by this Com- 
mittee and the remedy are obvious but 
not simple. It is very obvious that the 
policy and method of nurse education 
should be changed. [It is not quite as 
simple to do as it is to say, though that 
must very definitely be the goal in the 
next few years of all of us interested in 
nursing. That is equally true in public 
health nursing. 

It is quite easy for us to say, as has 
been said in this report, that we ap- 
preciate the fact that the nurse needs 
both instruction and clinical experience 
outside of the walls of the hospital in order 
to meet what is required of her today, and 
though we have the fields that could give 
her this clinical experience, the arrange- 
ment isn’t quite so simple. We do have 
enlarged opportunities for training the 
nurse outside of the hospital field, out- 
side of the institution, as evidenced by 
this report. 

We have the schools in which one-fifth 
of our children spend a goodly part of 
their lives. We have kindergartens and 
nursery schools and I hope Miss Rand, 
who is on this Committee, will tell you 
somewhat more at length the opportunity 
that offers for teaching nurses in the nor- 
mal development of the child. We have 
public health nursing organizations who 
so far have taken responsibility only in 
@ very small part for the education or for 
the basic education of the nurse. Certain 
public health organizations are entering 
into affiliation with schools of nursing to 
provide a part of their pediatric training 
not available in hospitals. Buffalo is 
notably one, and perhaps Mrs. Hanson 
will tell you somthing about that. 


The Obligations of Public Health Nursing 
Associations 

It is important, besides working on 
boards of trustees to change the policies, 
that we in the public health field do 
a@ great deal more than we have done to 
promote the cause of nursing education 
in our public health nursing organizations, 
both official and unofficial, The public 
health nursing organization of the future 
is probably going to have to assume a 
dual role in the community, one to pro- 
vide all of the types of nursing service 
mentioned in our functions, and the other 
to provide an enlarged field for the train- 
ing of students as well as the graduate 
nurse. 

This is more or less of an obligation, not 
to the nurse, but to the development of 
one of the types of people who are es- 
sential to the promotion of health in the 
community. 

We are going to have to be careful in 
public health nursing that we do not 
do exactly the same thing that the hos- 
pitals have done, sacrifice the education 
of the nurse to the service of the patient. 

One of the things this report has made 
very forceful, and it seems rather ridicu- 
lous that it should be so, is to stress the 
poor quality of the intake to a schoo! of 
nursing. It seems rather ridiculous that 
we have to stress that we believe a student 
should be a high school graduate. I hap- 
pen to be connected with a large industry 
that employs thousands of young women 
in clerical positions. They are untrained, 
yet the requisite for receiving the mini- 
mum wage, which °: $14 in the State of 
Massachusetts, is that they shall be 
graduates of the high school. They do 
not consider that is anything unusual to 
demand. They consider any young 
woman of 18 years of age in this age 
and time should have completed her high 
school education in order to qualify for 
any type of job, regardless of how simple 
it may be. 

Nursing Objectives Identical 

I think the most hopeful thing about 
this report is the fact that it makes you 
and me appreciate that the objectives in 
nursing are the same whether the media 
is through an institution, private duty 
nursing or public health nursing. It 
makes us appreciate more than ever be- 
fore that the school of nursing had a re- 
sponsibility to the products, irrespective 
of what the field of those products may be. 
It makes us also appreciate that those of 
us who are in the field of the graduate 
nurse, whether we are the employed or 
the employer, have a definite responsi- 
bility and should assume an interest in 
schools of nursing. 

I think perhaps that is one of the most 
hopeful things that will come out of this 
report, that our objectives are identical. 
We have been in danger, recently, of di- 
verging, thinking, “Well, I am in the pub- 
lic health field and I should feel no re- 
sponsibility for the student nurse.” This 
report indicates and brings home to us 
very, very forcefully that we are con- 
cerned very definitely with the whole 
problem. Our hope, of course, is that we 
are going to be able to make this pro- 
duction a very much better one in the 
future than it has been in the past, and 
we are going to have to keep watch on 
the changing trend in medicine and keep 
our instruction apace’ or parallel with it, 
because. I believe Our lack of doing that 
has been the reason for our greatest de- 
ficiency in the past 

I think we might well remember Rud- 
yard Kipling, that 

It ain't the individual 

Or the Army as a whole 

But the everlasting teamwork 

Of every blooming soul. (Applause.) 

CHAIRMAN FOLEY: In order to con- 
serve our time and use it to the best ad- 
vantage, the Committee, in opening the 
discussion, has asked two or three people 
to discuss this report from their view- 
points, because we knew that each one 
asked had something definite to contrib- 
ute. I am going to ask Mrs. Crocker, Di- 
rector of the School of Nursing at St. 
Luke's Hospital, Chicago, Miss Lora Logan, 
of the Cook County Hospital, and Mrs. 
Hanson, of the District Nursing Associa- 
tion of Buffalo, to discuss the report from 
their various angles. 

MRS. CROCKER 


(Chicago): Madam 


Chairman: I am here in defence of nurs- 
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ing, schools of nursing. We have been 
making a great struggle and are continu- 
ing to do so and will for all time to come 
until we have been able to produce the 
product that the grading committee, that 
the American Nurses Association, that the 
National Leagae of Nursing Education and 
that all of the organizations who are in- 
terested in improving the nursing service 
are concerned with. 

We speak of our function as caring for 
the sick child. I am speaking particularly 
from the pediatric viewpoint in these few 
words I have to say. We speak of the 
care we want to give the sick children. 
We wish to promote the health of the 
children. We wish to teach parents to 
eare for their children whether they are 
sick or well. 


In the schools of nursing today, we have 
done a good deal in preparing nurses to 
take care of sick children. In the large 
city hospitals there are many facilities 
that are available to make this oppor- 
tunity of exceptional value to student 
nurses. I don’t know that we take ad- 
vantage of every opportunity that we 
might and I believe this is a direct chal- 
lenge to schools of nursing to learn what 
additional opportunity they may have 
to make this experience more valuable 
than it has been. We haven't done so 
much about the well children and we 
haven't been able to do as much as we 
would like in instructing our students in 
the care of children with contagious dis- 
eases. This has been discussed in the re- 
port and I think you will agree with me 
that many directors of schools of nursing 
have had a great deal of difficulty in se- 
curing that service for their students, re- 
gardiess of how desirable it may have 
been from the standpoint of the directors 
of the schools of nursing. 


The curriculum has suggested 30 hours 
as a minimum requirement in the theoreti- 
cal work for pediatrics. They have sug- 
gested three months as a minimum 
amount of experience. ‘This makes about 
one hour of theory to 20 hours of prac- 
tice. If we have one hour of theory to 
20 hours of practice, I wonder if we are 
making those 20 hours of practice as valu- 
able as we can possibly make them. Are 
we seeing to it that our students are get- 
ting really valuable experience in the care 
of children, whether they be pediatric, 
surgical or whatever type of care they may 
need if they are children? 


Make Practice Work More Valuable 


I know that a great many of us feel 
that the experience on a children’s ward 
has been extremely valuable, but that there 
have been a good many duties that have 
been noneducational. I wonder if we can- 
not eliminate many of those noneduca- 
tional duties and make that 20 hours of 
practice more valuable than it has beer 
I am thinking of some of the smaller hos- 
pitals, perhaps in the rural communities, 
that do not have the same advantages, 
the same contacts, we have in the larger 
city hospitals. Perhaps they have a bed 
capacity of 10 to 15 patients in their pedi- 
atric department, but are the children 
brought into that hospital as valuable as 
they can be made from a teaching stand- 
point? I wonder if many of those children 
aren't there just for an indefinite time. 
From the standpoint of care the hospital 
may give a convalescent child, the nurse 
may get a great deal that is valuable, but 
there is much that is just past the edu- 
cational basis. 


I am extremely anxious to speak for 
superintendents of schools of nursing who 
have this problem to face, because I know 
in a great many of the smaller schools it 
has been a real problem. They have 
talked with the boards of trustees; they 
have talked with members of the medical 
staff to see if something can’t be done to 
increase the members of the pediatric de- 
partments. This matter of giving the 
student some experience in child hygiene 
and management and child psychology is 
always a great problem from the stand- 
point of the smaller schools in the rural 
community. 

I think that many times the doctors 
and the registries are dissatisfied with 
the nurse who comes to them to render 
service as a private duty nurse simply 
because this student has not had an op- 
portunity, although she is graduated from 
the hospital and really meets the min- 
imum requirements that are set forth as 
@ suggested program. 

I want to emphasize that it isn’t the 
number of patients in a department that 
makes the experience valuable, but it is 
the type of patients in that department 
and it is the real experience and teaching 
value that patient can be to the student. 
(Applause. 

CHAIRMAN FOLEY: May I ask Miss 
Lora Logan, R. N., director of the School 
of Nursing of Cook County Hospital, 
which includes the nursing care of a pa- 
vilion containing beds for only 500 infants 
and children, to discuss this report? 

MISS LORA LOGAN, R. N. (Chicago): 
Nurses and Friends of Nursing: I can only 
say that from the standpoint of the head 
of a school of nursing and from the stand- 
point of a person responsible for the 
nursing of so large a group as Miss Foley 
indicated, one naturally thinks first of 
function. Fortunately, this school of ours 
is headed by a board of directors chosen 
because they were interested citizens, in- 
terested in the problem in a huge com- 
munity which is the second largest city 
in the country and embraces rural com- 
munities as well. 

We have our visions of what we may 
do. We realize our limitations. You 
have all read, I am sure, about the finan- 
cial limitations in the past twelve months. 
Fnancial limitations in life must always 
be taken into account by nurses. I always 


comfort myself by thinking of what 
John Dewey said, “Education is life.” 
We mustn't let our education § get 


too far away from that life, particularly 
when we as nurses have actually made 
the demonstration in this country over 
a period of 50 years of actually filling a 
public need such as other forms of edu- 
cation have not been able to fill because 
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of their lack of practical preparation ef 
their lack of visualizing the function. 
Even in a hospital like ours, the patient 
is moved along very rapidly out into the 
community and at the present time we 
find our daily average of stay being re- 
duced and we think .we ia @oing won- 





derful nursing. Then we t; to the staff 
about it and they say, “ are sending 
the patients along more ®apidly because 
we don’t want them to be in the hospital 
so long.” 

However, I think if we can keep close 
to our boards of directors and educate 
them and show them we are trying to 
meet that community need, it would help. 
It seems to me we are all in. specialties. 
We are working away from each other 
and I like what Miss Nelson said about 
this pulling together and each of us un- 
derstanding the other’s problem. I hope 
that will be really true and I hope that 
we will be bigger in the future than we 
have been in the past, and more tolerant 
of others. I think that is one of the 
reasons for our not being ready to meet 
this need. 

How are we going to get those directors 
and those doctors and those nurses to- 
gether to make them understand and be- 
lieve in our problem. It seems as though 
the politics of the situation everywhere 
holds everything back. 


A Cooperative Plan 

We have 65 affiliated schools of nursing 
and a great many of them come for pedia- 
tric nursing. We take actual mental tests 
of our students, affiliated students and 
postgraduate students. We do not abso- 
lutely believe in mental tests, but we have 
found a marveloys coordination between 
mental testing results and actual class- 
room results and ward results. Perhaps 
we now have more faith in mental tests 
than we should have, but we find in these 
smaller schools of nursing very high- 
grade student material as well as mate- 
rial of the very lowest grade. We try to 
eliminate and do eliminate that low ma- 
terial, sending them back to the home 
school with the recommendation that 
those students be dismissed because they 
are not fit material for nursing schools. 

In our particular school we are trying 
to keep down our own student body. We 
haven’t said we won't take any more 
nurses, but we have said we will not 
accept young women who do not have a 
certain grade of intelligence and who do 
not seem to be prepared for the field. 
We are very firm about that. 

We ate building a school of nursing 
now in nection, with the Cook County 
Hospital and we have a Citizens’ Com- 
mittee, whose chairman is an Italian by 
birth, but seems to have elements of a 
really great man. He says, “Why not let 
us build just as far as we can?” We 
are saying to him that the university 
should be the background from which we 
can think in the future. We would like 
to think of the Illinois University, for 
example, stretching its arms out to every 
hospital in the State. 

The American Medical Association, the 
American Hospital Association—all of 
them are centered in the great city where 
we are and there is no national nursing 
organization near there. Frequently, 
when immediate action is necessary for 
something to be done or said which will 
perhaps change the whole situation, some- 
one whose business it is to answer those 
needs is not at hand. We are all very 
busy with our own full-time jobs. 
Frankly, I believe that the root of the 
matter in getting the ear of the doctor 
means getting our national organizations 
nearer together. 

Our institution is supported by public 
funds, by taxation. These privately owned 
and endowed institutions may show bril- 
liant examples which are perhaps not 
practical in public ones, because they re- 
quire too much public funds. I think I 
can say absolutely, however, that in our 
school we spend more money for educa- 
in most university 
schools of nursing. 

The great tragedy of the average school 
of nursing is that it is repeating again 
the economic crime we have had in all 
our schools of nursing, namely, supporting 
the hospital with tne work of student 
nurses and not going at it in a positive 
way and preparing the student for work 
in the community. 


An Interesting School 

You have asked me to say something 
about the school of nursing. It is educa- 
tion in a pediatric institution of 500 beds 
to be, not that yet as we only have 250 
to 300 patients. In our own student course 
we are giving a fundamental course in 
psychology and are planning to give defile 
nitely this year a course in child psychole 
ogy. I think the weakness of our courses 
in nursing is that we have all been 
applying courses for nurses; we have not 
had the fundamentals of the subject 
really presented to the student. 

From the very beginning, we inject 
public health into our curriculum and 
public hygiene is taught. The actual 
number of hours in our curriculum is 1,800 
hours of theory, which is larger than any 
school in the country. Public funds are 
doing it. A group of public men and 
women interested are in close touch with 
it. They are watching to see if we can 
prepare our student to meet the needs of 
the community and we are trying to have 
this affiliated student awakened, if she 
hasn’t been awakened in her home school, 
to what her possibilities are in her pros 
fession for service. 

I think the great weakness of our 
schools of nursing has been that we do 
not wake up the’ very young souls that 
come to us. They go into the community 
and never think of coming back to study. 

I did want to say something about the 
ratio of nurses to patients, which was 
specified particularly in the pediatric di- 
visions. I think we ought to speak in 
different terms. The public doesn’t un- 
derstand ratios and they do not see the 
student on for 24 hours. If we can speak 
of average hours of nursing care for the 
type of patients we should determine the 
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gverage hours of nursing care necessary 
for varigus types of pediatric patients and 
those hours can be given and can be ad- 
hered to. The staff asks for them and 
usually I find your board of directors 
wants to give what your staff asks for. 

We require of every student who enters 
our school of nursing, besides her regular 
course, that she take a course in con- 
tagious disease nursing. We also require 
a course in pediatric nursing. It isn’t 
elective for any single one. I will be 
happy to see every one of the schools of 
nursing require certain fundamentals 
which are essential for the preparation 
of every nurse and that we shall not have 
students who are not prepared to work 
in any field, such as pediatrics, which is 
so essential to the community’s life. (Ap- 
plause.) 

CHAIRMAN FOLEY: May I ask Mrs. 
Hanson to tell us something about the 
pediatric work in her institution? (Ap- 
plause.) 

MRS. HANSON (Buffalo). Madam 
Chairman, Members of the Conference: 
My contribution to the morning session 
is to be a pretty brief description of how 
a visiting nursing association may aid 
in the education of the nurse, giving help 
in her pediatric experience. We are not 
the only ones doing it. Please don’t think 
so for a moment. Miss Stringer, I think. 
is in the audience and they are doing that 
same thing in Brooklyn. 

Some six years ago the State Depart- 
ment of Education of New York sent the 
secretary, Miss Gilmore, to Buffalo to see 
what we could do to help out in giving 
some pediatric experience to the students 
in the schools of nursing in the city 
Miss Gilmore put it to me this way: e 
said, “You are stealing the matcrial from 
the wards.” I said, “I don’t know why 
you should say that.” 

“Yes, you are, in two ways. First, you 
have your preventive nursing program. 
Children aren’t getting sick. Therefore, 
they don’t go to wards. Secondly, your 
nurses are giving such good, skilled care 
in the homes that a great many people 
don't want to send their children to the 
wards, particularly if it is a medical di- 
agnosis.” 

It was not difficult to convince my board 
of directors that they had something to 
contribute through our association. So, 
the affiliation began, with a six-week sup- 
plementary experience. It is definitely 
understood that each student shall have 
completed her pediatric experience in the 
hospital; shall have had her fulltime on 
the ward, and shall have had all her 
theory when she comes to us. 


Teach Communicable Disease Technique 


The first thing to be done when she 
comes to us is to teach her to adapt her 
knowledge gained in the schools to the 
types of homes into which she has to go. 
The greatest difficulty of all is that they 
know little or nothing of communicable 
disease technique. That is the greatest 
weakness of the stude ts who come to us, 
and the greatest difficulty in giving them 
sufficient experience. With most of them, 
we can only teach them how to conduct 
themselves when they are-in a home where 
there is a communicable disease while 
they observe the nurse give the treatment. 
We cannot trust them, in the short time 
we have to train them, to give the treat- 
ment themselves. That is a challenge we 
have to send back to the schools, that they 
are not sending their students to us with 
knowledge of communicable disease and 
knowledge of the technique that is neces- 
sary in the homes of the people. 

The students remain with us for a six- 
week period. During that time, they have 
certain lectures from the instructor and 
supervisors. They go into the homes. Fre- 
quently, the supervisor will leave a pedi- 
atric student in a home for a whole morn- 
ing or a whole afternoon, because she is 
not there to learn visiting nursing. She 
is there for a specific purpose. The su- 
pervisor will leave her with a sick child 
with instructions as to just what to do 
and what to look for, the supervisor go- 
ing back at intervals and finally rescuing 
the student at the end of the day. 

During her time with us she naturally 
has her experience in the child health 
clinics, both in infants and preschool 
children, learning from that department 
what a well child looks like; learning 
what the throat of a well child looks like. 
We found a lot of them didn’t recognize a 
well throat when they saw one. They 
didn’t know anything about a normal 
throat. 

We also have nurses in our work who 
are assigned to nursery schools. I can't 
talk about nursery schools as Miss Rand 
can, but I can tell you that being under 
supervision of the nurses of our staff, who 
work in the nursery schools, the students 
in pediatrics are receiving a great deal 
of experience in dealing with the well 
child, learning something of their habits, 
learning how to control them and going, 
also, with that supervisor into the homes 
ofr the children who attend the nursery 
schools. 

We have had two schools and are now 
beginning the third. At first, we thought 
it was rather a hardship to have to be 
undertaking a certain amount of educa- 
tional work in a visiting nursing associa- 


HIS session of the Section on Growth 

and Development convened at 2:30 
o’clock Thursday, Feb. 19, 1931, Dr. Walter 
Bradford Cannon, professor of physiology, 
Harvard University Medical School, pre- 
siding. 

CHAIRMAN CANNON: Committee A 
on Growth and Development has the task, 
I assume, of establishing standards of 
reference for the other ‘activities of this 
particular session. This morning we con- 
cerned ourselves with the anatomical con- 
sid lions and this efternoon ‘we shall 
cor n curcelves with the physiological 
considerations-in growth and development. 








CONFERENC 








tion, but I am certain now that none 
of our nursing staff would want to give 
it up. It helps them. Every nurse on the 
staff has to be up on her toes all the time, 
because she never knows at what minute 

student nurse, either that nurse ‘or 
pediatrics or another group for obstetrics. 
may be put into her division and they will 
have to take that student and stand that 
=" criticism. So it helps our own 
staff. 

In the staff council not long ago, the 
question came up as to whether we would 
want to do away with our various courses 
if we could, and the result was that we 
wouldn't; that it is of tremendous benefit 
to the association as well as helping the 
schools under the inspection and direction 
of the State Department of Education of 
New York. 

I have listened to tne report with tre- 
mendous inte.est and I want to take this 
opportunity of congratulating Miss Goos- 
tray and Miss Foley and the others who 
have given us such a marvelous report. 
One thing I world like to leave with us 
and that is, that this report live and not 
be something printed and laid aside. (Ap- 
plause.) 


Translate Report Into Practice 

CHAIRMAN FOLEY: At the opening 
meeting of the Conference last November, 
Secretary of Labor (now Senator Davis of 
Pennsylvania) said that the volumes of 
effort and most of the work that had gone 
into this Conference would do no good 
whatsoever if they only went down in 
history, and it was laid upon everyone as 
a sacred charge to go home and in our 
official and individual and directive capaci- 
ties do with this material what we could 
in order that other generations of child- 
hood in our United States might lead 
healthier, happier and fuller lives. 


I am glad Mrs. Hanson emphasized 
that fact, because if we don’t go home 
from this Conference fully aware of the 
difficulties that face us, and resolve to do 
at least our part in tackling them, the 
Conference might never have been ‘held 
as far as we are concerned. 

The discussion is now open. We would 
like to hear from members of other pro- 
fessions, the medical profession partic- 
ularly, and from members of boards of 
trustees. I know you will all want to hear 
how we can affiliate hospitals that pri- 
marily care for sick children with institu- 
tions that primarily care for well children. 
Miss Winifred Rand, R. N., a member of 
the Committee, can tell us how we can do 
it better. (Applause. 

MISS WINIFRED‘ RAND, R. N. (De- 
troit): Madam Chairman, Ladies and 
Gentlemen: We are facing t’ e fact today 
that we are going to have to look beyond 
the hospital to meet thé educational needs 
which the nurse must have if she is to 
fulfill her larger function. As a member 
of the Committee, I thought that today, 
after our having met and written back 
and forth for a good many months, we 
would stay modestly in the background 
and have nothing to say. I feel a little 
modest about getting up and having any- 
thing to say about a report which has 
been presented to you this morning in 
which I had a small voice. At least, I 
hope the Chairman of the Committee 
thinks I did have a small voice. Some- 
times I think she thought I did a lot 
of talking in Committce meetings. 


Must Study Normal Child 


I would like to bring to this group a 
rather hopeful thought about the possi- 
bilities of using institutions outside of 
hospitals to give our nurses a valuable 
experience in these particular phases of 
child care in which we find them sadly 
lacking. That is experience which will 
help them know the normal child from 
the physical, mental and social aspects 
and which will help them do their jobs 
as teachers a little better. 

There are, throughout the country to- 
day, various institutions where this sort 
of education may be given. It is @ great 
problem in the nursing education today 
to find these opportunities for this ex- 
perience which we know the nurses need. 
But, we have not yet begun to make use, 
because there are difficulties in the way, 
of the various institutions in the country 
which are giving this type of education 
today. 

There are so-called child development 
centers, many of them supported to a cer- 
tain extent by grants from the Rocke- 
feller Foundation, which are called Child 
Development Research Centers, or Child 
Development Institutions. These institu- 
tions today have pupils, most of whom 
come from the schools of home economics. 
The home economic schools throughout 
the country have seen the tremendous 
possibilities in this sort of work and they 
have recognized for a long time that the 
schools of home economics have been 
weak in giving training in child care. A 
child is the raison d’etre of the home and 
the schools of economics have known for 
a long time that they haven't given this 
sort of training to their students. 

They have sometintes tried to have a 
pathetic little baby in their practice house 
and have hoped that their students would 
learn something about child care through 
that experience and had hoped that the 
child wouldn't suffer from it. They knew 
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it wasr't satisfactory, so when these child 
development centers were established, they 
seized the opportunity and they are send- 
ing their students out. The schools of 
nursing have not begun to do this to any 
great extent, 

In all these centers there have been 
schools of nursing established. We be- 
lieve the nursery schools are a means 
of education through living, but we also 
believe in the nursery schools as a great 
opportunity for research in order that we 
tay learn to know more about the child, 
and as a great opportunity for teaching 
young women about the care of the child. 

Although I welcome all the girls who 
come from schools of home economics to 
the Merrill-Palmer School, I welcome with 
particular enthusiasm any nurse who 
comes. We have had a few nurses, grad- 
uate nurses, who have come to take this 
course in order to prepare them for some 
special work, perhaps in public health 
nursing, perhaps as a supervisor, perhaps 
as a director in an out-patient department, 
perhaps aS a worker in a convalescent 
home. 

We have had a few student nurses come 
from. the children’s hospital in Detroit 
for the three-month course. This gives 
therm such courses as physical growth and 
development of the children, the mental! 
growth and development, educational 
methods with young children, social factors 
in child life, and it gives them practicai 
experience in the nursery school in deal- 
ing with little children. 

So we do have opportunities here in 
this country. The Merrill-Palmer School 
is only one of them. There are others in 
various parts of the country. There is 


one in Toronto and one in Montreal, 
Canada. 


Using Institutions Outside Hospitals 


In addition to these opportunities, I 
think we can get ready for other oppor- 
tunities. The convalescent homes have 
becn spoken of; day nurseries have been 
spoken of, and other children’s institu- 
tions, such as dispensaries, and so on. If 
they are properly equipped for teaching 
purposes, they do offer us a tremendous 
field in the way of opportunity for educa- 
tion, if they are well run, also, from the 
point of view of the needs of the child 
and if they are making use of their op- 
portunities for the training and educating 
and care of that child. 

They must, however, in many instances, 
change their personnel so that they cease 
to be simply custodial places caring for 
children. If they are manned with peo- 
ple who have had these courses and if the 
nurses can have had these courses and 
then can go on to such strategic positions 
as those, we will have such institutions run 
along lines which will make them of value 
educationally. If we can have people in 
hospitals who are permeated with the 
needs of children, to use the simplest sort 
of illustration, we won’t have what I saw 
in a new hospital just the other day. 

In a sunroom where the convalescent 
children were to be put in their beds to 
get the benefit of the sun and where it was 
hoped they should have a happy time, the 
room was decorated to make it a charming 
place ior the children. All the decorations 
were away up here (indicating), nice pic- 
tures of little animals, and so on, that are 
a fanciful attraction, but they were above 
the eye level of the children. This is just 
a little thing, but it is illustrative of know- 
ing what the needs of children are, in 
order that we shall make their lives fuller 
and more abundant, more wholesome and 
happier. (Applause.) 

CHAIRMAN FOLEY: The discussion is 
open. 

MRS. BRAIDEN: Madam Chairman, I 
represent one of those boards of directors. 
It is a very small institution for caring 
for 40 well children. Miss Rand has 
spoken of how’ few child development 
centers there are in this country. I hap- 
pen to know of some in Pittsburgh, and 
I believe they are going to develop along 
that line. It is in connection with the 
board of education. 

We heye only 10 students in our little 
home and, really, we are only training 
nursery maids there. They have to work 
with children and our problem has been to 
get psychology over to these students. 
The board of education is establishing a 
nursery school in connection with their 
training schools for teachers and they have 
made it possible for our 10 student nursery 
maids to observe this class. They are 
making special screens so that the stu- 
denis can get behind the screen and not 
interfere with the work that is going on 
with the children. 

If any of you are interested in getting 
this development for your students, you 
probably could get it through your boards 
of education in your large cities. 

MISS DENSFORD: Madame Chairman: 
I want to say just two things. One of 
them is that it seems to me, in the school 
ot nursing as such, we want to rearrange 
our thinking in regard to the needs of the 
students. This is not a new thought, but 
I want to approach it from a little dif- 
ferent angle. Most of our hospitals have 
five times as much surgery as pediatrics. 
Therefore, we give five times as much 
training to the nurse in surgery.~ That is 
in inverse ratio to what the community 
needs when she gets out. If we can take 





the student not in terms of what the sur- 
gical department needs, but in terms of 
what the community needs in terms of 
pediatrics, we are going to be on sounder 
ground. 

Our pediatrician says there are 1,000 
babies to one major operation. That prob- 
ably is true. We are all babies at some 
time or other. QOnly a certain percentage 
of us grow to maturity. 

If most of our children are in the homes, 
then must not our schools of nursing go 
out into the field, outside of our hospitals, 
our institutions, to prepare the student to 
be this graduate that all have so“strongly 
emphasized our need of having? 

CHAIRMAN FOLEY: The Committee 
would like to take this opportunity to 
thank Miss Hortense Hilbert for the 
splendid secretarial work she has done 
on this report. Without her assistance, 
the report might never have been com- 
pleted. 

Classroom Instruction and Hours of Prae- 


tice 

MISS HAZENYAEGER (Grace Hospital, 
New Haven): Madam Chairman, From this 
discussion this morning, we have a!l been 
impressed with the fact that there is such 
a large percentage of nursing personnel 
that is inadequately prepared. Inasmuch 
as we find, through our grading commit- 
tee, that hospitals should give at least 
one hour of classroom instruction to 
every 12 hours of ward work, why should 
we accept one hour of classroom instruc- 
tion for pediatric service to every 20 hours 
of ward work, especially in our own hos- 
pitals or in affiliated schools? 

I: would seem to me, to adequately pre- 
pare students, we should at least give one 
hour of classroom instruction to cvery 12 
hours of ward work. 

MISS LOGAN (Chicago): Madam Chair- 
man, May I speak to that? I would like 
to say that the instruction at the job or 
at the bedside is the thing we should em- 
phasize, not the isolated instruction in the 
classroom. That 30 hours by no means 
represents what we feel the student should 
have with respect to her work with the 
ehildren or any other medical work. I 
think the good school of nursing today is 
emphasizing the supervision and teaching 
in the wards more than in the classroom. 
If anything, we should shorten some of 
those hours in the classroom and bring 
them into the wards. 

MISS HAZENYAEGER ‘New Haven): 
Madam Chairman, I quite agree with Miss 
Logan, but there is also this factor: When 
we are speaking of credit which is given 
students for university work, what is ac- 
counted for in teaching unless we have 
some specific records of how much instruc- 


tion was actually superviscd and taught 
in the wards? 
MISS GOOSTRAY (Boston): Madam 


Chairman: I think Miss Hazenyaecer said 
that the grading committee set as the 
standard one hour of classroom instruc- 
tion to 12 hours of practice. I dont think 
that is exactly the way it is. What they 
did was to take the present standard of 
the national curriculum and say that up 
to the present time that was the only 
national standard available. Ceriainly, 
if we look at the figures in the graphs 
here, we see that the greater proportion 
of the schools of nursing at the present 
time are not meeting even that standard 
and I don’t think we want to set up an 
impossible standard at the present time 
of theory. We do need to emphasize the 
instruction given at the bedside of the 
patient. 
Censider the Whole Child 

There is one other point I would like to 
bring out and that is, I do not think we 
are making adequate use of the children 
we have in our own hospitals. I don’t 
believe that it is a question of the kind of 
case. There is not so much difficulty 
about that, but we are not secking the 
whole child. You go into any hospital 
ward for children and what is happening? 
They are taking care of the physical 
needs of the patient. They are gciting the 
treatments done, but the happiness of 
the child, his play life, is just disre- 
garded. We ought to be making more 
use of the children that we have. I 
think we can get a great deal more from 
those children that we already have. 

CHAIRMAN FOLEY: I am sorry there 
has not been controversy. I think that 
when those of us who have heard this 
report go home and try to introduce it 
into our communities, our public health 
organizations, our private duiy groups, 
our medical staffs, our physicians, we will 
get all the controversy and more than we 
want. If we do not hitch our wagon 
to a star, we will never get out of the 
mud. Therefore, backed by the report, do 
let us see if we ean’t put our chalklines 
higher and higher each year. 

Miss Logan is right when she reminds 
us that we must educate our public and 
take our public with us, but we have done 
that before. Think what nursing was be- 
fore 1860! ‘Think what it is today, in 
spite of its negative side, and think what 
it can be for our grandchildren 60 years 
hence, if those of us alive and in this 
room now do our share as the nurses did 
in 1860, */0, "80 and ’90. 

If there is no further discussion, 
meeting is adjourned. 

The meeting adjourned at 12:45 o'clock. 


the 


Committee A—GROWTH AND DEVELOPMENT 


Thursday Afternoon Session, February 19, 1931 


Physiology as it is presented to medical 
students has very little regard for growth 
and development. We take physiology as 
it is established in the adult. We do not 
realize that there is a progression, that 
there is growth and development, and that, 
I take it, will be our chief consideration 
this afternoon. 

I will call upon Dr. A. J. Carlson, pro- 
fessor of physioloey ot the University of 
Chicago, to open the mecti (Applause.) 

DR. A. J. CARLSON: Chairman, 





Mr. 


Ladies and Gentlemen, I think I speak 
tor the rest of the participants this after- 
noon when I say that the speakers at 
least are at ease because the eminent 
chairman is able to supply all our omis- 
sions and correct all our faulty commis- 
slons., 

Mr. Chairman, I am going to do an un- 
usual thing. I am going to explain my 
talk before I make it. ‘Lauehter.) Many 
years ago when the late great physiologist, 
Dr. Loeb, went from the University of 


Chicago te the University of 
the Associated Press on the coast had 
this notice, that Jack Loeb, the great 
physiologist, was coming to California to 
continue his discoveries, and he was bring- 
ing a young man, Dr. Martin Fisher. with 
him to explain his discoveries. ‘ Laughter.) 
I didn’t have anyone to bring from Chi- 
cago to explain my speech. Our friends 
from Boston are too proud to explain and 
our friends here in Washington have too 
many other things to explain. ‘Laughter.) 
I speak as @ physiologist, also as a citizen, 
and of the tomorrow rather than of yestere 
dey. J am-primarily interested in the 


California, 
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problems of applying what we kmow and 
advancing on the unknown. 

If I have rightly understood the duty 
assigned me on this occasion it is mot that 
of restating or reviewing any ome of the 
‘physiologic phases or problems of infancy 
and childhood with which this Comference 
is concerred. It is not primarily to sum- 
marize the known facts or to point again 
to the numerous gaps in our knowledge, 
the bridging of which is of so great im- 
portance to intelligent guidance of child- 
hood. Nor would I presume to offer a 
critical review of the labors of my col- 
leagues in this Conference, poimting out 
where they may have erred in the pre- 
sentation of facts or in the stressing of 
special views or theories. Such labor, if 
it be needed, does not belong here, nor 
should it be left to one man’s judgment. 
I take it as my duty to invite you to a 
consideration of the many interlocking 
elements of the central problem of this 
Conference, a clearer understamding of 
which may aid us all in a more rapid 
and intelligent advance of our program: 
The application of the known and the 
investigation of the unknown. I have 
read all of the papers prepared by the 
Committee on Growth and Development. I 
have read most of them with critical care. 
I have read most of the papers of the 
other sections of this Conference. These 
papers constitute a significant amd use- 
ful summary of the known facts. As a 
whole, the reports are clear, precise, 
moderate, both in statement of what we 
know and what we don't know. Much 
scientific intelligence, human love, and 
social conscience have gone into the prep- 
aration of these reports. 


Intelligent Application of 
Necessary 
The following reflections have come to 
me as a result of a study of these reports: 
The child is an individual. The problems 
of child welfare seem to be so inseparably 
related that intelligent advance in one 
line depends on the available knowledge 
secured in all the others. The physiologist 
may investigate and report om physical 
and mental fatigue and the biochemist 
on the facts and problems of mutrition, 
but the rational and intelligent applica- 
tion of this information for the child in- 
volves economic and social considerations 
of the problems of poverty, child labor, 
school work, and even the problem of 
adequate training of teachers in the knowl- 
edge of the human machinery, as well 
as adequate training of school children 
in this knowledge. The physiologist may 
proceed to investigate respiration, tem- 
perature, regulation, the action of light, 
etc., but the intelligent applicatiom of even 
known data in this field involves, in part 
at least, the problem of housing, the prob- 
lem of indoor and outdoor activity, the 
problem of industrial pollution of water 
and atmosphere, which in turm comes 
back, in part, to economic status and in- 
dustrial needs. 
Infaney is 


Knowledge 


a period of physiological 
Stabilization. Many of the body mechan- 
isms, such as temperature regulation, 
regulation of the heart rate, regulation of 
the blood composition, control of reflexes, 
control of emotional reactions, permeabil- 
ity of the intestinal mucosa, etc., are thus 
Stabilized gradually in the normal child. 
In the later years the stabilization or ad- 
justment of the individual child to the 
social and economic environment comes 
more to the fore. It is becoming increas- 
ingly clear that adjustment of the child 
in society and to industry is partly de- 
pendent on these stabilized body mechan- 
isms, physical and mental, of the indi- 
vidual child. Hence the nature and mech- 
anism of these stabilizing processes in 
the individual child body are obviously of 
the greatest importance in the later in- 
dividual adjustment in society, that is, for 
the happiness, efficiency, and social value 
of the individual. 


We Know More Than We Apply 


No informed man or woman can study 
the various committee reports without 
reaching the conclusion that despite the 
very serious gaps in our knowledge, we 
know today a great deal more than we 
actually apply in child welfare. Why this 
hiatus between knowledge and applica- 


tion? As I see it, the main reasons are 
these: 
(a) Much of our information on the 


nature and control of human life proc- 
esses, on heredity, on causes, comtrol and 
prevention of disease is still largely con- 
fined to experts. Disseminatiom of the 
known is slow even in our country of 
high average education and intelligence. 
One may here seriously raise the question 
whether society should not make a con- 
certed effort to rénder available to our 
children in the public schools informa- 
tion or training in the knowledge of the 
human machine on par with that of the 
three R's. I do think this is desirable; 
I do not think it is impossible, but I 
appreciate what it means in the reeduca- 
tion of the educated, in the education of 
school boards, and in the education of 
our thousands of teachers to adequately 
perform this function. I have some 
knowledge of the information, or rather 
the lack of working information, of the 
human body, of human dynamics, that 
our children receive even in the _ best 
grade schools and high schools, and I 
assert that this is not a working knowl- 
edge on par with the training received 
in our mother tongue, in American his- 
tory. chemistry or arithmetic. I believe 
it is only through the agency of fathers 
and mothers adequately educated in hu- 
man physiology in its broadest semse that 
the continued application of the known 
to child welfare will be effectively car- 
ried out. The present attempt at “health 
education” in our public schools appears 
to me, in the main, a superficial effort 
by teachers who do not know physiology, 
owing to insufficient training. 

(b) There can be no doubt that in our 





wealthy country, even in normal times, 
and par icularly in periods of economic 
Stress lik> the present failure of applying 
to the ch'ld what is known of the normal 
growth. i alth and developmemt is de- 
termined, in part, by the peverty of the 
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home. It is not pleasant to contemplate 
that in -his country with its plethora of 
wheat, amd fruit, and multimillionaires, 
any child should suffer from starvation 
and undernutrition, that any child should 
be forced to work at an age or ata 
rate that may interfere with physical and 
mental growth and vigor. To the minds 
of some kind people this condition may 
seem unthinkable, nevertheless, it is so, 
even if the number of children so handi- 
capped is small. We agree that every 
measure sSh’ould be takén to remove those 
handicaps to child welfare that are within 
our power to remove. . Certainly, the 
starving child need not be among us. He 
is @ challenge to our social conscience 
and economic order. We agree that all 
children sSinould be adequately fed, but 
disagree as to the method of doing it. 

As to child labor, no informed physi- 
ologist comdemns graded physical work by 
children, but in the presence of ignorance, 
indifference; poverty, and greed, the child 
must be protected against work that in- 
terferes with health and growth. On the 
muy personal experience, I think 
some responsible labor, graded to the age 
of the child and not carried to the point 
of fatigue. is not only not inimical, but 
may be favorable to physical and mental 
development, as well as to the attainment 
of that most valuable asset of a citizen, 
character. You may take it that I be- 
lieve in the gospel of work as well as in 
the gospel of a fair return. 

(c) The difficulty or failure im the ap- 
plication of existing scientific kmowledge 
to child welfare is further limited by 
differences in scientific, social, and re- 
ligious philosophy of our citizens. There 
are among us fathers and mothers, who 
reject in whole or in part modern knowl- 
edge of htuman physiology, modern knowl- 
edge of the cause, control, cure and pre- 
vention Of disease, as a consequence of 
their philisophy of the nature of man and 
the nature of the world. These do not 
constitute a majority, in fact they are a 
very small minority, in society, but under 
our principles and practices of democracy 
and individualism they ‘constitute a real 
difficulty im the application of proven 
facts in the cause and control of disease 
to child welfare, not only to the children 
of such parents, but to the children of 
the rest Of society in the matter of such 
health mieasures as vaccinations, quar- 
antines, etc. Progress here is obviously 
amatter of slow education, slow compro- 
mise, sprimkled with intelligent coercion 
in exceptional cases. There are further 
difficulfies with a much larger group of 
able, intelligent and useful citizens who 
take the view that human reproductive 
capacity Should in no wise be guided by 
scientific kmowledge, intelligemce, or par- 
ental health and economic status. We 
admit freely that human society is now 
very thoroughly mixed; that in such mix- 
tures the predictability of the character 
of the offspring on the basis of heredity 
fs too umcertain for a scientific and far- 
reaching program today, except in ex- 
treme cases. This is rather a problem 
of ttmorrow. But let us not forget that 
it is a problem, if a ‘civilization worth 
having is to endure. 


A Challenge te Serious Thinking 

Social conscience has repealed, in the 
main, the law of the jungle, which elim- 
inated the less fortunate and the weak 
by starvation, disease, and cannibalism. 
But the present lack of comtro] can 
scarcely be labeled intelligent. Could we 
not agree om the principle of mutual free- 
dom among good citizens? The others 
do not count in these premises. This 
country, for the present, is committed to 
the prineiple of parental responsibility 
and care of the offspring. But this par- 
ental care and responsibility is clearly 
limited by parental health, parental edu- 
cation amd parental economic status. 
“Parenthood is beautiful only under con- 
ditions which make possible a heritage 


of mental and physical health, and a 
favorable environment.” Is there any 
other kKimd of parenthood desirable? 
Should it be permissible? Our “Chil- 


dren’s Charter” states: “For every child 


the right to grow up in a family with 
an adequate standard of living and the 
security of a stable income.” Do we ap- 


preciate the implications of this declara- 
tion? It would be folly to pretend that 
every farmily in our country has an ade- 
quate stamdard of living or the security 
of a stable income now. Are we iti. é. 
society) tamited in the efforts to bring 
about am adequate living standard and 
a reasonably stable income, and pending 
that, to urge or permit limitation of 
births? Obviously not. The most we 
can hope for in this declaration is a 
challenge to serious thinking on the part 
of men amd women of every shade of 
economic, political, religious, amd social 
philosophy That may lead, some day, 
and I hope soon, to a common under- 
standing. 

This Conference has achieved one of 
its aims im bringing together in an au- 
thoritative and valuable form existing 
data on child growth and care. These 
labors would be largely in vain unless 
positive steps were taken to accelerate 
individual endeavors to bridge the gaps 
in our Knowledge. Such gaps are every- 
where. It would be futile to catalogue 
them in detail and it would certainly be 
presumpttzous on my part even to try to 
indicate the relative importance of the 
different lines of research demanded in 
an adequate child welfare program for 
the future The practical importance of 
any line of research is sometimes deter- 
mined by the urgency or the magnitude 


of the need. This is one but not neces- 
sarily the best criterion. We will prob- 
ably mals@ faster progress in the end if 


we steadfastly hew to the line of the fun- 





damentals. the nature of the mechanism 
of life, health, and growth and develop- 
ment of mind and body, in health and 


disease. “Ihhe few referred to here are not 
importamt over all others. I am _ person- 
ally more familiar with them. 

During the last generation there has 
been an almost explosive advance in the 
field of t2utrition, and in the field of the 
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endocrine glands. These advances, of 
singular importance to childhood, were 
made possible through the support by 
society of fundamental biological research 
and by freedom of animal experimenta- 
tion. Without these important factors, 
freedom of investigation, freedom of ani- 
mal experimentation, solid support of sci- 
ence by society, we could not today pre- 
sent to the country the program of child 
care that we are able to offer. But re- 
search in nutrition and research in the en- 
docrine glands, despite the glorious ad- 
vances, have yet far to go. This applies 
particularly to the endocrine glands, to 
the frequency of childhood disorders of 
this part of the human mechanism, and 
to the development of tests to detect with 
certainty the very incipiency of such dis- 
orders. It is clearly indicated that body 
size, body vigor, body resistance to dis- 
ease, as well as mental traits or mental 
ability is partly determined by the proper 
activity of the endocrine glands. 

The nature and control of the hunger 
and the appetite mechanisms need much 
further study, particularly im connection 
with the distressing frequency of malnu- 
trition from anorexia in children from 
homes where there is no dearth of quan- 
tity amd quality of food. The emotional 
intensity or emotional instability of child- 
hood may play a role: Individual food 
idiosyncrasies or intolerance does not seem 
to enter. Some competent pediatricians 
suspect that it may be a sequel of a pro- 
longed dietary regime on almost exclusively 
one type of food such as milk. If this is 
so, the control is in the elimination of 
milk. Even so, the cause is still unknown. 
That a monotonous diet is the sole cause 
of this malnutrition seems doubtful. 


Many Gaps in Knowledge 

Growth and ultimate body stature are 
known to be dependent on such factors 
as heredity, quantity and quality of food, 
the activity of the endocrine glands, ab- 
sence of infections, etc. But the relation 
of adequate diet to the utimate intellec- 
tual capacity and brain function of the 
adult is another unknown. This is prac- 
tically and particularly apropos because 
of the chronic undernourishment of the 
children of the poor and of children of in- 
dustrial workers at times of depression. 
Marked malnutrition, qualitative and 
quantitative, probably decreases mental 
endurance. Prolonged starvation in adults 
seems to decrease mental endurance. 
Studies on relation of physical to mental 
growth indicate a slight and uncertain 
correlation. Theoretically such correla- 
tion should exist. “The difficulty may lie 
in the fact that our measures of physical 
growth are essentially of gross structure 
rather than performance, and we know 
that wile quantity of nervous tissue is of 
importance, it is not all-important. The 
quality of internal organization of the 
nervous system that primarily determines 
mentality is almost unknown.” The dan- 
ger point in physical and mental activity 
beyond which injurious fatigue sets in is 
another unknown of the first order. We 
know very little about the nature of fa- 
tigue. We do not even have reliable cri- 
teria or tests, especially of moderate fa- 
tigue. Until physiological research has 
solved these difficult questions, we are 
largely working by rule of thumb, or by 
the method of trial and error in our 
school study programs, our physical train- 
ing, our school athletics, and with physi- 
cal work for the child about the home, 
on the farm, or in the industries. 

The relation of diet, of sunlight, of out- 
door life, of exercise, etc. to immunity and 
resistance to disease needs much further 
elucidation. Investigation om the influ- 
ence of light on physiological processes 
have been particularly intense and produc- 
tive im the last few years. “A critical re- 
view of the literature, experimental and 
clinical, on the action of light on the ani- 
mal organisms reveals the fact that we 
are dealing with a powerful dynamic agent, 
but ome by which our knowledge as to 
its mechanism or mode of action and ef- 
fect is amazingly limited.” 

There appears to be nothing worth men- 
tioning in the literature on the influence 
of roughage in the food on the action 
of the alimentary canal in infancy. This 
question, of course, has a bearing on the 
kind and quantity of foods other than 
milk that may to advantage and safety 
be fed to infants in the early months of 
life. 


Difficult to Slay Myths 

There are still numerous gaps and 
guesses in our knowledge of the nature 
and ramifications of sex in the human 
organism. ‘The gaps seem less formidable 
than some of the guesses, for the latter 
tend to become myths. It seems easier 
te advance into the unknown than to 
slay myths. The witchcraft myth per- 
sisted im society up to recemt date and 
men acted on this to the point of judicial 
and ecclesiastical murder. A good deal of 
the nature and physiological ramifications 
of sex has been worked out, but in the 
present confusion of the Freudian sex cult, 
the religious sex suppression, the bizarre 
sex mores of modern society, and the mir- 
acles of rejuvenation from goat and mon- 
key testes transplants in man, the still 
small voice of the physiologist and bi- 
ochemist is scarcely audible. The Freu- 
dians .would make sex the driving force 
of all infant curiosity, all child activity, 
such as bending the leg, nursing, putting 
the finger or the toe into the mouth, etc. 
When we ask for evidences for these re- 
markable things we are given further 
guesses. A more complete understanding 
of the mature and physiologicel correla- 
tions of sex is of the greatest importance 
for the sane care and guidance of the 
child. Hence when the still, small voice 
of the physiologist and the biochemist 
is heard above the confusion it says: re- 
search, more research, more financial sup- 
port of research on sex. 

But why go on? These are merely ex- 
amples. Having taken stock and come 
to fair agreement both on what we know 
and what we do not know touching the 
large problem of child welfare, there re- 
main but the two perennial tasks of apply- 
ing the known and investigating the un- 


known. Both lines of effort call for the 
combined efforts of experts and laymen, 
They call for a high measure of social 
conscience, broad understanding, persis- 
tence, patience, candor, cash. We can 
have no sympathy with amy conference 
that dissolves in beatitudes and platitudes. 
These two tasks challenge all that are 
in the ablest and wisest men and women 
of this country. Neither problem is be- 
neath the attention of Federal and State 
governments. Ladies and gentlemen, un- 
less I see, and see soon, as a result of 
this Conference, something tangible both 
in the way of more universal and more 
inteHigent application of the known facts 
to child welfare, and greater social under- 
standing and financial support for re- 
search in this field, I feel we have wasted 
our time and the substance of a friend 
of man. 


Fourteen years ago, in the stress of war, 
and in distant countries, “Our Chief” 
gathered many members of this Conference 
to aid him in giving unfortunate children 
a fairer chance in life. We are now 
gathered, under the same banner, in the 
stress of peace, to give our all to the chil- 
dren of our land. As I see it, the pro- 
gram is: Apply the known, investigate 
the unknown. Let us go! (Applause.) 

CHAIRMAN CANNON: Dr. Carlson has 
raised interesting questions. We are now 
to discuss not only his paper, but the gen- 
eral subject of the afternoon, The Physio- 
logical Considerations of Growth and De- 
velopment. The discussion will be opened 
by four speakers, each of whom will be 
allowed 10 minutes. The first is Dr. Carl 
J. Wiggers, professor of ‘physiology, West- 
ern Reserve University, on “Circulatory 
Adjustments Following Birth.” 

DR. CARL J. WIGGERS: Mr. Chair- 
man, Ladies and Gentlemen: The circula- 
tory mechanisms must adapt themselves 
both functionally and anatomically to the 
ever-changing conditions of prenatal and 
of postnatal life. But, despite the most 
searching inquiries, we are left with a 
probable, rather than a quite certain, 
understanding of many details. Of the 
processes known to occur, far too many 
have not received general recognition. 
Indeed, our current conceptions of the cir- 
culatory adaptation before and after birth 
are molded chiefly by traditional state- 
ments handed on through the medium of 
uncritical general texts. 

Surveys of scientific research and con- 
ferences such as these offer an effective 
opportunity to correct such widespread 
misconceptions. It is my privilege today 
to illustrate by a few examples how many 
conceptions of circulatory changes before 
and after birth will need to be restated so 
that they accord with morphological and 
experimental researches and conform to 
our advancing knowledge of cardiodynamic 
laws. 

The Mechanism of Fetal Circulation 


Experimental evidence indicates that 
blood entering the right atrium from the 
inferior vena cava mixes with that from the 
superior vena cava and does not cross as a 
separate current. The amount of blood 
transferred directly to the left atrium 
through the foramen ovale is, therefore, 
determined by the mean pressure differ- 
ence between two atria. Since this pressure 
difference is not great, the transferred vol- 
ume is probably much smaller than is gen- 
erally believed. 

Although direct experimental measure- 
ments have not been made, it has been 
estimated from the comparative sizes of 
the various orifices combined and from the 
probable pressure relations that not more 
than 25 per cent of the total right atrial 
inflow reaches the left atrium directly 
through the foramen ovale. Of the 75 per 
cent entering the right ventricle, about 45 
per cent is pumped through the pulmonary 
circuit to the left auricle and approxi- 
mately 30 per cent is shunted through the 
ductus arteriosus to the systemic circuit. 
In other words, more than half of the 
blood entering the left atrium passes 
through the pulmonary vessels, hence the 
commonly accepted idea that little blood 
passes through the fetal pulmonary circu- 
lation appears to have little in its favor. 

Changes Following Birth 

It is generally accepted that abrupt and 
intensive circulatery changes occur at 
birth. The chief alterations supposed to 
take place are (a) prompt functional 
closure of the foramen ovale through an 
equalization of intraauricular pressures, 
(b) prompt obliteration or significant re- 
duction in the lumen of the ductus 
arteriosus and (c) establishment of a func- 
tionally efficient pulmonary circulation as 
a result of a and b. 

We can examine the facts only briefly: 
Functional closure of the foramen ovale 
requires an equalization of left and right 
intra-auricular pressures. This may con- 
ceivably be due to a reduction of pressure 
in the right atrium or to an elevation of 
pressure in the left. The interruption of 
the placental circulation cannot be ex- 
pected to produce more than a transitory 
lowering of right atrial pressure without 
incurring a similar and corresponding re- 
duction of left atrial pressure. But the 
eccurrence of any pressure reduction must 
be questioned especially as the aspiratory 
action of the thorax now begins to aid the 
1eturn of venous biood. Prompt mechani- 
cal obliteration of the ductus arteriosus 
would augment left auricular pressure by 
increasing the pulmonary flow, but sub- 
stantial proof of such immediate ob- 
literation is wanting and the physical 
mechanisms suggested as causes for 
the hypothetical obliteration appear 
rather improbable both on _ physical 
and anatomical grounds. It, therefore, re- 
mains exceedingly questionable whether 
functional connections between the two 
aortae is completely abolished until 
anatomical fusion occurs several months 
after birth. It is also probable that in- 
equalities of auricular pressures (such as 
are apt to occur during modified respira- 
tory acts) cause some transfer of blood 
through the foramen ovale up to the time 
of complete anatomical fusion. 

Fortunately this presents no problem of 
great significance as regards the func- 
tioifal sufficiency of the circulation estab- 
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Raked in the new born. But it is signifi- 
cant that the postulated functional closure 
of the foramen ovale-and of the ductus 
arteriosus are not immediate factors in the 
establishment of a pulmonary circulation 
at birth. A well developed pulmonary 
blood flow exists at the end of fetal life, 
and there is reason to believe that it may 
be adequate to take care of the respiratory 
demands of the new born. Add to this the 
traction on intrapulmonary vessels by the 
first lung inflation which causes a further 
expansion and we have ample explanations 
for the establishment of an adequate pul- 
monary circulation at birth without assum- 
ing sudden and radical changes in the 
entire circulatory mechanism. 


Circulatory Changes During Early Infancy 

At birth the work of maintaining 
the systematic circulation is gradually 
shifted from the joint action of the two 
ventricles which have developed nearly 


equally to that of the left ventricle alone. 
This transfer of function becomes complete 
only with anatomical obliteration of the 
ductus arteriosus. The left ventricle some- 
what gradually assumes this burden by in- 
voking well-established physiological laws. 
The venous inflow to the left auricle and 
left ventricle is gradually increased, the 
diastolic size and initial tension become 
greater and the left ventricle reacts with a 
large stroke volume. This greater func- 
tional activity also supplies the stimulus to 
increased growth so that about the fourth 
month the left ventricle has become equal 
to the right in weight and about the sixth 
month exceeds -it. The preponderance of 
the left ventricle begun at this age as a 
result of physiological mechanisms con- 
tinues progressively until adult relations 
are established approximately at the age 
of seven. 

It is difficult to picture the dynami¢e 
mechanisms at these early ages since so 
many factors are unknown. For example, 
estimates of changes in systolic discharge 
and minute volume can be arrived at only 
indirectly. At birth, the capacity of each 
ventricle is about 6 cc. Comparisons with 
the discharge of dogs’ hearts of equivalent 
size lead to the conclusions that not more 
than 2-3 cc. would be ejected at heart rates 
of 120-130 per minute if the same mechan- 
isms of filling are concerned. But this 
would result in the surprisingly low minute 
volumes of only 240 to 360 cc. The possi- 
bility exists, however, that emptying is 
much more complete than in adult stages. 
Since the auricular musculature is much 
more markedly developed in comparison 
with the ventricular myocardium, auricular 
contractions, may be a great deal more 
effective in ventricular filling. In this way, 
the increased diastolic size and greater 
initial tension would supply the necessary 
conditions for a more complete emptying 
of ventricular contents and serve to in- 
crease the minute output beyond calcula- 
tion. The relatively small output, together 
with the relatively smaller contractile force 
developed by the left ventricle, accounts 
for the low arterial pressures in neonatal 
life. But as the muscular and systolic dis- 
charge of the left heart gradually ‘increase, 
the output and pulse pressure continue to 
mount. 


Practical Applications 
These revised views as to the changes 
occurring in the circulation after birth 


are not solely of academic interest; in a 
few instances, at least, they have a prac- 
tical bearing as well: (1) The prenatal 
existence of a plmonary blood flow ready 
to take care of gas interchange as soon as 
lung inflation occurs explains why the act 
of birth causes so little interruption of 
external respiration. According to the 
older conceptions, threatened asphyxia 
after birth should be a common, not a 
rare, occurrence. 


(2) Tt is obvious that sudden neonatal 
deaths cannot be accounted for by the 
postmortem finding of a patent foreamen 
ovale. Evidence clearly indicates that its 
closure at birth is of minor significance 
in the establishment of an_ efficient 
neonatal circulation. 


(3) Persistence of a patent foramen 
ovale in itself is not incompatible with a 
long and active life. An effective circula- 
tion can be maintained through the grad- 
ual operation of physiological compensa- 
tory mechanisms. As in valvular defects, 
the power of compensating for unusual 
strains is restricted, however, because the 
mechanisms normally brought into action 
under stress alone are already operating 
at rest. 


(4) The common obstetric practice o! 
laying the infant on its right side is of 
no obvious value in aiding the establish- 
ment of a neonatal circulation. Closure 
at birth is not necessary and it is doubt- 
ful whether intra-atrial pressure changes 
can be affected by the procedure. 


(5) Anatomical studies indicate that the 
right ventricular preponderance of the 
new born demonstrated by means of the 
electrocardiograph is associated with and 
due to the greater muscular development 
of the right ventricle rather than to a 
different position of the heart within the 
thoracic cavity. 

There is a great deal of work of this 
sort of which I have given you only one 
sample that, as I say, is apparently well 
established, but is really unknown. I shall 
not take further time to explain other 
subjects that have become interesting to 
us who have investigated the known 
knowledge on the circulation. 


In conclusion, I should merely like to 
say that it is not improper at this time 
to recall that there are few circumstances 
in health or in disease in which pro- 
found and abrupt adjustments of the cir- 
culation are required. In these cases there 
is usually some form of circylatory failure. 
Ordinarily the physiological adaptations 
of the circulation required to meet the 
stresses of every-day life, as well as the 
special emergencies of disease, are slow 
and progressive phenomena, graded to the 
magnitude of the changes that call them 
into action. To this genera! physiological 
rule, the changes which occur in the cir- 
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culation at birth and immediately there- 
after appear to be no exception.: Thank 
you. (Applause. 

CHAIRMAN CANNON: Dr. Carlson 
spoke of the puzzle that was presented by 
the thymus gland. The next speaker, Dr. 
Edith Boyd, assistant professor, Institute 
of Caild Welfare, University of Minnesota, 
will consider the size of the thymus and its 
x-ray shadow in relation to physiological 
disturbances and the routine treatment in 
vogue. (Applause.) 

DR. EDITH BOYD: A large volume of 
contradictory data has been accumulated 
on the growth of the thymus, its function, 
pathological conditions, and treatment of 
these conditions. A few threads can be 
followed through the confusion. 


Its growth has been studied by two 
methods, first, weighing and measuring 
the glands obtained at necropsy, secondly, 
measuring the width and depth of the 
shadow of the thymus on roentgen films. 
Hammar, Scammon, Bratton, Greenwood 
and Wood, using only thymuses from in- 
dividuals dying of adequate pathological 
causes, chiefly accidents, have established 
excellent standards of normal growth. 
The thymus at birth weighs 10 to 12 grams, 
is double that weight by one year of age, 
triple by 12 years, then the weight de- 
creases to birth weight by senility. In 
relative size, as compared to the total 
body weight, the thymus decreases slowly 
in the first year, then more rapidly in the 
remainder of the developmental period. 
At any age the weight ef the thymus may 
be rapidly and markedly reduced by inter- 
current illness or undernutrition. Boyd 
has found that the thymus of poorly 
nourished children is only one-third of the 
weight of well-nourished children. Fi- 
nally the thymus weight even under the 
rigid selection described has a coefficient 
of variation of 40 per cent as compared to 
the 15 to 25 p:r cent found for other 
organ weights. 

The information obtainable from roent- 
gen shadow has not been so carefully an- 
alyzed. Until standards based on roent- 
genograms taken on healthy symptom- 
free children have been devised, no means 
are available for judging whether or not 
a thymus shadow is beyond the range of 
normal variability. Attempts at such 
standardization are beginning to appear 
in the literature. They seem to substan- 
tiate the anatomical findings that the 
thymus is normally largest in well nour- 
ished children, that the shadow is prom- 
inent during infancy and that it decreases 
in relative size during the second year. 


The Function of the Thymus 


The function of the thymus has been 
studied by extirpation and injection of 
thymic extracts. Park and McClure were 
unable to demonstrate any significant ef- 
fects of removal of the thymus in puppies. 
The work on injection of thymic extracts 
is in too chaotic a state to draw any con- 
clusions from it. 

Pathological conditions have been based 
upon two-concepts, first, that mechanical 
pressure of an enlarged thymus upon ad- 
jaceat structures causes respiratory dif- 
ficulty, and, second, that a prominent thy- 
mus is diagnostic evidence of a constitu- 
tional state in which the individual is sus- 
ceptible to death from trivial causes. 


The thymus weights along with prom- 
inent lymphoid tissue, commonly given as 
evidence of status thymicolymphaticus, are 
the same size as those found in children 
killed by accidents. In short the normal 
state has been called the pathological 
state. The explanation of this mistake is 
quite simple. Paltauf was used to seeing 
the greatly reduced thymus and lymphoid 
tissue of emaciated children dying of gas- 
troenteritis, tuberculosis etc., so that the 
normal structures found in children dying 
unexpectedly of undemonstrable causes 
appeared unduly prominent. In the same 
way prominent thymic shadows which are 
commonly considered as large enough to 
produce respiratory symptoms by pressure 
on adjacent structures are found in as 
high as 50 per cent of symptom-free chil- 
dren. These findings raise the question 
as to whether the thymus has any causal 
relation to‘these common respiratory dif- 
ficulties. If the thymus usually has no 
causal relation to respiratery difficulties, 
then there is no sound basis for irradiating 
it. However, it the irradiation of the up- 
per mediastinum relieves these symptoms, 
the tr@atment is justified empirically, ir- 
respective of its effect on the thymus. 

The belief still lingers that the magic 
expression, status thymicolymphaticus, de- 
scribes a constitutional state which ab- 
solves the doctor from responsibility if 
the patient dies unexpectedly. I merely 
suggest to anyone who accepts the term 
as describing a clinicopathological entity 
that he choose at random 10 articles on 
the subject and attempt to tabulate the 
diagnostic signs and symptoms into a 
clinicopathological entity. The inquisitive 
will not find any common sign or group 
of signs except prominent thymus. 

Certainly from what has been said it 
becomes evident that the pretonsillectomy 
irradiation of the thymus is futile as pro- 
tection against death from anesthetics. 
Constant care in administration of an- 
esthetics is probably the best protection. 
(Applause.) 

CHAIRMAN CANNON: The importance 
of glands of igternal secretion for growth 
and development has already been empha- 
sized this afternoon. The next speaker, 
Dr. Roy G. Hoskins, of the Memorial 
Foundation for Neuro-Endocrine Research, 
Harvard Medical School, will consider 
Glands of Internal Secretion in the Second 
Decade. (Applause.) 

DR. ROY G. HOSKINS: Mr. Chairman, 
perhaps the topic has beer sufficiently 
emphasized that the endocrine glands do 
play a large role throughout the gamut of 
processes which go to make up human 
life, starting many generations before birth 
and continuing to the end of the in- 
dividual’s existence. The part the glands 
play in heredity has been considered at 
great length by Sir Arthur Kicth and some 
others. The factual material is very defi- 
nitely limited. The part that the glands 
play during the gestational period is defi- 


nitely important and largely unknown as 
to detail. 

The process of birth itself is in all prob- 
ability to a considerable extent dependent 
upon endocrine factors. The development- 
al period, infancy, and the earlier ju- 
venile period definitely are under endoc- 
rine control to a highly significant de- 
gree. To discuss these various topics, 
however, would exhaust all the time 
given to this congress if they were to be 
discussed in adequate detail. So the 
Committee, I think, has very wisely limited 
my topic to endocrine factors in adoles- 
cence. 

Looking at the endocrine series as a 
whole, one finds that there are a consider- 
able number of glands that have ap- 
parently no special relationship to the 
hebetic evolution that takes place at this 
time. The activity of a considerable num- 
ber of hormones is rather in bringing 
about normal nutrition. The whole series 
that have to do with gastro-intestinal 
functions come in here. 

There is another group of glands which 
have to do with metabolism in a general 
way, the parathyroids for example, and 
the island of Langerhans in the pancreas, 
both important in general nutrition, but 
not so far as we know at the present 
time of any special importance at the 
time of puberty. The thyroid gland has 
a somewhat special relationship. Very 
largely its importance in the _ puberal 
period is in its relationship to normal 
metabolism. It has perhaps some special 
relations to the activity of this period. 
There are, however, a number of glands 
which come into the picture with a spe- 
cial prominence at this time. One thinks, 
of course, firsc of all of the primary sex 
glands, the testes in the male and the 
ovaries in .ae female. It has been known 
from time immemorial through experi- 
ments in animal] husbandry and through 
accidents or definitely intended surgery 
and through disease, that a serious inter- 
ference with the functions of the primary 
sex glands largely or entirely prevents 
the normal evolution of the puberty period. 


Other Glands Important During Puberty 

The most clean-cut evidence, of course, 
comes from a consideration of the effects 
of the removal of these glands before the 
puberal epoch. Leaving out a great many 
interesting details, the net result of that 
operation is to cause a persistence of the 
juvenile period, of the juvenile character- 
istics into adult life. The subject con- 
tinues to grow in size. He may indeed 
go to an overgrowth. The secogdary sex 
characteristics fail to appear for the most 
part. The shape of the pelvis may pos- 
sibly be an exception here. The sex func- 
tions fail to appear and the psychology 
that is actually a part of the sex functions 
remajns juvenile and not adolescent or 
adult. 

In a general way the same things are 
true in both sexes. As the primary con- 
ditioning factor, then, in the puberal evolu- 
tion, the hormonic activity of the primary 
sex glands is seemingly of most impor- 
tance. That the puberal evolution is con- 
ditioned by several other glands, how- 
ever, is well known from the fact that in 
the absence of the hormones from these 
glands in normal concentration, the evolu- 
tion is either prevented or seriously de- 
layed. We can take time for the merest 
mention of the pineal gland, a structure 
which has been discussed at great length 
on a basis of relatively very slight knowl- 
edge. It has been reported that extirpa- 
tion of the pineal gland causes precocious 
sexual development and to some extent 

ious body development. It has been 

t ed that the feeding of pineal gland 
extracts, of pineal gland substance or the 
injection perhaps in some cases of pineal 
gland extracts, results in sexual precocity 
and to some extent in somewhat prema- 
ture body growth. You will perceive the 
evidence is explicitly contradictory. 

There area few clinical cases on record 
in whici the young subjects have de- 
veloped tumors, presumably destructive 
tumors of the pineal gland, who have 
shown a remarkable overgrowth of the 
body and a strikingly early maturity of 
the secondary sex characteristics. Thus 
the individual may have the secondary 
characteristics at the age of five, which 
he should not have until the age of 16 
or 18. It would be very interesting to 
spend some time on the psychology of 
that situation. Given an aduit sex drive 
with a five year old intelligence on perhaps 
an 8 or 10 year old body, the situation 
gives rise to some important and highly 
interesting problems. Fortunately, how- 
ever, these cases are relatively few. 

The evidence at the present time is in 
an unsatisfactory state, but the reason 
for this may well be that the subject 
has not been properly studied in recent 
years since we have had a more satis- 
factory technic for the derivation of potent 
gland derivatives, and it is very definitely 
in need of renewed study. 


Suprarenal Cortex and Puberal Evolution 


We can but take time to atiude very 
hastily to the relation of the suprarenal 
cortex to the puberal evolution. Here 
again we are in a measure reduced to con- 
jecture. The pertinent facts in the matter 
are that when the suprarenal cortex be- 
comes overactive the subject is likely to 
show a very striking accentuation of 
masculine attributes. Thus a female who 
may have been normal to the age of 16 
may become a caricature of a female and 
equally a caricature of a male at the same 
age; that is, she develops marked secon- 
dary characteristics of the male. 

Potentially, then, the suprarenal cortex 
may have a very marked influence in 
determining the activities of the sex 
glands at this time. The actual part 
that is played normally by the suprarenals 
in the development is not at all satis- 
factorily known. 

One other,structure might be discussed 
at great length. That is the anterior lobe 
of the pituitary gland. Each year the 
physiology of the pituitary becomes more 
complex and the more we know, the more 
we are puzzled as to what to do with 
our fledge. To make a very long 
story short, there can be obtained from 
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the anterior lobe of the pituitary potent 
extracts which cause true giantism, so it 
is no trick at all now to make animals 
two and three times the normal size. 
You have this growth hormorie from the 
pituitary which undoubtedly plays an im- 
portant part in the puberal situation. 
There can be derived also from the an- 
terior lobe of the pituitary an extract 
which when used on a newly-weaned rat 
will bring the rat to full sexual maturity 
in a period of something like three days. 
The implications of this one fact are 
highly important and if we had the time, 
the known factual material could be ex- 
pounded in a way to show that this gland 
Plays a very important part in the pu- 
beral evolution. 

In closing, in the last half minute I 
have available, I should like to call at- 
tention to the general situation as re- 
gards research in this field. I suppose 
endocrinology is blessed with a more pro- 
fuse “lunatic fringe” than any other di- 
vision of biology. We know a great many 
things that are important. Some people 
profess to know a great many other things 
that would be even more important, if 
true, but which so far as the present 
information goes to show are not true. 
Development in this field has been ex- 
ceptionally difficult. It has been more 
~ difficult, I suspect, than “it need have 
been. For example, in the field of endo- 
crinology we have one man studying the 
effect of thymus extracts on the frog. 
Another man in Vienna is studying the 
effects of pituitary extracts in the rabbit. 
A third man in Baltimore is studying the 
effect of posterior pituitary extirpations 
in the guinea pig, and so on. That is, 
we have a great many variables ig the 
picture, each one of which complicates 
the picture exponentially: Variations of 
race, enrivonment, food, parasitism, dis- 
ease, of observers, and so on. 

I think the time is more than ripe 
when research in this field should be sys- 
tematized. Some one animal, and pref- 
erably a primate, should be sclected as 
an experimental animal. We should de- 
termine in exact detail the effect of ex- 
tirpations of each of the endocrine organs 
throughout the physiologic domain. We 
should determine equally specifically the 
effect of extracts of each of the organs 
on such development. Then we should 
treat the data statistically and determine 
definitely the valid correlations that are 
largely guessed at at the present time. 
It is my conviction that progress in this 
field could go at something like ten times 
the current rate if the matter were re- 
studied from the standpoint of general 
strategy and something like adequate re- 
sources were made available for the sup- 
port of research im the field. (Applause.) 

CHAIRMAN CANNON: The next 
speaker, Dr. Ernest Gale Martin. profes- 
sor of physiology, Stanford University, 
will discuss the important and difficult 
subject—Fatigue. (Applausce.) 


Fatigue 

DR. ERNEST GALE MARTIN: I am 
fortunate in that I am to talk about a 
topic which everybody knows about. 
Everyone knows what we are talking about 
when we are talking about fa‘icue. Also, 
we are fortynate in that we have a def- 
inition of the eause of fatigue, because 
by definition fatigue is something that 
happens as the result ef activity or, let 
me say, of overaetivity. However, if we 
go beyond those two statements, we find 
ourselves at once in a situation of very 
great uncertainty and very great diffi- 
culty. 

Physiologists have not yet been able to 
determine with eertainty what differences 
exist in an organism that they know to 
be fatigued, as compared with an organ- 
ism that is not fatigued. That very fun- 
damental point about which we urgently 
require knowledge is not yet at our com- 
mand. We cannot yet say just what 
fatigue is in that sense. 

The relation ef fatigue to growth and 
development, the particular problem 
which concerns this Committee of this 
Conference, must be a matter of infer- 
ence and deduction from a very long 
series of common-sense observations upon 
children, rather than scientific deduction 
from controlled experiments. 

With this introduction let me say what 
will perhaps help our thinking in respect 
to the problem of fatigue: We realize that 
children tend to be active, both physi- 
cally and mentally; to a very large ex- 
tent they are active of their own volition. 
Also, they are active under the stimulus 
of playmates and, again, at the instance 
of parents or teachers or employers. All 
this activity neeessarily tends toward a 
condition of-fatigue. Yet I think we will 
all agree, as I agree heartily with the 
point emphasized so clearly by Dr. Carl- 
son, that within reasonable limits this 
‘activity is for the benefit of children, 
rather than for their’ injury. So the 
question becomes that of what position 
can we take sanely in respect to over- 
stepping these permissible, these physio- 
logical limits of activity and so come into 
the reaffm of injurious fatigue? 

_We recognize first that muscular fa- 
tigue, fatigue which comes from overwork 
in the ordinary way in which we use that 
expression, cam occur and does occur in 
children. I think this fact which has 
come to my attention is by no means as 
isolated as it should be: I know person- 
ally of an 1l-year-old boy who every 
morning has to get up at 4 o'clock. milk 
ten cows, walk two miles to school, go 
through the school day as best he is able, 
walk home at night and milk his ten 
cows again. It seems to me that a situ- 
ation of that sort certainly means exces- 
sive muscular fatigue. The fact that 
children are compelled to toil beyond 
their strength eauses this fatigue. Un- 
fortunately, however, we have no satis- 
factory criteria as to when the permis- 
sible limits of toil are actually being over- 
It is clear that a vast amount 
of research in this specific field is needed 
so that at the different age groups and 
at the different strength inheritances and 
the different strength achievements, what 
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amounts of actual manual labor are per- 
missible can be determined. 


Then in addition to this matter of 
simple muscular fatigue, overwork, we 
have also the question of harmful nerv- 
ous or mental fatigue which is a much 
more subtle phenomenon, and also about 
which very much less is known, and yet 
which appears on the basis of such evi- 
dence as we can muster to be the type 
of fatigue that is mainly responsible for 
the harm that fatigue has been observed 
to do to growth and development. At 
least fatigue as a large scale factor in- 
fluencing growth and development appears 
more probably to be mental or nervous fa- 
tigue rather than physical or muscular 
fatigue. ic 

hat then have we to offer about nerv- 
ous fatigue? I should like to call these 
points to your attention: We realize that 
children have really very little power of 
Sustained attention. They quickly tire, 
using the word “tire” here in the sense of 
losing interest in what is going on. Yet 
in spite of that characteristic of children, 
we must realize that from the beginning 
of every wakeful period in their whole 
lives to the end of the period of wakeful- 
ness, they are confronted by constant 
claims on their attention. Each child who 
is awake is constantly having his atten- 
tion elicited in one field or another. The 
manner and extent to which this attention 
is enforced are crucial factors, it seems to 
me, in relation to nervous fatigue. 
Fatigue Causing Situations 

Let me mention some specific situations 
that may arise: An atmosphere of ten- 
sion in the home, friction as between par- 
-ents or between parents and children, I 
think can be substantiated as a factor 
which tends to keep children in a state of 
tension unfavorable to the best working 
of their mental faculties with reference 
to avoiding fatigue. 

Then we heve the matter of the im- 
Position of mental tasks, what children 
are asked to do at school and at home. 
I think we will agree that there is a pos- 
sibility of children being overfatigued 
mentally through this imposition cf tasks 
again without knowing where the limit 
is. Here much research is needed to es- 
tablish quantitative estimates as to how 
much can be required of children in the 
way of mental intellectual assignments. 

I am iuclined to believe that even the 
strain on the attention that is enforced 
by restrictions, the necessity that children 
are under while in school of obeying the 
regulations and avoiding outbreaks of one 
kind or other, the element of monotony 
that enters here, is a factor that needs 
to be taken into account. 

So we have these various conditions and 
others which will occur to all of you 
which affect the mental state of children. 
Physicians who have to do with children, 
and particularly with school children, rec- 
ognize a culmination of this thing in a 
state of chronic fatigue that is often called 
school sickness. Dr. Seham, whom most 
of you know has made a very extensive 
investigation of this problem of chronic 
school fatigue, gives a description which 
I wish to repeat essentially, quoting, al- 
though not verbally, from his report. He 
lists among the important manifestations 
in children suffering from what he calls 
schoel sickness or perhaps more broadly, 
chronic fatigue, complaints of tiredness 
on the part of the child. Presumably 
when such complaints are not justified by 
the tasks that have recently been imposed 
on the child, actual impairment of some 
bodily function shown by hyper-irritability 
(a very frequent manifestation) or an ac- 
tual loss of muscular strength may be ob- 
served. Poor posture is stated to be very 
commonly associated with this condition, 
as is also restlessness, and the manifes- 
tations which in extreme form come under 
the category of the various “tics.” Vaso- 
motor instability Is a frequent phenome- 
non. If the physician is confronted by 
such a cas? in an individual, he usually 
ae a fairly good idea of what treatment 

give. 





Two Suggestions 

What I wish to do in concluding this 
brief statement is to indicate what may 
be a line which society at large can follow 
in attempting to prevent or minimize the 
incidence of fatigue as a factor affecting 
growth and development. 

I am obliged here simply to reinforce 
what Dr. Carlson has already said. It is 
necessary that parents, teachers, and em- 
ployers of child labor, should be instructed 
as carefully and effectively as we are now 
able to instruct them in the factors which 
interfere or may interfere with growth 
and devclopment of children. Secondly, 
the serious gaps in our knowledge of the 
exact nature of fatigue, difficulties that 
we have in diagnosing specific degrees of 
fatigue, should be attacked with new zeal 
in the research laboratories where this 
information should be forthcoming, and 
as it is brought forth the resources per- 
haps be set in motion by the White House 
Conference so it shall be able to dissemi- 
nate this new information as it is achieved 
for the help and instruction of those who 
have to do with children. (Applause.) 

CHAIRMAN CANNON: There is one 
other selected speaker whose name is not 
on the list that Was handed to me, Dr. 
Fritz B. Talbot, clinical professor of 
pediatrics, Harvard Medical School, who 
will speak on Temperature Regulation. 
(Applause. 

DR.FRITZ B. TALBOT: Mr. Chairman: 
The phase of temperature regulation which 
I am to discuss applies primarily 
to that particularly handicapped period 
of fife which is called prematurity. When 
-we consider temperature regulation and 
think of the adult, we remember that the 
adult has developed his heat regulating 
apparatus so that when there are changes 
in the surrounding temperature, the body 
reacts and in this manner protects him. 
The adult also is able voluntarily to make 
himself warmer by putting on more 


clothes, or cooler by taking off clothes. 
These are things the premature infant is 
unable to do. 

Recent studies have brought forth ac- 





curate information which Vv’ 
what has been believed i ee ee: 
that the premature infant has not de- 
veloped its heat-regulating apparatus at 
birth and that the reaction of the pre- 
mature infant to heat and cold may be 
compared to that of a colq-blooded animal. 
In other words, if the pre mature infant 
is exposed to cold, he becomes colder 
quicker than he should; ang he may be 
overheated. This has been siudied clinic- 
ally and it has been found manv times 
that the premature infant whose body 
temperature varies because of these ex- 
ternal factors is more sus eptible to infec- 
tion and is not able to carry on the phys- 
iology of the body at its most efficient 
pace. : 

Very accurate data are available from 
the studies at the Infants’ Hospital in 
Bostén under the direction of Dr. Black- 
fan and his confreres. They show very 
conclusively that this lack of t ; 
of maintaining the body temp: 
Stabilized el is harmfy] ae 
mature and also to ce rtajin 

On the basis of that. 
veloped a standard of 
combat this situation. Theij; studies have 
shown that the temperature, humidity 
and air movement, which may be called 
air conditioning, of those rogms may be 
Stabilized at points where an individual 
premature infant is then protected from 
these changes in body temperature. In 
that manner the infant is protected from 
infection and the other symptoms that 
may come, such as indigestion and failure 
to gain weight, and so forth : 

I emphasize this phase of our knowl- 
edge because it is one Phase in which we 
have, it sems to me, certain facis which 
have been found out, as suggested by Dr. 
Carlson; the method of preventing the 
harm from this has been foynd out. and 
now there is the opportunity of applying 
these methods generally. (Applause.) 

CHAIRMAN CANNON: Various aspects 
of the physiology of erowth and develop- 
ment have been brought before you by the 
speakers thus far. I now throw the sub- 
ject which we have been considering this 
on — for your general discus- 
sion. ne subject is now befor 
your consideration. 2 

DR. I. H. TUMPEER: Mr. Chairman, 
as a former student of Dr Ca rison coming 
from Chicago, I would like ‘to explain I 
am not here to explain pr. Carlson. be- 
cause to his students he needs no explana- 
tion. To us he represents what we call the 
control conscience. Theat is. his watch- 
word always is, what is the evidence Asa 
matter of fact pediatricians are really the 
practicing physiologists, becays« they take 
note of growth and development and nu- 
trition and psychology 8Nd so forth. 


Thymic Symptoms 
\ this watchword cf what is the 
evidence, I would like to discuss just one 
feature, that is if it is permissible for a 
clinician to discuss a Clinica} entity be- 
fore a conference of Philosophers. That 
is the question of the thymus gland. 

There will be a lot of controversy about 
the thymus and many peopl think the 
thymus has become sort of a racket much 
as rickets has become. ]| would like to 
bring out this one Point, that iz most 
of the articles concerning the thymus, 
they speak of thymic symptoms and speak 
of sudden death in the Same “voice, AS- 
suming that sudden death or not sudden 
death is dependent on the presence or 
absence of the thymus ang jin view of Dr. 
Boyd's findings (she fings that many 
children who die suddenly have no thymus, 
and many children who have thymuses 
don’t die suddenly) the crux of the situa- 
tion is, what are thymic c, mptoms? We 
will have to go back to the elinic for that. 

If I may be permitted to again refer to 
clinical investigation, it jc omalous to 
the position of the disturba -s of nutri- 
tion. | Before Finkelstein there were an- 
atomic, bacteriologic, and pathologic classi- 
fications which didn’t fit the picture until 
Finklestein said, “Let’s se¢ what the vari- 
ous children show, divide them into pic- 
tures.” He divided disturbances into bal- 
anced disturbances, Qyspepsia, and de- 
composition. Let the pediatricians take a 
series of children. One lype is the child 
that comes in vomiting, ang it is called 
pylorospasm. Atropine is given; he is not 
operated on. Because the atropine stops 
the vomiting temporarily, there is said to 
be Pylorospasm. Physiologists know atro- 
pine will abolish ail peristalsis 

Another group of infanic 
few months of life deve] p asthma. 
other group have great difficulty 
fecation, which is easily overjooled when 
the mother says, “This baby turns blue 
when it tries to move its bowels. It has 
an anal spasm. Another group has vesical 
spasm. Another group has exudative 
diathesis, eczema, hay fever. Many of 
these children have pylorospasm if you 
follow them through. Some wake up in 
the morning and dev elop sneezing that is 
called a cold, but which js hypersensitive 
rhinitis. . ; 

If the pediatricians wil) }ook at the thy- 
mus from this standpoint. examine these 
patients as they come in and find the 
common denominators, and the common 
denominators are large shadows in the 
mediastinum, I don’t care what you call 
them,—if you send the children to have 
pictures taken many will be Jost: vou have 
to examine them under the fluoroscope to 
convince yourselves there js g large thy- 
mus. 

To bring the discussion to a helt, I want 
to simply say this: No one has any busi- 
ness talking about thymic symptoms un- 
less he talks thymic symptoms. I mean 
take all the children who have enlarged 
thymuses, write down their s, mptoms and 
find out the group that has the large 
thymus. e 

DR. LAWRENCE FRANK (New York 
City): Would it be inappropriate to ask 
for discussion of the possibility of develop- 
ing what might be called the physiological 
examination of children? What I had in 
mind was just this: After a child has had 
medical examination designed to reveal 
any incipient or actual Pathological condi- 
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tion or defect, we are still faced with the 
question of what are the hazards that 
child must face as he attempts to advance 
toward and attains a wholesome maturity. 
Have we any conclusions in the paper to- 
Gay of a type of examination that would 
explore the physiological processes of the 
child in terms of his ability to meet the 
demands of maturity and particularly of 
adolescence, and give us something in the 
way of an approach to preventive medicine 
in terms of which we might develop an 
optimum regimen for that individual child, 
based upon the adequacies of these various 
physiological processes which have been 
giscussed? Could that topic be discussed? 

CHAIRMAN CANNON: That is a large 
enough question for all of us, I think. 

DR. EDITH BOYD: May I answer the 
thymus question? I think I can best an- 
swer the thymus question by giving my 
own history of my progress on the subject 
of the thymus. I started in pediatrics and 
started out in a feeding clinic I had an 
X-ray taken of children’s chests. I am 
quite aware of the group of symptoms 
called thymic symptoms. I was distressed 
with these symptoms, as all the rest of the 
clinicians were. I had the children’s chests 
X-rayed and I had them treated for so- 
called enlarged thymus. Both the mother 
and I agreed on that. 


Thymus Gland and Nutrition 


Then I went on and started doing autop- 
sies. I was immediately interested, of 
course, in the thymus because I had been 
keeping records on a group of children and 
getting the X-ray plates and attempting to 
set up some concept of thymic symptoms. 
I then found that the thymus was very 
prominent in the child killed by accident; 
the child who was well within an hour of 
death had the largest thymus. That will 
hold both for the X-ray shadow and for 
the findings at autopsy. Dr. Watson’s work 
on X-rays has demonstrated that the well 
nourished child has a large thymus. The 
poorly* nourished child has a relatively 
narrow thymic shadow. Those are regard- 
less of symptoms. 

I am not questioning the presence of so- 
called thymic symptoms. I am questioning 
the diagnostic relation of the thymus to 
these symptoms. There is a distinct dif- 
ference between these two conditions, that 
of finding symptoms, and saying that a 
normal shadow represents a casual relation 
to disease. Before any X-ray group can 
establish that that broad shadow has any 
significance, they must take a group ot 
children free of symptoms, measure the 
thymus and get a standard against which 
they can measure. Until that time comes, 
they have not proved their contention that 
the thymus has any relation whatsoever to 
the symptoms. I had to convince myself of 
this. Any of you who have read one arti- 
cle I published on the subject will realize 
I was still hanging on thymic symptoms. 
It was very difficult for me to give up the 
concept, but I finally had to give it up. 
Hammer's work since 1906 has been em- 
phasizing that these thymuses are normal 
thymuses. It has not been paid attention 
to. Until a clinician will free his mind of 
this obsession of thymic symptoms and 
look at the child ipstead of that medias- 
tinal shadow, he will still be confused. 
That shadow will be there if the child has 
symptoms or not, if he is in a good state of 
nutrition. (Applause.) 

DR. B. KRAMER (Brooklyn. N. Y.): At 
the Second International Pediatrics Con- 
gress, Dr. Letche reported some very 
astounding results from the use of various 
thymus extracts—extracts of the thymus 
gland produced hypercalcemia as well as 
hypocalcemia. They also had a very pro- 
found effect on the basal metabolism of 
the animals. I wonder whether Dr. Boyd 
is aware of any work done since then to 
control these results, whether they have 
been confirmed. 

DR. EDITH BOYD: On that subject I 
know less than in any other ficld in the 
thymus. I have not attempted to follow up 
the literature and I am not competent to 
give a really critical answer. My own im- 
pression, from reading this field, is a good 
deal of that work still needs to be verified. 
I still do not want to say by personal ex- 
perience or examination that I can make a 
positive statement. It is one field I have 
not followed in great detail and I have 
cone absolutely no work in the field. 

DR. HYMAN GOLDSTEIN (New York 
City): It should be memembered that it 
may be possible for a shadow not to be 
revealed in the rotengenogram and yet 
the thymus itself may be very large in its 
anterior-posterior diameter. ‘This situa- 
tion was found in a patient in the Beth 
Israel Hospital in New York. In a four- 
month-old infant with a negative rotent- 
genogram there was found at autopsy a 
thymus pressing on the great vessels, in 
fact, almost collapsing the traches and the 
bronchi, and when it was removed the 
thymus weighed close to 40 grams. On the 
other hand, you may find a 35 or 40 gram 
thymus showing an enlarged shadow in the 
roentgenogram but without clinical signs. 
These different findings need to be taken 
into consideration. 

DR. A. L. DANIELS (Iowa Child Wel- 
fare Research Station, Iowa City, Towa): 
In an investigation which we carried on 
last year on the influence of foods on the 
suckling young of rats, our findings ex- 
actly corroborate Dr. Boyd's work. When 
the animal's suckling young were well 
nourished, we found a large thymus in 
every case. As the suckling young failed 
to grow, the thymus decreased ip size 
until at death it was atrophied. 

DR. FRED MOORE (Des Moines, Iowa): 
mr. Chairman, I wish to express my very 
great appreciation of this very excellent 
paper which Dr. Carlson has given us. He 
has given us a very definite picture of the 
information which is available and the 
failure to deliver that information in a 
way that is of the greatest benefit to the 
child. He has expressed the great regret, 
which we shall all have if, as a result of 
this conference, this information should 
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not be disseminated in such form as to be 
effective. 

I should like to have Dr. Carlson, if his 
judgment and belief will permit, develop 
for a moment what he considers to be the 
responsibility of the medical profession, 
the men who are engaged in the practice 
of medicine, in encouraging the educa- 
tional group to get this information over 
to parents and children. It ‘seems to me 
that one of our failures is the fact that in 
the medical profession many of us have 
not been sufficiently tolerant of the people 
in the educational field in their groping 
and in their efforts to do things, and they 
have not had the sympathetic support and 
interest from the medical profession oft- 
times to which they are entitled. 


CHAIRMAN CANNON: I would like to 
raise again the question Dr. Frank raised 
a few moments ago, that is whether it is 
possible to give a physiological appraisal 
of a child at this state of our knowledge. 
I see that for the meeting called for Fri- 
day afternoon, a meeting of this Com- 
mittee, there is what might be called an 
anatomical appraisal ofea child and mental 
appraisal, but no discussion of a physio- 
logical appraisal. Is there anyone here 
who would like to arzwer Dr. Frank's 
question? Dr. Blackfan, have you any- 
thing to say? 

DR. KENNETH D. BLACKFAN (Boston, 
Mass.): I have nothing, no concrete, con- 
structive suggestions tO make. But I do 
think that Dr. Carlson would be very 
happy to take that question and handle it 
with the question which Dr. Moore has 
raised. I think it is a very necessary and 
a very thoughtful point of view for us to 
develop in some fashion. 

DR. A. J. CARLSON (Chicago, Ill.): Mr. 
Chairman, I believe I voice the feeling of 
every man and woman in this room that 
the Chairman himself should speak on 
these questions before we close the sub- 
ject. (Applause. 

Physiological Appraisals 

CHAIRMAN CANNON: The Chairman 
has had his hands full taking. care of the 
meeting, and the speakers who have been 
addressed, I suppose, have put the ques- 
tions down. I don’t regard myself at all 
as an expert with respect to any of the 
questions which have been raised. It 
seems to me that the question which Dr. 
Frank has raised is one of greatest in- 
terest and one that we ought to be able 
to answer. I know that the inquiries 
which have been made by members of the 
committee regarding the physiological de- 
velopment of the child have revealed two 
very serious gaps, a gap shortly after 
birth where our knowledge is very meager 
indeed, and another gap at*puberty. Un- 
til we know what we mean by normality, 
as Dr. Wilson discussed that question this 
morning, and until we have established 
standards which lie perhaps in_ that 
broader zone that he considered as pos- 
sibly constituting normality, I don’t see 
how we are in a position to say definitely 
or make definitely a physiological ap- 
praisal of the individual. That is a very 
regrettable state of affairs in my opinion 
and definitely calls for a larger investiga- 
tion im these particular aspects of develop- 
mental physiology. 

I am talking now as a laboratory hermit. 
I don’t know about children, except as a 
father. I know something about them as 
a father, as perhaps many others here do. 
But children in the large, children in great 
groups, children as they are met in various 
circumstances have not been studied so 
far as I know with respect to these mat- 
ters. They ought to be studied in order 
that we might be able to make a phy- 
siological appraisal of the child in the 
sense which Dr. Frank meant. Please cor- 
rect me. I confess my ignorance and I 
should like to have anyone who knows bet- 
ter than I do about this situation rise and 
say that I am quite wrong and that we 
have all these facts at our disposal and 


that we can answer Dr. Frank immed- 
iately. 
Two Studies 
DR. J. J. McCURDY (Springfield, 


Mass.): I don’t know the specific question 
that has been raised, but I would like to 
raise one or two questions that point to- 
ward the question that Dr. Frank raised. 
In some studies that we have been mak- 
ing we found this situation with foot- 
ball men and swimmers (I am speaking 
of adults now), that with a group of them, 
for example varsity football teams that we 
followed throughout the year, from the 
Fall season, we found after they had 
bathed, dressed and rested in the hori- 
zontal position for at least a half hour, 
the systolic blood pressure was still 10 to 
20 millimeters lower than the individual's 
normal. We found it in a number of cases. 
I raised the question whether the failure 
to return to normal pressure with them 
was an evidence of fatigue or lack of con- 
dition, whether that might not be one 
method of physiological appraisal. 

Some years ago I had an opportunity of 
studying some adolescent boys. I found 
some of those boys who were growing 
rapidly who could not maintain a normal 
standing pressure, or to put it more specif- 
ically, a pressure that was as high as and 
in a number of cases it was considerably 
lower than their horizontal pressure. I 
have found a number of cases where the 
recovery time in the heart rate after a 
standard exercise seemed to indicate fa- 
tigue and lack of physical condition. I 
simply raise some of these problems. 

DR. HAROLD C. STUART (Boston, 
Mass.): I would like to point out the tact 
that even though we have not good meas- 
ures of physiological fitness for the differ- 
ent ages, we have certain definite clinical 
evidence of physiological ability to carry 
on life in the new-born infant that are 
often not given the consideration that 
they should be by clinicians. We may 
not be able to measure exactly the re- 
spiratory capacity of a new-born infant, 
but we are able to say that the new-born 
infant who is unable to clear mucus out 
of his respiratory tract and is unable to 
breath regularly and efficiently in such a 
way as to avoid cyanosis is probably phy- 
siologically immature as far as its respira- 
tory mechanism is concerned. We have 
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many other perfectly clear evidences of, 
physiological inability to carry on in the 
new born. There has been entirely too 
much attention paid in the past to ana- 
tomical maturity and too great a tendency 
to place a baby who weighs five pounds 
or over on a certain routine with regular 
nursings and the like, and to establish for 
a baby that weighs five pounds ‘or under 
a special kind of routine. Very often 
there are clear evidences that certain large 
and otherwise anatomically normal ba- 
bies are temporarily unable to carry on 
life. If these gross clinical evidences are 
given more attention, we will provide 
special facilities for those who need them. 

DR. MAX SEHAM (Minneapolis, 
Minn.): May I say a word to Dr. Mar- 
tin’s discussion of fatigue? I think the 
biggest stumbling block in the question 
of what we call the tired child or chronic 
fatigue lies in the definition of what we 
mean by what we call the tired child. Do 
we have in mind what the physiologists 
refer to as acute muscular fatigue? Do 
we have in mind acute mental fatigue 
which can be artificially produced by the 
psychologist? I don’t know of any evi- 
dence, either in chemistry or in physiology 
which reconciles acute fatigue with what 
we call in clinical medicine chronic fatigue. 

On the question of experimental pro- 
duction of chronic fatigue, there has been 
some work in which chronic fatigue, or 
at least the analogue of chronic fatigue 
in a child, has been produced in both rats 
and rabbits. In rats it has been produced 
by compulsory exercise and in rabbits by 
lack of sleep. In rats, within anywhere 
from two to five days there is a rather 
constant decrease in voluntary output and 
along with that there is always a loss in 
weight and an increase in what we call 
nervousness, that is, irritability, hyper- 
excitability and tics, especially an increase 
in blinking. 

As to the diagnosis of what we call 
chronic fatigue, I know of no way, cer- 
tainly no objective way, by which that 
can be diagnosed in a child. The so-called 





psychologic tests that have been in vogue 
(and there are, I think 34 of those now 
on the market) I do not think are of any 
value in the determination of either the 
presence or the amount of fatigue in the 
child. We have gone through something 
like 20-some tests and the results are not 
applicable, that is, the methods themselves 
and also the validity are very low. 

One thing that interests me especially 
is the relationship between malnutrition, 
nervousness, and fatigue. I had an idea 
several years ago that they were definite 
entities, but I am quite convinced today 
that they are not at all separate entities, 
that malnutrition and nervousness and 
fatigue are like the three musketeers, that 
they always meet in the end, and that no 
matter what you start with, whether it 
is compulsory exercise or whether it is 
inadequate diet or whether it is emotional 
tension and all the other exciting factors 
that have been considered, that they are 
different stages in the same catabolic pro- 
cesses and that you may at first in a 
certain child have so-called nervous symp- 
toms and then you may have the signs 
of malnutrition, especially loss in weight, 
the loss in weight predominant, and then 
you may have real physiological fatigue 
represented by a decrease ir activity and 
even exhaustion. 

CHAIRMAN CANNON: Are there any 
other comments? Dr. Martin, would you 
like to speak on that? ‘(No response.) 

DR. A. J. CARLSON: Two very impor- 
tant questions have been raised in this 
discussion. The question raised by Dr. 
Frank I think can be, answered a little 
more positively and a little more hope-, 
fully than done by Dr. Cannon. I would 
answer it this way, Dr. Frank: I do think 
especially in the places where there are 
two or three good men in physiology in 
an institution, if they were called in by 
competent pediatricians, the physiologists 
can help in physiological appraisal. They 
certainly have no very clear methods that 
can be applied according to the rule of 
thumb by parents, but I do think some- 


thing can be accomplished in this way 
if we get together. I think we sometimes 
are inclined to overemphasi?e our igno- 
rance. After all, we do know something. 
(Laughter.) 

What can the doctor, what can the 
medical profession do to help disseminate 
that existing knowledge to our fathers, 
mothers, and children, necessary in my 
judgment for reaching the aims of this 
conference? I am glad Dr. Moore raised 
the question, because I think we can do 
a@ great deal. In the first place, the med- 
ical profession constitutes the largest 
body in society that today has a modicum 
of that information. In many places 
there are medical men and women of 
influence in local communities, they are 
on school boards, they come in contact 
in the most intimate way with fathers 
and mothers. Doctor means teacher and 
the doctors must teach. If all of the 
160,000. doctors in the United States were 
Dr. Moores, I think the conference could 
adjourn and not worry about the prob- 
lem. But they are not. Nothing much 
will be accomplished by any resolution 
we make here, by anything I say or you 
say here, no matter how wise. It is going 
to be a long, slow process to apply what 
we know. After all, I may not be sane 
on this subject. It may be more impor- 
tant for the child to be drilled in arith- 
metic and proper punctuation than to be 
given a working knowledge of the human 
machine. I don’t think I am wrong, but 
I may be. My view involves a reconsid- 
eration of our educational cencepts and 
practices. 

This is not a meeting of philosophers. 
But we can’t help looking ahead and about 
sometimes and, doing so, I seem ta dis- 
cern that knowledge of the human ma- 
chine is more important for the welfare 
of the individual man than it was in the 
past, because changes in social and eco- 
nomic -relations, changes in housing, 
changes in transportation, changes in mu- 
tritional problems, come so suddenly that 
we have no chance to adjust except 
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through intelligence, which must be based 
on knowledge. This gigantic education 
will not be done tomorrow, Dr. Moore. 
But I am sure that the medical profes- 
sion can and will do a great deal to bring 
it about if it is desirable that it be*brought 
about. 

The few social welfare workers, the few 
doctors, the few nurses, the few teachers 
with intelligence and conscience will not 
effectively reach all the children of the 
poor or the ignorant in the different 
strata of society to earry the aims of 
this conference through. It has to be 
carried through by the father and the 
mother. I am delighted at the discussion 
of my colleagues, the discussions from the 
floor. I am delighted, Mr. Chairman, 
that none of you appear to be as foolish 
and as radical as Iam myself. (Laughter 
and applause.) 

CHAIRMAN CANNON: Dr. Carlson 
pointed out, as I mentioned earlier, as 
I emphasized earlier, the two important 
phases of the subject which we are con- 
sidering this afternoon, the gaps in our 

ledge and the larger gaps in the 
@pplication of what we do know to prac- 
tical affairs. I hope that the discussion 
which has been carried out this afternoon 
has brought out clearly, emphasized the 
gaps in our knowledge so that those who 
are in a position to carry on investiga- 
tions will see where they can apply their 
energies to replace these areas of igno- 
rance with illuminated and helpful in- 
formation. I am very glad indeed that 
Dr. Carlson in his closing. has pointed 
out the way in which the large gaps in 
the application of our knowledge can be 
filled. We ought to go forth from this 
meeting, it seems to me, with a mission- 
ary spirit, with a feeling that it is the 
part of every one of us to do what we 
can to diffuse the information which will 
be published as a consequence of this 
activity in favor of the welfare of the 
chil : 

The meeting is adjourned. 

The meeting adjourned at 4:40 o'clock. 


Committee B—PRENATAL AND MATERNAL CARE 


HIS session of the Committee on Pre- 

natal and Maternal Care, on Factors 
and Causes of Fetal, Early Infant and 
Maternal Morbidity and Mortality con- 
vened at 2:30 o'clock, Dr. Fred Lyman 
Adair, chairman of the committee, pre- 
siding. 

CHAIRMAN ADAIR: We have to con- 
sider this afternoon .the Factors and 
Causes of Fetal, Early Infant and Mater- 
nal Morbidity and Mortality. We have 
a rather long program, including the re- 
port and those who were listed for for- 
mal discussion, and I will have to ask the 
participants to limit their time to the 
five minutes allotted for discussion. 

Following the formal discussion, the 
whole program will be thrown open for 
informal discussion for the remaining por- 
tion of the time, if there is any. * 

The first one on the program is the 
chairman of the committee, Dr. Hugo 
Ehreniest, assistant professor of obstet- 
rics and gynecology, Washington Univer- 
sity School of Medicine, who will present 
the report of the committee. 

I wish again to call. attention to the 
considerabie effort and expenditure of 
time which has been given by a very con- 
siderable number of members of this com- 
mittee, and I am sure you all would ap- 
preciate the importance of their contri- 
bution. I might say that the few remarks 
which are made here on the program to- 
day in no wise represent the magnitude 
of their contributions” but simply will 
embody a summary and the sum of their 
conclusions, and possibly some recom- 
mendations. (Applause.) 

DR. EHRENFEST: Mr. Chairman, 
Ladies and Gentlemen: Subcommittee 4 
of Section I B has-prepared for the Con- 
ference a total of 25 reports which ana- 
lyze and discuss a large number of differ- 
ent factors and causes of fetal, newly 
born, and material morbidity and mor- 
tality. 

A tist herewith attached of authors and 
titles of these 25 contributions clearly in- 
dicates the great variety of factors in- 
vestigated by men thought to be spcciaily 
equipped by experience and persona! in- 
terest to handle their respective prob- 
lems; but ‘this list fails to convey to you 
any adequate idea of the impressive 
amount of reiiable information and of 
valuable suggestions offered. 


Repert on Mortality and Morbidity 

Of necessity this report is limited to a 
brief presentation or even only mere men- 
tion of particularly important views and 
conclusions in regard to causes for the 
present maternal, fetal and neonatal mor- 
tality and morbidity, and to their possible 
elimination. 

A tremendous loss of life occurs during 
the first few months of intrauterine ex- 
istence. The mortality during the six 
months preceding viability apparentiy 
surpasses the total mortality from that 
time to the age of 16 years. Available sta- 
tistics establish for all the civilized world 
a continuously rising incidence of abor- 
tions as the direct result of a steady in- 
crease of willful interruptions of pregnan- 
cies. Useful statistics, however, in regard 
to either spontaneous and _ intentional 
abortions, or of maternal mortality and 
morbidity connected with them are not 
obtainable. 

All atiempts to enforce systematic re- 
ports of abortions to health officers have 
failed. Similar concealment and falsifi- 
cation exist in reporting the dcaths of 
mothers due to abortion. This probably 
is the inevitable result of the fact that 
induced abortion is not only considered 
immoral by the community, but is pun- 
ishable as crime. In modern Russia both 
these factors have been eliminated by 
legislation of abortion under certain con- 
ditions, and from this viewpoint recent 
Russian statistics prove of interest and 
value. In the Ukraine district alone ‘the 
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number of recorded abortions amounted 
in 1925 to approximately 89,000, but within 
the next two years they rose to 150,000 
and 242,000, respectively. They were le- 
gally and thus expertly performed, ac- 
cording-to the claim of the Russian au- 
thorities, with a maternal mortality of 
practically zero. With reasonable accu- 
racy a similar, remarkable increase of 
abortions has been established as well in 
Germany, the ratio between abortions and 
term births in 1927 being calculated to 
amount to approximately 1: 1. 

No data concerning abortion incidence 
are available for the United States, as 
recently stated by the Children’s Bureau. 
Investigations made by this Bureau for 
1927 and 1928 revealed that about 25 per 
cent of all maternal puerperal deaths fol- 
low abortions, and that of the deaths fol- 
lowing abortions 73 per cent were due to 
septicemia, and that for the criminal 
abortion deaths alone the mortality from 
septicemia amounts to 91 per cent. The 
Children’s Bureau estimates that of all 
abortions in- this country 50 per eent are 
induced, 37 per cent spontaneous, and the 
remaining 13 per cent therapeutic. One 
familiar with existing conditions wili ad- 
mit that a considerable number of the so- 
called therapeutic and very many of the 
spontaneous abortions actually belong into 
the group of criminal abortions. 


Waste in Early Fetal Life 


Efforts to reduce this appalling waste 
in early fetal life are bound to meet with 
serious obstacles. Prenatal care has 
helped, and will help more if better and 
earlier care is sought by expectant moth- 
ers. Church and state for a very. long 
time have been vainly fighting against 
crimipal abortion. Among the causes 
which today induce so many women to 
interfere with an existing pregnancy 
there can be recognized at least two which 
cannot be eliminated, namely a reduced 
infant mortality and.ghanges in secial- 
economic conditions. 

-Much, however, can and must be done 
to reduce the present high mate 1 mor- 
tality and morbidity connected with abor- 
tions. Routine hospitalization of all these 
patients would greatly facilitate their ad- 
equate medical management and would 
eliminate dire consequences in many in- 
stances. 

Next to abortion as cause of maternal, 
fetal and neonatal mortality and morbid- 
ity rank diseases which either precede im- 
pregnation or appear as complications in 
the course of pregnancy. Special investi- 
gations and studies made by members of 
this committee deal with the following 
diseases more commonly observed among 
pregnant women: Syphilis; tuberculosis; 
cancer; anomalies of kidneys, heart, cer- 
tain endocrine glands, blood and teeth; 
the acute infectious diseases; parasitic in- 
fections, and toxemia. On account of its 
close relation to conditions belonging into 
this group, in this connection mention is 
made of an investigation concerning the 
effect of pelvic, therapeutic irradiation 
on subsequent offspring. As far as pos- 
sible the manifold interrelations between 
pregnancy and such diseases were sys- 
tematically discussed from the following 
viewroints: How is pregnancy likely to 
affect the usual course of the disease and 
the prognosis as to life and future health 
of the mother? What effect can the dis- 
ease be expected to exert on continuation 
of the pregnancy to term, on the fetus, 
the newborn, or the child later im life? 
How shall the complicating disease be 
treated, how labor, delivery and the puer- 
perilum managed? How can the develop- 
ment of. such diseases in the course of 
pregnancy be prevented? When is cau- 
tion against marriage desirable; under 
which conditions is it advisable to pre- 
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vent temporarily or permanently an im- 
pregnation, and when is it justifiable’ to 
interrupt a pregnancy? 

A few of the facts developed in these 
studies deserve specific quotation. 

The responsibility of discovering syphilis 
in pregnant women largely rests with the 
general practitioner. The fact that a 
negative Wassermann does not exclude 
the presence of this disease should he 
more generally known. It is probable that 
a cross section of the incidence of syphilis 
among pregnant women in the United 
States amounts to about 10 per cent, but 
it is much higher among Negroes. Syphilis 
does not increase the immediate maternal 
hazard. Proper treatment instituted 
early will practically in every instance 
prevent the baby from having the disease. 

There is now a definitely growing opin- 
ion, particularly among tuberculosis ex- 
perts, that the heretofore rather general 
claim of a deleterious effect of an inter- 
vening pregnancy on an existing pulmonary 
tuberculosis is mot based on accept- 
able facts. Indeed, marked improvement 
of the disease becomes the rule, when 
the pregnant woman receives proper treat- 
ment during pregnancy, labor, the puer- 
perium, and for a censiderable time after- 
wards. Therefore, any routine or even 
frequent resort te interruption of - 
nancy for the assumed benefit of 
mother is not justifiable. 

The satisfactery solution of the import- 
tant problem of efficient dealing with 
tuberculosis in pregnant women thus rests 
mainly w th a sufficient supply of hospital 
beds for such patients. A recent investi- 
gation showed that in this country the 
situation in this respect is far from ‘satis- 
factory; that in the United States a tuber- 
culous woman unjustly is penalized Yor 
having become pregnant; that improve- 
ment of such regrettable conditions de- 
pends less upon an increase of beds or 
special equipment than upon a change 
in the viewpoint of the directors of such 
institutions. There might be required a 
better and wider distribution of such 
hospitals and centers, and a more care- 
fully -cupervised transfer of delivered 
women to such places. ‘Surely the tuber- 
culous pregnant woman should not be left 
to the haphazard and- inadequate care 
she has all too frequently received in the 
past. 

Early Discevery of Tuberculosis 

The most impertant single factor in the 
tubercul»sis problem is the recognition of 
the lesion very early in pregnancy. Pre- 
natal clinics fully appreciate this fact, 
general practitione’s and the patients 
themselves, however, only to a very limited 
degree. Women with signs of active tuber- 
culosis should be warned against preg- 
nancy and if they nevertheless conceive 
should immediately receive adequate treat- 
ment for their disease, preferably in a 
sanitarium or its equivalent 

Cancer is one of the rarer complications 
of pregnancy. If discovered in a stage 
where cure seems possible the disease 
should be treated without consideration 
cof the pregnancy. When the malignancy 
is advanced efforts must be directed to- 
wards a possible saving of the child. 
A patient, eemingly cured of a malignant 
disease, should not be permitted to go 
through a pregnancy. 

It is regrettable that so far no. uni- 
formity of nomenclature hae-been estab- 
lished for the various types of renal 
disease encounte-ed ia pregnant women. 
It is evident that each patient presents 
a specific problem and that frequently it 

~ impossible to determine the character 
and extent of kindney involvement until 
several weeks or months after delivery. 

Acute nephritis occurs, but only rarely 
it can be differentiated from the more 
common acute pregnancy toxemia, vari- 


iously designated as pre-eclampsia or 
éclampsism. As a rule it is impossible to 
differentiate clinically between the various 
forms of the more frequent chronic 
nephritis. Of serious import is the réla- 
tive frequency of chronic nephritis follow- 
ing eclampsia, pre-eclamptic toxemia and 
the so-called albuminuria of pregnancy. * 

When the kidneys already are damaged, 
or become so doing pregnancy, the added 
strain of gestation in many cases lowers 
the kidney reserve to such a degree that 
the patient’s welfare becomes serioushy 
jeopardized. In imstances of chronic 
nephritis pregnancy should be prevented 
and in many cases the interruptién of 
pregnancy becomes necessary. Al] cases 
of toxemia must be carefully observed for 
at least one year after delivery before 
another pregnancy could be allowed. ~ 

In patients who had previously one 
kidney removed the remaining kidney 
must be subjected te a careful study be- 
fore a pregnancy could be permitied. 

Like the kidney also the heart @uring 
pregnancy is called upon to augment its 
function. Physiologic alterations in the 
circulatory system during gestation at 
times make it difficult to draw an exact 
line between them and truly pathologic 
changes. The already damaged heart 
stands less chance to respond efficiently 
te the additional demands made upon it 
by pregnancy and particularly during the 
second stage of labor. ‘The chief objects of 
management of cardiac patients are early 
recognition and prevention of a circulatory 
breakdown. This usually can be accom- 
plished but of the 1 per cent of preg- 
nancies ending fatally about one-fifth is 
caused by heart disease. 

No attempt at artificial delivery should 
k: made while the patient is acutely de- 
compensated. A thorough trial with med- 
ical treatinent must precede any surgical 
action. The effect of such treatment; as 
a rule, is as satisfactory in the pregnant 
as in the non-pregnant woman. , 

If a cardiac woman during pregnancy 
exhibits the signs of circulatory failure, 
@ permanent decline im cardiac efficiency 
as the result of child bearing is to be ex- 
pected. In a subsequent pregnancy an 
exaggerated insufficiency is likely to prove 
fatal. A heart that has broken down once 
should never again be exposed to the 
strain of pregnancy. Cases with prompt 
and complete restoration of circulatory 
balance have a better prognosis. 

Delivery always should be made as short 
and effortless as possibile in the presence 
of cardiac disease. 

Premature expulsion of uterine contents 
occurs in a high percentage of cases. A 
short second stage of labor seems of great 
advantage not only to the mother, but as 
well to the baby. 

A factor to be reckoned with is the effect 
on the cardiac patient of the burden of 
an enlarged family. This factor alone 
in some instances might make permanent 
sterilization desirable. 

With present met S of dealing with 
functional anomalies ef the thyroid gland, 
interruption of pregnancy becomes but 
rarely necessary. Hypothyroidism can be 
effectively managed with the administra- 
tion of thyroid extracts. In some of the 
hyperthyroid patients compound solutions 
of iodine might prove not entirely suf- 
ficient and then a partial thyroidectomy 
has to be done. Under these conditions 
the pregnant woman as a rule is enabled 
to carry through pregnancy with rea- 
sonable expectancy of health and of a 
normal livins child born at term. 

There is no evidence that children of 
hyperthyroid mothers have abnormal 
thyroids, it seems, however, that children 
of untreated hypothyroid mothers show 
a higher incidence of colloid goitres in 
infancy. 

In the presence of hyperthyroidism 
medical advice must be strongiy against 


Di cy. ~ 
With the introduction of insulin in the 
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treatment of diabetes a remarkable change 
to the better has come in the heretofore 
grave prognosis for both mother and 
fetus. Successful treatment of diabetes, 
whether patient is pregnan: or not, de- 
pends upon meticulous control of insulin 
administration, diet, activity, etc., and for 
this reason the advice to be given to a 
diabetic woman in regard to a pregnancy 
in its last analysis really is determined 
by exte...°" socia] conditions. When, how- 
ever, in a preceding pregnancy in spite 
of adeq.ate treatment the outcome was 
unfavorable, it seems logical to forego any 
further attempts. 

. Exhaustion during labor~ should be 
guarded against in these patients and to 
that. end op-rative delivery with the pa- 
tient in good condition is probably pref- 
erable to a long drawn out labor. 

As far as the pregnant woman is con- 
cerned only the ‘chronic myeloid leukemia 
holds any practical interest. Many women 
suffering from this disease have been 
known to pass through two and even 
more labors. Nevertheless, these women 
must be strongly warned against preg- 
nancy. The customary treatment with 
irradiation has its definite drawbacks in 
view of the probable, harmful effect on 
the fetus. Interruption can not be ex- 
pected to prove useful, since any operation 
on a leuk>mic patient admittedly implies 
considerable risks. 

. Anemias 

Slight anemias are relatively common 
especially in the later months of preg- 
nancy, severe anemias, due to various 
causes, on the other hand, are infrequent. 
The maternal mortality in cases of p2rni- 
ciouslike anemias is exceedingly high. 
Severely progressive anemias are apt to be 
accomplished by feta] death or premature 
labor. 7 

.Patients suffering from severer anemias 
must be werned against pregnancy, at 
least until blood examination shows a 
return to normal. Every patient of this 
kind should be informed the particular 
danger of closely repeated pregnancies. 
The wisdom or necessity of artificial in- 
terruption of pregnancy in far advanced 
cases of anemia may well be questioned. 

_Spleneciomy may be a life saving pro- 
cedure in cases of acute purpura hemor- 
rhagica at any state of gestation and in 
seme rare instances of hemolytic jaundice, 
though thcs2 latter patients usually stand 
pregnancy feirly well. Splenectomy dur- 
ing pregnancy is usually folowed by an 
undisturbed labor and puerperium. _ 

‘All the known infectious diseases might 
accidentally complicate a pregnancy. Most 
of them under these conditions are prone 
to run a more serious course, to carry 
a larger mortality, and to interfere with 
tlie progress of pregnancy when associated 
with marked toxemia or high elevation 
of temperature. Some of them distinctly 
increas? the chances of puerperal infec- 
tion. Interesting in this connection is the 
possibility of a passive, usually only trans- 
itory, immunization of the fetus as the 
result of transition of antibodies through 
the placenta. Such transmission of anti- 
bodies to the child also occurs by way of 
the mother’s milk. ae 

The many different forms of parasitic 
diseases in general cause many abortions 
or premature labors, but with the excep- 
tion of hoolkworm do not constitute an 
unusual hazard for the infected mother. 
An effort should be made to diagnose such 
a complicating infection correctly and 
early with the aid of an expert so that 
appropriate treatment.can be started at 
the earlicst moment. This gives the fetus 
the best chance. 

Malaria produces abortion but quinine 
given to the patient actually prevents it. 
Even the malaria inoculation treatment 
of paresis can be successfully administered 
to pregnant paretic women. Dengue is a 
most serious complication of early preg- 
nancy. Prenatal infection of the fetus 
with hoox:vorm can occur through mi- 
gration of larvae. Ascaris may cause not 
only severe symptoms but serious compli- 
cations of pregnancy. 

The en ‘ire problem of parasitic infec- 
tion is on: of great portent especially for 
the Southern States. It has so far not 
been accorded the study of its relation 
ta pregnancy it fully deserves. For that 
part of our ccantry fecal examination 
should become a part of antenatal routine. 


Toxemias 

Disturbances of pregnancy to which the 
general title of toxemia is commonly ap- 
plied are about as far as ever frgm final 
solution with respect to incidence, etiology 
and treatment. Recent researches in re- 
gard to c?usation have been largely along 
chemical lines. More than before, treat- 
ment as generally emphyed now repre- 
sents adhcercnce to symptomatic, conserva- 
tive as con‘rasted with radical, operative 
measures. Earlier recognition of premoni- 
tory symptoms under proper prenatal care 
beyond any doubt has resulted in the re- 
duced incidence of eclampsia. 

With th2 wider use of pelvic irradiation 
in the tree*ment of gynecologic diseases 
naturally a question arose in regard to 
its possid” irmful effect upon a subse- 
quent chil’. Most exhaustive studies and 
investigations made by one member of the 
committee demonstrate beyond all reason- 
able doubt that preconceptional irradia- 
tion is harmless as far as the future child 
is. concerned. In contrast, postconcep- 
tional application of radium or X-ray in 
larger doses to the pelvic region for thera- 
peutic purposes implies a great risk of 
damage, especially of the fetal central 
nervous system. Such treatment should 
always be preceded by curettage. Patients 
must be warned against exposure to pos- 
sible impregnation when the application 
of. the rays is done in intervals. If radia- 
tion is absolutely required during preg- 
nancy, or impregnation accidentally oc- 
curs during the course of treatment, the 
uterus should be emptied promptly. 

Short exposure for roentgenograms dur- 
ing pregnancy most probably is free of 
harmful effect on the fetus, granted that 
this procedure is not too often repeated, 
and especially during early pregnancy. 
pf recognized importance.in the causa- 


tion of mortality and morbidity of mother 
and infant are traumatic lesions and in- 
fections occuring in the course of labor 
and delivery. 

Competent antenatal examination and 
continued observation during pregnancies 
in many instances will enable the attend- 
ing physician t- foresee difficulties likely 
te arise from pelvic anomalies and ab- 
normal fetal presentations. In respect to 
the latter timcly recognition o a breech 
presentation and its correction by means 
of an external version, gently done with- 
out anesthesia, must be accorded first 
place among effi t prophylactic meas- 
ures in the protection of the child. 

The intimate relation ef the injury of 
the child in birth to his immediate or 
early death. and to,a later physical or 
mental deficiency at present is generally 
appreciated. Intracranial Gamage as the 
most frequent type of such injury natur- 
ally plays the most important role in the 
causation of stillbirth, neonatal mortality 
and infant morbidity. Concentration of 
medical interest on this one type of in- 
jury in the minds of many has made 
the general term “birth injury” almost 
synonymous with the term “intracranial 
injury.” Thus the significant fact becomes 
obscured that birth in‘uries, sustaineé 
more often in artificial deliveries but not 
by any means rere in normal spontane- 
ous labors. consist ®utside of cranial and 
intracranial damage also ef fractures of 
the vertebral column, clavicle, jaw. upper 
and lower extremeties, of palsies of brach- 
ial plexus or facial nerve, of more or less 
severe eye injuries including complete 
ayulsion of the eyeball, of severe injuries 
te abdominal organs particularly in the 
course of manipulation during resuscita- 
tion, and of many other forms of trau- 
matic lesions. 

Parallel with an increase in our knowl- 
edge concerning immediate and late effects 
of such injuries runs a corresponding de- 
crease in the number of diseases and 
anomalies termed as congentital. Many of 
them we find to be actually acquired in 
birth. 

Responsibility for any of these injuries 
does not necessarily rest with the obstetri- 
clan but their occifrence certainly to a 
large extent is influenced by his judgment 
and skill, This is particularly true in 
respect to all ariificial and operative de- 
liveries. Even when done by experts under 
most favorable conditions they represent 
a definite risk to the mother and with the 
possible exception of Caesarean section as 
well to the baby. 


Dangers of Radical Obstetrics 


Advocates of more radical obstetrics 
seem to disregard or to minimize the in- 
evitable dangers of such practice. It seems 
unthinkable that the censcientious ob- 
stetrician would increase maternal risks 
in the hope of compensation by an entirely 
problematic improvement of future 
chances for the baby. 

Artificial delivery is becoming increas- 
ingly frequent, especially in hospital prac- 
tice, chiefly as the result of four factors: 
(1) A sense of safety, often false; (2) the 
almost universal use of anesthetics in re- 
sponse to the demands of the patients; (3) 
an exaggerated idea of the value of the 
infant’s life and of the value of operative 
delivery in conserving this life; and (4) 
the often fals> conception that artificial 
delivery is easier on the mother, inciden- 
tally an idea which cemplies with the 
present demand of women for a short 
labor. 

Caesarean section is the safest form 
of delivery as far as the child is con- 
cerned but experience shows that women 
once subjected to this operation almost 
invariably resort extensively to contra- 
ceptive measures. Thus efforis to save 
babies under exceptional indications by 
means of this operation as a matter of 
fact in the end actually result in a re- 
duction of their number. 

As far as the use of the forceps in gen- 
eral practice and especially in the home 
of the patient is concerned, objection 
hardly could be raised to the assertion 
that a reduction of the present high inci- 
dence of damage te mother and child 
can be secured only by a limitation of 
the number of forceps extractions. 

Pain relief is desirable; but thé problem 
of obstetric analgesia is essentially differ- 
ent from that of anesthesia necessary for 
operations. Relicf given to women in 
labor must be free of all possible harm 
to either mother or child. Of the drugs 
for this purpose administered by mouth, 
rectum or subcutaneously, the overwhelm- 
ing majority of those now used interfere 
with uterine activity and are likely to 
affect the baby’s breathing center. Among 
the various types of inhalation anesthesia 
nitrous oxide with oxygen probably is the 
safest and most satisfactory, with ethyl- 
ene and oxygen ranking next. The latter 
also proves valuable for deeper anesthesia 
required for operative deliveries but un- 
der certain conditions can be advantage- 
ously replaced by block or local anes- 
thesia. With every type of analgesia or 
anesthesia during Jabor the fetal heart 
must be carefully observed. In this re- 
spect inhalation anesthesia in contrast to 
drug anesthesia offers the great advan- 
tage of allowing prompt change when 
required in the interest of the fetus. 

Asphyxia of the newborn, that is, any 
immediately noticeable anomaly of res- 
piration, in very Many instances is due 
te some damage of the respiratory center. 
Every seemingly asphyxiated infant, there- 
fore, for its best advantage should be 
regarded as one presumably intracranially 
damaged. All resuscitation efforts must 
be gentle. Brusque manipulations not 
only tend to aggravate already existing 
lesions but by themselves are responsible 
for various types of often serious trau- 
matization. Whenever an intracranial 
injury is suspected, 20 c. c. of parental 
blood should be injected intramuscularly 
as @ prophylactic measure. 

If certain definite conditions justify the 
artificial start of Jabor, according to the 
report submitted, the artificial rupture of 
membranes particularly when preceded 
by the administration of castor oil and 
quinine possibly represents a relatively 


















and satisfactory procedure. However, 
great stress must be laid in this con- 
nection on the many evident dangers to 
the infant resulting from premature birth. 

An investigation through questionnaires 
showed that some entirely satisfactory 
standard techriic in dealing with the new- 
born baby is in force in every large 
maternity hospital of this country. 

In my own opinion, a satisfactory hos- 
pital and private record of labor and de- 
livery should not only describe with suf- 
ficient detail all phases of the process 
but should as well contain exact refer- 
ences to any anomalies in the condition 
and immediate behavior of the newborn 
baby. With increased frequency now the 
attending obstetrician is asked for such 
precise information by pediatricians, neu- 
rologists and orthopedists, years later 
consulted concerning certain diseases or 
defects possibly the result of birth in- 
juries. 

If it is true that in. this country abor- 
tions account for so large a part of all 
puerperal septicemia deaths, then septic 
infection following full-term labor cer- 
tainly does not play as important a role 
in puerperal maternal mortality as we 
generally are led to believe. 

Better prenatal, intranatal and post- 
natal care nevertheless would hold out 
promise for further reduction even of 
this mortality and beyond doubt would 
eliminate a great part of puerperal 
morbidity. 


Need of Definition of Puerperal Morbidity 


There is no agreement as to what con- 
stitutes puerperal morbidity and even the 
standards based upon certain temperature 
levels leave out many cases in which the 
temperature never reaches 100 degrees F. 
but nevertheless are morbid as evidenced 
by a thrombotic process or subinvolution. 
A decided step forward would be made 
by general acceptance of a precise defi- 
nition of the term “puerperal morbidity,” 
but such a definition would have to in- 
clude such details as the manner (mouth, 
rectum or axilla), time and interval for 
taking the temperature. 


Puerperal morbidity statistics as now 
offered from various sources are incom- 
parable with each other and of limited 
practical value. An investigation made 
by mehns of questionnaires revealed that 
large maternities in this country, even 
with standards of approximately the same, 
report figures for this morbidity vary any- 
where between 7.6 per cent ‘the lowest 
reported) and approximately 30 per cent. 
The actual puerperal morbidity in the 
whole country thus cannot even be esti- 
mated. 

It seems superfluous to enter here into 
a discussion of well-known local sources 
of infection and fever. Among extragen- 
ital causes of fever first place apparently 
is held by respiratory infections, followed 
next by uncomplicated pyelitis. The fig- 
ure for breast infections in obtained re- 
ports probably is relatively too small on 
account of the frequent start of this trou- 
ble after the tenth postpartum day. Of 
various surgical complications, usually 
representing acute exacerbations of old 
processes near the genital sphere, can be 
mentioned salpingitis, parametritis, bar- 
tholinic gland abscesses, appendicitis, ton- 
Sillary abscesses and cholecystitis. Ap- 
pendicitis in this connection is of par- 
ticular importance. Whenever a definite 
diagnosis of appendicitis can be made 
during pregnancy, it is best to remove 
the organ. Any of the medical conditions 
causing fever might occur during the 
puerperium. All cases of fever during the 
puerperium should have the advantage of 
careful physical examination by an in- 
ternist. 

The incidence of infections of the gen- 
ital tract is increased by all vaginal 
manipulations, and particularly, by all 
types of operative delivery. It seems pos- 
sible that all the advances in medical 
knowledge have been almost lost to the 
parturient woman through too great a 
recourse to instrumental delivery. The 
average woman in this country at present 
seems less concerned with the dangers 
incident to operative interference than 
with the desire to pass through labor as 
quickly and comfortably as possible. 


Hospitalization Increasing 


Hospitalization of parturient women is 
constantly increasing all over the coun- 
try and in the ten largest cities now 
ranges between 56 and 85 per cent of all 
live births. This has many decided ad- 
vantages but as well such disadvantages 
as exposure to cross infection, and, as 
already mentioned, the often false feeling 
of security of the operating room. This 
latter factor undeniably has led to much 
unnecessary operating with its resulting 
trauma and increased morbidity and mor- 
tality. The operative rate for confine- 
ments amounts to 15 per cent in Scandi- 
navian countries and England, in this 
country to between 65 and 80 per cent 
according to 20 answered questionnaires. 

Allowing doctors in the community to 
care for their own patients in the hos- 
pitals, provided that they rigidly adhere 
to the established technic, in general has 
proven advantageous. More and better 
equipped maternities with a better trained 
personnel, reduction in operative deliv- 
eries, prevention of abuse of analgesia and 
anesthesia, better education of mothers in 
respect to the advantages of good ante- 
natal care and the inevitable dangers of 
satisfying their desire for painless and 
short labor represent the best prophy- 
lactic measures now available for reduc- 
tion of maternal mortality and morbidity 
resulting from inadequate natal care, 
trauma and infection. 

True morbidity in the puerperium not 
necessarily manifests itself by fever. Re- 
tained parts of secundinae may cause 
hemorrhages, at times of a serious nature, 
will favor infection and _ subinvolution. 
Unattended damage to soft parts becomes 
responsible for various troublesome af- 
fections. Breast infections can be avoided 
by proper care. By means of a question- 
naire a clear view was obtained in re- 
gard to prevailing opinion as to what con- 
stitutes , Proper postpartum care. The 
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bladder should never be allowed to be- 
come overdistended. An increasing num- 
ber of leading obstetricians in this coun- 
try are dispensing with the tight abdom- 
inal binder. Certain exercises during the 
lying-in period are advantageous. More 
than one local examination should be 
made after labor. 

This particular report concludes with 
the statement that for the best interest 
of the patient another conception should 
not take place at least within the next 
six months and that, therefore, at the 
time of the last postpartum examination 
advice should be offered for its prevention. 


It seems convenient to summarize at this 
point opinions freely expressed in many of 
the contributions in regard to the ad- 
visability or necessity of preventing preg- 
nancy when the woman's health is im- 
paired. 

No objection seems possible to the asser- 
tion that young women suffering from 
certain forms of cardiac, renal, endocrine, 
infectious, malignant or mental diseases 
should be advised against marriage. If 
the patient seeking medical advice is mar- 
ried, the warning against pregnancy and 
particularly the decision in favor of tem- 
porary or permanent prevention of im- 
pregnation will in each individual case de- 
pend upon the character and extent of the 
disease and inevitably, at least in part, 
upon careful consideration of other con- 
ditions among which the patient’s social- 
economic status will carry considerable 
weight. 

Expressed views concur in the belief that 
earlier and wider use of prenatal examina- 
tion, better understanding of the complex 
effects of pregnancy and disease on each 
other, advance in delivery methods and 
technic, among other factors, have stead- 
ily decreased the number of diseases and 
of individual cases in which interruption 
of pregnancy could be done with any jus- 
tified hope of thereby materially improv- 
ing the patient’s chances for life or later 
health. This thorough modification in 
time honored opinions is best illustrated 
in regard to pulmonary tuberculosis. 


Such a change towards conservatism 
when it comes to choosing betwen two 
serious dangers to the mother only em- 
phasizes the importance and necessity of 
an effective prophylaxis. In certain in- 
stances the advantage of permanent steril- 
ization will be easily recognized and, in- 
deed, in several States this procedure is 
legally required even for conditions which 
in the opinion not of all authorities justi- 
fy the operation. There remains another 
large group of women whose physical con- 
dition leaves no doubt in the mind of the 
consulted physician that its further de- 
terioration could be reasonably or def- 
initely expected from impregnation within 
a given time. It seems logical that on re- 
quest he should give to them information 
in regard to known contraceptive methods 
and always with the added warning that 
no fully dependable method is known to 
the medical profession. From this view- 
point contraception must be regarded as 
an item of no mean importance in the de- 
sirable elimination of factors which play 
an important role in maternal and infant 
mortality and morbidity. 


Racial Customs 


In a country with so large a population 
of Negroes, Indians and Chinese it seemed 
possible that certain racial superstitions 
and customs in connection with pregnancy 
and labor might tend to increase mortality 
and morbidity of mother and child. Three 
investigations made along these lines fur- 
nished no significant support for such an 
assumption. The undeniably higher ma- 
ternal, fetal and infant mortality and 
morbidity among Negroes is determined 
to the largest extent by the relative fre- 
quency of contracted pelves and the no- 
toriously high incidence of venereal in- 
fections, and in part as well by lack of 
cleanliness and utter ignorance concern- 
ing the first principles of hygiene or the 
advantages of good natal care and of ade- 
quate nourishment of the infant. Their 
many superstitious procedures as a whole 
are fairly harmless. Satisfactory or full 
information in regard to various Indian 
tribes was hard to obtain, In general, con- 
ditions in the various reservations are not 
by any means bad, and health nurses oc- 
casionally even praise the skill of some of 
the older, absolutely untrained native mid- 
wives. One of the reporting physicians 

«ventures the opinion that in relation to 
obstetrics the medicine man of the tribe 
probably does no more harm than the 
faddist in the big city. The younger gen- 
eration of Indian women readily accept 
the advantage of better maternity care 
whenever offered to them. The same 
holds true ior the Chinese in San Fran- 
cisco, where a thorough and competent 
survey showed that mortality and mor- 
bidity for both mothers and babies com- 
pare most favorably with those reported by 
the Health Department for the entire 
city. 

In the course of these investigations it 
became evident that the statistics as at 
present published by the Bureau of Cen- 
sus, by State and city health departments 
and other sources fail to offer any really 
clear anc satisfactory insight into the 
actual and immediate causes of the death 
of either mother or newborn infant. A 
special study, therefore, was made of this 
specific problem. 

Since establishment of the birth regis- 
tration area with some degree of accuracy 
rates are computed between infant and 
total maternal mortality including the 
abortion death based upon the total num- 
ber of live births. These rates are useful 
for certain observations and deductions 
but are not comparable with similar rates 
of foreign countries and not even with 
rates of various parts of the United States. 
Considerable progress will be made in this 
respect by general adoption of the Inter- 
national Classification of Causes of Deaths 
and of Joint Causes. 

It is, however, particularly desirable that 
a general agreement be reached as to what 
items should appear on the standard cer- 
tificates of birth and death, especially as 
related to maternal and early infant mor- 
tality. 

It might reasonably be expected that 
through certain changes in these certifi- 
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cates, and enforceememt of exact answer 
to each question on them, specific and de- 
tailed information will be obtained which 
now is not available but is indispensable 
for any systematic effort on the part of 
obstetricians to reduce or eliminate some 
of the factors and causes which today con- 
tribute to mortality and morbidity of 
mother and infant im connection with 
pregnancy and labor. 


Conclusions 
The following recommendations are 
made as likely to reduce fetal, neonatal 
and maternal mortality and morbidity: 


1. Efforts must be imcreased to provide 
early and better prenatal care to more 
women, since only early diagnosis allows 
adequate treatment of a disease complicat- 
ing pregnancy. 

2. A warning should be disseminated 
that compliance with the insistent de- 
mand of women for shorter and painless 
labors inevitably increases the risks both 
for mother and baby. 


3. Interference of amy kind with preg- 
nancy or labor should be limited to well 
defined indications. 

4. In view of the fact that abortions 
are responsible for the immediate death 
of many women and permanent disability 
in many others, at least al] febrile cases 
of abortion should be hospitalized. 

5. More precise information should be 
obtainable concerning immediate causes 
of maternal and neonatal mortality from 
the standard certificates of birth and 
death. ‘(Applause.) 


Heart Disease amd Pregnancy 


CHAIRMAN ADAIR: Dr. William 
Worthington Herrick, professor of clinical 
medicine, Columbia University, College of 
Physftians and Surgeons, will open the 
discussion by presentimg a summary of 
his material on “The Relationship of 
Heart Disease to Pregnancy.” 

DR. W. W. HERRICK: About 1 per cent 
of women who die as a resuit of preg- 
nancy and labor have heart disease, 
which accounts for deaths in about 20 
per cent of these cardiac cases. Heart 
disease also accounts for about 15 to 30 
per cent of fetal deaths. 

Among the causes there are two dis- 
eases which stand out chiefly, rheumatic 
fever and syphilis. Other diseases occur 
in such a small proportion as the cause 
of heart disease that they need hardly be 
mentioned for practical purposes. 

The problem of diagmosis of heart dis- 
ease in pregnancy is a Gifficult one. Many 
instances of the so-called gestational 
heart so simulate organic heart disease 
that very expert and experienced men 
are necessary in diagmosis in many of 
these instances. The problem is a com- 
bined obstetric and medical problem. 
Along with the care of toxemia the prob- 
lém of heart disease is largely a medical 
problem. 

I think one of the most important fac- 
tors in maternal and fetal safety in this 
regard is the appointment of an internist 
on the staff of an obstetric hospital. An 
obstetric hospital which has not a medical 
man in a position of some authority on 
its staff .is not affording its patients the 
best of modern medical care of these al- 
most purely medical complications of 
pregnancy. 

The prognosis of heart disease in con- 
nection with pregnancy Gepends upon sev- 
eral factors, most important of which are: 
First, the functional response of the 
heart, particularly its behavior in previ- 
ous pregnancies; second, upon the charac- 
ter of the lesion; third, upon the size of 
the heart itself; and fourth, upon the 
type of care available. 

Management of these cases is medical 
and surgical. Medical managément in- 
cludes very early recognition, constant 
oversight, and particularly the prevention 
of circulatory breakdown during preg- 
nancy by hospitalizatiom at the earliest 
appearance of any sig@ms of circulatory 
breakdown, and the medical care of such 
cases. AS a rule the pregnant cardiac re- 
sponds as well to medical care as does 
the nonpregnant cardiac. Surgical treat- 
ment is to be avoided im every case of 
decompensated heart disease until there 
has been a thorough trial of medical 
treatment. I think no procedure is ac- 
companied by such a high mortality as 
the attempted delivery of a decompen- 
sated case of heart disease. 

Further surgical treatment is the short- 
ening and enlightening of the second 
stage of labor, which is’ the only stage 
of labor of great straim to the heart. 

As far as the mother is concerned, one 
may say that if a heart has not broken 
down during pregnancy and labor that 
that heart will suffer very little decline 
in efficiency afterward. After all, preg- 
nancy is not a disease; it is an increased 
physiological load. It Goes not result in 
degeneration in the heart muscle, and is 
not therefore as dangerous as many in- 
fections. If the heart will stand this 
physiological burden, as most hearts will, 
there will be no declime in cardiac effi- 
ciency afterwards. 

Now, as to the fetus. The sole threat 
to the fetus is prematurity. If the fetus 
escapes prematurity it will and should 
grow and develop as a normal child. (Ap- 
plause.) 

CHAIRMAN ADAIR: The next one will 
be Toxemias, by Dr. Koosmak, editor of 
American Journal of Obstetrics and Gyne- 
cology. 

Hyperemesis and Eclampsia 

DR. GEORGE W.KOSMAK: Mr. Chair- 
man, Ladies and Gentlemen: Disturbances 
in pregnancy to which the general title 
of toxemia is applied are about as far 
from solution as ever with respect to in- 
cidence, etiology, and treatment. The 
grouping of the cases imto early (hyper- 
emesis) and late (eclampsia) remains as 
before, but whether there is a definite 
relation between the two in so far as 
causation is concerned continues an un- 
decided question, except for the theory 
brought forward by a group of investi- 
gators that a disturbed carbohydrate me- 
tabolism is the underlyimg factor in both. 
This theory is based, largely on the, thera- 
peulic success of excessive carbohydrate 


CONFERENCE ON CHILD HEALTH AND PROTECTION—MEDICAL SERVICE 





feeding and the instillation of glucose so- 
lutions. ; 

The search for the cause or causes ef 
pregnancy toxemia have been wear 
largely along chemical lines. Pathelog- 
ical studies have afforded pictures little 
relaled to any satisfactory explanation 
of the etiology, experiments to confirm 
the theory of a possible infectious process 
have been barren of results, but“there is 
one field of resarch that may still prove 
fruitful, namely the biologic relation ef 
the fetus to the maternal organism. 
About this we are still in the dark, but 
perhaps a knowledge of the same may 
lead to the development of measures for 
securing an immunity against these dis- 
turbances. The ordinary vomiting of 
pregnancy is almost accepted as physio- 
logic, but why in certain instances it 
should become pathologic is little under- 
stood. Of physical reasons we are quite 
ignorant; in prevention we have made 
some progress by means of sedatives to 
secure rest, by @ more or less exclusive 
carbohydrdate diet or glucose instillations, 
with a final resort to the induction of 
abortion in the umresponsive cases. 

Eclampsia continues to remain a disease 
of theories, few of which ain satis- 
factorily the associated ry .ogic find- 
ings or the clinical symp: .s. The early 
recognition of the disturkance through 
more complete prenatal care has resulted 
in the reduction of the incidence and 
constitutes the only satisfactory element 
of prosress, for the treatment remains 
largely symptomatic. The “glycogen de- 
ficiency” theory thus far has furnished a 
basis for the most satisfactory scheme of 
treatment combined with a general ad- 
herence to conservative, as contrasted 
with radical, operative messures except 
under certain favorable conditions. Where 
delivery by Caesarean is indicated and 
made possible by favorable surrounding 
circumstances, the employment of local 
anesthesia has afforded good results, but 
the suggested spinal anesthesia is still 
under trial. 

With the proved value of conservative 
measures in the treatment of eclampsia 
the use of sedatives and narcotic drugs 
has again come to the fore. The use of 
morphine is now supplemented by a num- 
ber of drugs—magnesium sulphate, som- 
nifane, amytol, pernocton, and a host of 
others, for usé primarily in the convul- 
sive cases. Prevention is still the keynote 
of theraveusis — elimination through the 
bowels, skin and kidneys with dietic re- 
strictions and the recognition of early 
symptoms as manifested by albuminuria, 
hypertension and edema, practically all 
evidences of kidmey derangement. 


Prophylaxis Must Be Emphasized 


If the incidence of eclampsia can ‘be 
reduced by prenatal care and the recogni- 
tion of premonitory symptoms this must 
be: regarded as most essential in view of 
our present lack of knowledge of the 
etiology of this disturbance. In other 
words, prophylaxis must be emphasized. 
Combined with this there should be an 
effort to determine more definitely the 
physiologic relation of the fetus to the 
maternal organism. Another line of in- 
vestigation may be directed toward the 
so-called reticulo-endothelial system in 
in which are believed to reside the de- 
fensive forces of the body and which is 
impaired in the latter half of pregnancy. 
The increased metabolism of this state 
places the elimimatory system under a. 
double disadvantage not only by the ex- 
cess of waste products but by weakening 
the defensive forces. It is here that a 
possible explanation of the entire doubt- 


tul question of the production of eclampsia “ 


may lie. 

The practical deduction to be drawn 
from what has ween accomplished with 
the ‘oxemia problem in the past centers 
down to only a few concrete reommenda- 
tions. These recommendations may be 
briefly summarized under prophylaxis and 
treatment. The prophylaxis of toxemia is 
based on purely empirical grounds. It 
is uncertain whether the general health 
of the patient has anything to do with it. 
W nether exacerbations of a previously con- 
tracted nephritis are the necessary accom- 
peniments o. an eclampsia is still ques- 
tionable. The earlie. occurrence of the 
exanthemata in cases developing evidences 


-of nephritis in the iatter months of preg- 


ner-v is pretty well established as a factor 
and therefore it is to be hoped that with 
the reduction in tz 3e diseases a corre- 
spondingly fav rable effect will be observed 
in the incidence of the toxemias of 
pregnancy. However we are not as yet 
zertain that a nephritis is the underly- 
ing cau: in many ofthese toxemias, but 
for the present at least we must keep close 
watch .n two usually constant signs, 
namely, albuminuria and hypertension, 
It may also be presumed that if a patient 

in ¢20d general health, especially if 
_ne eliminatory organs are functioning 
properly, that toxemia is less likely to 
occur. Therefore this should be the 
primary requirement in the handling ef 
all pregnancy cases, combined of course 
with f-eedom from worry and an effort 
on the part of the patient to lead a normal 
life 

These propnyiactic measures applied to 
the toxemias of the later months have 
little or no influence in the disturbances 
o early pregnancy which vomiting is 
a characteristic symptom. The best re- 
sults thus far, aside from the correction 
of local conditions, have attended meas- 
v es directed towar s correcting errors in 
rretabolism. In addition, favorable reports 
are still being made on methods which 
are based on the assumption that a 
nervous disturbamce is at the bottom of 
the trouble. This group of observers 
claims excellent results with the continued 
administration of the sedative group of 
drugs, including the bromides and barby- 
turic acid derivatives. 


Radical interference in either group of 
toxic disturbances is rapidly superceded 
by the more conservative methods of treat- 
ment as already stated. It would appear 
that in the future accepted methods of 
prenatal care will do much to cut down 
the incidence of toxemia but it is very 


important that labor care be governed 
by equally studied standards. This means 
that forcible delivery is contraindicated, 
that the ordinary inhalation anesthesias 
are a source ef danger, that spinal 
anesthesia is too uncertain to be: recom- 
mended, and that local anesthetics com- 
bined with a satisfactory analgesia should, 
both theoretically and practically, give the 
best results where abdominal delivery is 
found necessary. The operative delivery 
of the toxemic patient however should 
not be undertaken if the physiologic proe- 
esses of labor can be initiated and carried 
out, for the best results thus far have 
attended this group of procedures. 


The after care of the toxemic patient 
must likewise be considered. In the 
vomiting cases which recover, the usual 
antepartum care will suffice. In those 
in who abortion was considered neces- 
sary, the best possible physical conditien 
of the patient must be developed before 
pregnancy is again permitted. The after 
care of the toxemic patient of the latter 
months will depend on the rapidity with 
which recovery takes place and thus far 
the most practical indicator is the condi- 
tion of the kidneys. If an albuminuria, 
or other evidences of kidney involvement, 
subsides within a few weeks the chances 
of subsequent pregnancy are good, pro- 
vided this can be postponed for a reason- 
able period. It may be assumed that this 
would be at least two years. In a sub- 
sequent pregnancy. extreme care should 
be taken in observing blood pressure, 
urinarv conditions and the general health. 

The death rate from “puerperal! albumi- 
nuria and convulsions,” whicn is the of- 
ficial designation in the United States 
Census reports of this complication of 
pregnancy, Mas varied little in the past 
15 years, averaging about 1.76 per 1,000 
live births. 

In conclusion it may he stated that the 
* cidence of the toxemias of the latter 
months of pregnancy is still too high in 
view of the knowledge that appropriate 
prenatal care can be mace to reduce the 
occurrence to a noteworthy degree and 
that definitely proved therapeutic pro- 
cedures in the actual presence of the con- 
vulsive type will greatly reduce the mor- 
tality of both mother and child. This 
knowledge must become more widespread 
among both patients and doctors and con- 
stitutes one of the most satisfactory 
accomplishments of preventive medicine: 
(Applause.) 

CHAIRMAN ADAITR: The next one will 
be Diseases of the Endocrincs and Blood, 
by Dr. Robert D. Mussey, professor of ob- 
stetrics, University of Minnesota, Mayo 
Clinic 

Physiologic Anemia in Pregnancy 

DR. ROBERT D. MUSSEY: Mr. Chair- 
man, Members of the Congress: Mild ane- 
mia, the so-called physiologic anemia, is 
ot relatively frequent occurrence in preg- 
nancy. Thirty to fifty per cent of the 
pregnant women undoubtedly have mild 
anemia. Severe amnemias, however, are 
comparatively rare. Eight cases of severe 
anemia were reported among 90,000 preg- 
nancies in Vienna; 22 cases were reported 
in Zurich among 14,000 births. Knowl- 
edge as to the severe ancmias has been 
meager. Until recently all severe anemias 
were reported as pernicious anemia. Due 
to the advancement of the knowledge of 
morphology of the bleod, it has been 
found that pernicious anemia itself is 
extremely rare in pregnancies; in facet, 
the patients with pernicious anemia are 
relatively unfertile. 

Any woman with hemoglobin under 60 
per cent should have careful blood exami- 
nations and appropriate treatment. It is 
necessary to rule out by careful physical 
examination such causes of anemia com- 
plicating pregnancy as syphilis, tubercu- 
losis, puerperal infection, pyelonephritis, 
acute toxemias, and chronic nephritis. 

The prognosis of the severe anemias in 
pregnancy has formeriy been considered 
as extremely grave. Patients with severe 
anemia, such as leukemia, chronic puer- 
peral hemorrhagic, and certain cases of 
splenic anemia should be warned against 
pregnancy. However, with the recent ad- 
vancement in the treatment of the severe 
anemias of pregnancies, very few of these 
patients need be advised to have preg- 
nancy interrupted; in fact, there are very 
few occasions when pregnancy need be 
interrupted. These may be mentioned as 
chronic leukemias, chronic purpura hem- 
orrhagic, and aplastic anemia. The inter- 
ruption of pregnancy in acute leukemia 
is of no avail, as all of these patients 
die. Fortunately they are very rare. The 
interruption of pregnancy in acute pur- 
pura hemorrhagic is not of any value. 

7 Prognesis Improved 

The prognosis ef these patients with 
so-called pernicieus-like ancmia in preg- 
nancy has improved a great deal in recent 
years with the improvement in methods 
of treatment. These include the use of 
iron, which, as you know, has been em- 
ployed a great many years; but with the 
recent use of large doses of citrate of 
iron the improvement has been more 
marked: The use of blood intramuscu- 
larly, blood transfusions, and, in certain 
instances, either the use of a diet of liver 
or liver extract are valuable. 


There are two types of severe anemias 
which may be benefited by surgery, and 
those are certain cases of hemolytic jaun- 
dice and purpura hemorrhages. 

Certain endochrine diseases may com- 
plicate pregnancy. The endocrines that 
interfere with or cause complications in 
pregnancy are the ovary, pituitary, supra- 
renal gland, pancreas, and thyroid gland. 

The ovary is quite essential to preg- 
nancy, and the corpus luteum must exist 
on the surface of the ovary for at least 
six months during pregnancy, or sponta- 
neous interruption of pregnancy may Oc- 
cur. However, certain ovarian é@nlarge- 
ments may cause complications in preg- 
nancy. Abscesses, certain tumors, carci- 
noma may cause rupture during preg- 
nancy, or dystocia during labor. A num- 
ber of cases are reported in which an 
ovarian tumor has been removed and 

cy has * been ‘cohipicted 'safely.* So 
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it is not necessary in these cases to ad- 
yise interruption of pregnancy, if com- 
petent surgical attention is available. 

The relation of the pituitary gland may - 
be briefly stated:.as essential to preg- 
nancy. During pregnancy there is a cere 
tain hyperplasia of the pituitary gland; 
and it is known that a hormone produced 
during pregnancy by the anterior lobe of 
the pituitary gland and by the placenta 
appears in large amounts in the blood, 
and the excess is excreted in the urine. 

Injection of small amounts of urine of 
pregnant wemen into female mice Or 
rabbits, under controlied methods, pro- 
duees characteristic changes in Ovaries 
and other genital organs of these animals. 

Certain eye changes which may be pro- 
dueed rarely as a result of pressure of 
the enJarged pituitary gland during preg- 
nancy cause partial blindness. These are 
usually transient, and interruption of 
pregnancy will be rarely indicated. 

Addison’s disease, or that discase of the 
suprarenal gland which is produced by 
tuberculosis, is fortunately rare in preg- 
nancy. The mortality formeriy was very 
high, but recent experiments in the treat- 
ment of Addison’s disease by an extract 
of suprarenal cortex, isolated by Swingle 
and Pfiffner, would indicate a more fa- 
vorable prognosis for pregnancy compli- 
cated by this disease. 

Wemen with untreated diabetes are rel- 
atively infertile, and prior to the discov- 
ery of insulin Van Noorden oserved only 
9 pregnancies in 20 years, but since has 
seen 43 pregnancies in diabet-s. Of 89, 
Josiin noted that 35 became diabetic dur- 
ing pregnancy. 

Prognosis: Under carefui dictstic man- 
agement, and with the use of insulin, the 
pregnant woman is relatively <> e, but ac- 
eidents Oi pregnancy are three times more 
eoramon in the diabetic. Dio*-tes rarely 
eccurs in children born to. diabetic 
mothers. These babies are apt to be over- 
size, increasing labor difficu!ti The in- 
eidence of hydramnios and © illbirths is 
increased and the life of th> newborn 
baby may be jeopardized by = hypogly- 
cemie condition. 

Pregnancy need not be pro 
less the diabetes is difficult to 
unless an unfavorable outcom > 
vious pregnancy occurred in = 
quate diabetic control. Int 
pregnancy on account of dia! 
come Jess amd less necessare 
discovery of insulin. 

The treatment of diabetes a 
nancy is largely identical with 
non-pregnant. Small doses 
given frequently are prefer 
amounts. Careful dietary coni: 
quent urinalysis and blood su>>r estima- 
tions are esential. Frequent (2+ least four 
hourly) urinalysis during lato: is advis- 
able; and when possible long bors and 
exhaustive labor should be av ‘12d. 

Goiter in Pregnan 

The question of goiter in p: ‘ancy is @ 
large question and cannot b> Lequately 
handied in a short jength 0: ie. It is 
important to know that cert- » tvpes of 
goiter, such as the simple or c id goiter 
which occurs in certain regions ‘ave been 
greatly reduced by the therar ic use of 
iodine. 

Certain conditions of the th 
termed goiter, are associated 
change in reproductive functio.. 
be affected either by a hypo or 
secretion of the thyroid gland 
increased secretion of the th 
Abortion may be produced e 
tain degrees of hyper or hypo 
The efiect of increased secr 
thyroid gland is not genersa!l: 
the fetus; whereas marked c 
hyperthyroidism, where the 
suffer from a lowered metab 
in certain effects on the fetu 
condition which you all kno 
dyscrinism, or milder conditio» 
with an enlargement of the t 
of the fetus. 

The treatment of goiter co 
sociated with pregnancy in 
is an ever-secretion or over-; 
an abnormal secretion of 
gland have been greatly impro 
use of iodine in some form i 
ment of this condition. Ea- 
especially from European 
quoted at least a 15 per cent 
patients suffering from this 
ing pregnancy. Within the | 
nine years, with the use of | 
tion, and in certain cases t! 
partial thyroidectomy in the : 
these conditions, the indicatic 
ruption of pregnancy or the 
outcome of the disease is ext 
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of labor had 36 living babies 
no miscarriages in the gro 


mothers died. {Applause.) 

CHAIRMAN ADAIR: Raci’” 
tions and Customs of the Ch 
lation to and Lo’ 
Frank W. Lynch. 

DR. FRANK W. LYNCH 
cisco): Mr. Chairman, Ladies 
men: The Chinese of San F 
Cantonese. 
came to America they quic~ 
American dress and many ot" 
customs. They gave up the 
thelr ancestors and called p! 
attend them at confinement. 

We were able to obtain ini: 
garding a few Chinese cu 
ameng the older people; the \- 
eration of Chinese women 
them. ‘ 

The only superstitions of rest re= 
garding diet concerned she!! <n, which 
they felt caused urticaria. y do not 
eat lamb because they fear vill cause 
epilepsy. Incorporated in th word for 
epilepsy in the Chinese lane ce is the 
term yi ung. : 

The Chinese have relative) 
Like the German peasant, t 
ef bed early, sometimes w n a few 
hours—almeost inv: _ wit the first 
five days; but’ their ‘customs ivfbid tem 
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te leave the house until the child has been 
initiated into the rites of its ancestors. 


That Chinese methods of life in San 
Francisco do not affect. unfavorably the 
maternal or fetal mortality may be seen 
by, these figures~taken from the San 
Francisco Board of Health records. From 
Jan. 1, 1929, to October, 1930, 649 Chinese 
women were delivered; with three maternal 
deaths: maternal mortality 47 per 10,000 
live births, with 13 stillbirths; stillbirth 
mortality 2 per cent. Two of these women 
died in eclampsia undelivered; the third 
was ascribed to embolus, which possibly 
was infection. One-fourth of these women 
were primiparous. There were only three 
sets of twins in this series. 

San Francisco hospitalizes about 82 per 
cent of all births, The Chinese have hos- 
pitalized only one-third. These records 
show 122 cases born in 10 months with 
one-maternal death, 4 children stillborn, 
one of which was a craniotomy. The chil- 
drén averaged 3,200 grams in weight, the 
largest being 3,884 grams. 

During the period of this investigation 
there were 38 deaths of children under one 
year of age reported. These were due to 
prematurity, congenital heart disease, 
congenital debility, pneumonia, tubercu- 
losis, enteritis, convulsions, diphtheria, 
measles, whooping cough, none of which 
could be charged to labor. 

The operative interference is of interest 
in the Chinese hospital, being necessary 
in only 8.8 per cent of the cases—quite a 
contrast from the statistics which Dr. 
Ehrenfest gave here, of 60 per cent in the 
women of this country. There were 16 
lower mid-forceps, 2 high-forceps, and 3 
Caesarean sections, an incidence of 1 in 
40° cases without death. So you can see 
that the Chinese in San Francisco are 
delivered with a maternal and fetal mor- 
tality that is not unfavorable when com- 
pared with other quarters of the city. 

They use women physicians. There is 
no male Chinese physician that has any 
obstetric practice; and that this creditable 
showing depends upon the work of these 
women physicians is clearly evident. Im- 
provement in mortality will follow more 
adequate prenatal care, which now is lim- 
ited not because of customs or tradi- 
tions, but because of the expense con- 
nected thereto. (Applause.) 

CHAIRMAN ADAIR: Dr. John A. Mc- 
Glinn, associate professor of gynecology, 
Graduate School of Medicine University of 
Pennsylvania, will give a summary of his 
investigations relative to malignant dis- 
eases in relation to maternity. 


Incidence of Cancer in Pregnancy 

DR. JOHN A. McGLINN: Mr. Chair- 
man, Ladies and Gentlemen: The first 
important question to be considered in 
this study is “How frequently is cancer 
of the uterus associated with pregnancy?” 
The question cannot be answered in pre- 
cise figures, but we can arrive at an an- 
swer which will be approximately correct. 
From a study based on the vital statistics 
from the registration area, we find the 
total female deaths for Continental United 
States, is 1,200,000. Of these, 71,416 died 
of cancer and of the cancer deaths, 19,768 
were due to cancer of the uterus. 
this number 12,051 were in women beyond 
the 45-year age period. During the ac- 
tive child-bearing period, between the 
ages of 20 to 45 years, 3,916 women died 
of cancer of the uterus. Dividing this 
mortality into five-year periods, we con- 
struct the following table: 

Age Deaths 
20 to 24 years 


acsesesensepesese ae 


25 to 29 YeAaTS ceeccccccccccceee 263 
30 to 34 YeEAaTS ceccccccccccccccs GOO 
26.40 DD YORTE Soccacveccscsesess ime 
G8 to SE SeOMN Soo oe cc cccccecoe Se 
This table is based entirely on deaths 


and does not take into consideration pos- 
sible cured cases. If we allow a 25 per 
cent cured rate, the approximate total 
cancer cases for the age period given 
would be 4,895. How many of these cases 
had pregnancy associated with the dis- 
ease is impossible to estimate accurately 
from this study. If we consider alone, 
the cases of cancer occurring in the ac- 
tive child-bearing period, from 20 to 34 
yéars, we find a total cancer incidence 
of 1,196 cases. Studies of reported cases 
of cancer associated with pregnancy, show 
a low incidence in primipara and in the 
early years of child bearing and the high~ 
est incidence in multipara and later years 
of child bearing. As cancer is rare in 
the early years of life, when the incidence 
of pregnancy is high and as caricer inci- 
dence is high in the later years of life, 
when pregnancy is uncommon, it can be 
definitely stated, that cancer of the 
uterus associated with pregnancy, is an 
infrequent condition. 

Estimates baSed on reported cases, oc- 
curring in a series of obstetric patients, 
vary too much to be of any value. B. C. 
Hirst estimated the incidence to be one 
in 12,484 pregnancies. E. O. Gross one in 
1,538, and Mussey one in 437. In a study 
of upwards of 10,000 post-mortem records 
of the Philadelphia General Hospital, I 
failed to find a single case. In the 55 
years of its existence, the transactions of 
the American Gynecological Society, re- 
cords but three contributions on the sub- 
ject. B. P. Watson, in 1918; E. A. Schu- 
mann, in 1927, and J. A. McGlinn, in 
1929. Individual experiences vary just as 
widely; thus Sir Herbert Spencer has re- 
ported 10 cases; Hauch 4 cases; Gross 
34 cases; Korg 7 cases; Binbridge 2 cases 
and the reporter 2 cases. Many gynecol- 
ogists and obstetricians of wide experi- 
ence have not encountered a single case. 


During the past few years there is ap- 
Parently a renewed interest in the sub- 
ject and more reported cases are appear- 
ing in the literature. Gross believes that 
the association of cancer of the cervix 
and pregnancy is five times more fre- 
quent than is generally supposed. While 


the condition may be more frequent than 
Statistics would ind'-°*=, Gross’ estimate 
is likely exaggerated. 

Cancer of the body .! the uterus asso- 
ciated with pregnancy must 
twemely rare condition. . 


an ex- 


VALS £855 

















reported in 1927, is one of the few to be 
found in the literature. 

Cancer of the genital tract, other than 
the uterus, is so rare as to be a negli- 
gible consideration in this report. Can- 
cer of the ovary in the child-bearing age 
would occur in but 330 patients in any 
one year and cancer of the vulva and 
vagina occur less frequently. Cancer of 
the vulva and vagina do occur during 
Pregnancy and a few cases are reported 
in the literature. When it does occur 
the solution of the problem offers no 
difficulties. 

There is no casual relationship between 
cancer of the uterus and pregnancy, in 
so far as their occurrence at the same 
time is concerned. As has been pointed 
out, the association of these two condi- 
tions occurs more frequently in multipara 
than in primipara and in the third dec- 
ade rather than in the second. These 
findings being dependent on the repeated 
traumatisms to the cervix in multipara 
and the age incidence of cancer in gen- 
eral. J. T. Williams was only able to 
find eight recorded cases occurring in 
primipara. In 1929, I reported two addi- 
tional cases, one in a woman 28 years 
old and in another 31 years old. Schil- 
ling found the average number of preg- 
nancies in the reported cases to be 69. 

While it may be agreed, from the fore- 
going considerations, that cancer of the 
genital tract associated with pregnancy, 
is a relatively infrequent condition, the 
subject, nevertheless, is an important one. 
We cannot disassociate cancer of the 
uterus in genera] from that associated 
with pregnancy. If we are to make prog- 
ress, either in the broad field of cancer 
of the cervix or in the restricted field 
under consideration, our prime efforts 
must be made in prevention rather than 
cure. Reduce the incidence of genital 
cancer in general and the incidence of 
it complicating pregnancy, will likewise 
be reduced. 


Some Differences of Opinion 


There is to be found in the literature 
a decided difference of opinion as to the 
question of the antecedence of the can- 
cer or the pregnancy. Cohnstein and 
Gross found that cancer antedated preg- 
nancy in but 17 per cent of the cases 
they studied, whereas J. T. Williams, 
Blumruch and Keyes believe that in the 
majority of cases the cancer antedated 
the pregnancy. As a matter of fact, there 
is no reason why a woman, with early 
cancer of the cervix, should not become 
pregnant nor is there any known reason 
Why a woman, pregnant, should not de- 
velop cancer. The same difference of 
opinion is found in regards to the ques- 
tion of the influence of the pregnancy 
on the cancer. Undoubtedly, many ob- 
servers have noted a marked rapidity of 
cancer growth associated with pregnancy, 
such as the classical examples of Zweifel 
and Simpson. On the other hand, many 
observers, notably Weibel, Wolf and 
Meyer, have noted a retardation of the 
growth and have advanced theories in 
support of this observation. 

It is likely that the one pregnancy plays 
no part in the causation while it may 
either stimulate or retard the growth. 

One thing, however, is certain: Lacer- 
ations of the cervix with infections, ero- 
sions, ulcerations and eversions of the 
mucous membrane of the canal do pre- 
dispose to cancer. These conditions are 
the aftermath of labor, therefore it should 
be the teaching that the duty of the 
attending physician to his obstetric pa- 
tient is not complete until the cervix is 
in a normal condition. Reduce the inci- 
dence of cervical lesions and not only will 
the incidence of cancer be lessened, but 
also that of so-called spontaneous infec- 
tion in subsequent pregnancies. 

Much has been written on the sympto- 
matology and diagnosis of the association 
of pregnancy and cancer of the cervix. 
In the final analysis, bleeding is the one 
outstanding symptom and a careful and 
thorough examination for the cause of 
all bleedings in pregnancy will disclose 
the cause. We have become obsessed with 
the fear of making a vaginal examina- 
tion during pregnancy. The dangers of 
vaginal examinations are grossly exag- 
gerated. If we can learn how to obtain 
information from a rectal examination, 
we can certainly learn how to make a 
vaginal examination without endangering 
the patient. Unless the patient is exam- 
ined vaginally, the cancer wil never be 
discovered. Therefore, all cases of bleed- 
ing in pregnancy, not definitely due to 
abortion, or separation of the placenta, 
should be looked on with suspicion and 
a thorough study of the cervix made. 
No examination—no diagnosis. 


Prognosis Not Good 


The prognosis for the mother, no matter 
what stage of the pregnancy, is bad, but 
not altogether hopeless. A number of 
reports of cures after hysterectomy; 
radium and cautery; amputation of the 
cervix, are to be found in the literature. 
The mortality is naturally higher than 
cancer of the uterus in general, though a 
thorough search of the literature does not 
reveal enough satisfactory satistical in- 
formation to substantiate this statement. 
The prognosis for the child depends on 
the stage of pregnancy and the method 
of treatment adopted. Obviously, the 
child’s chances are best when the cancer 
develops late in pregnancy and when :e- 
livery is made by Caesarian section, with- 
out any prior treatment of the cancer. 
Per contra, the prggnosis is wors: when the 
cancer develops prior to viability and the 
uterus is removed. 

Next to the early diagnosis, the question 
of treatment is most important. All au- 
thorities are in accord, that abortion or 
the termination of the pregnancy, at any 
stage, by the vaginal route has no place 
in the treatment of this complication. The 
termination of the pregnancy per se bene- 
fits the patient not at all and delivery by 
the vaginal route, opens up channels for 
metastasis, stimulates rapidity of the 
growth by traumatization and subjects the 
woman to the added risk of infection. 


There is, also, general accord that. 4 cage 
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treated with radium should not be allowed 
to go into labor but should be delivered 
by Caesarian section with or without 
complete hysterectomy, depending on the 
stage of the pregnancy and the condition 
of the cervix, following irradiation. There 
is, however, not the same general accord, 
in some recorded cases, apparently cured 
by cautery amputation. Why there should 
be a difference of opinion in these cases 
is not apparent as the underlying principle 
is the same. I am sure that the majority 
of authorities would not permit a cervix, 
once the seat of cancer, ever to be traum- 
atized by a subsequent labor. The fact 
that a few successful cases have been re- 
ported does not alter the general principle. 

With a consideration of all the factors 
involved, with remote as well as immediate 
results to the mother and fetus under- 
stood, there is a general agreement in 
favor of complete hysterectomy, prior to 
viability, when the cancer ts entirely lim- 
ited to the cervix. Subsequent to viability, 
there is a general agreement that the 
pregnancy should be terminated by Cae- 
sarian section with immediate complete 
hysterectomy or subsequent treatment 
with radium and X-ray, the choice of im- 
mediate hysterectomy or subsequent radia- 
tion depending on the stage and character 
of the cancer. 


A Problem of Treatment 


One of the most important problems to 
be solved, is the treatment of the case 
in which the cancer is too far advanced 
for hysterectomy or cautery amputation 
and the pregnancy not far enough ad- 
vanced for delivery of a viable child by 
section. It is now generally conceded in 
American clinics, that radium application 
is the method of choice in the treatment 
of all border line and advanced cases of 
cancer of the cervix. In many clinics, ra- 
dium has supplanted operation in all cases 
of cancer of the cervix. 

It is obvious that if the cancer is too 
far advanced for hysterectomy or cautery 
amputation, our choice of treatment is 
limited to radiation. 

When we elect to treat cancer of the 
cervix associated with pregnancy, with 
radium, we face new and difficult prob- 
lems to solve. Much has been written 
of the effects of radiation on the fetus. 
As Dr. Douglas Murphy, has made such 
a complete study and will report his find- 
ings to the Conference, it will not be nec- 
essary for me to consider the matter in 
detail. 

I believe that it is generally held that 
preconceptional radiation only occasionally 
affects the fetus in a subsequent preg- 
nancy. This is well illustrated in an un- 
reported case of mine. A patient in her 
first pregnancy, gave birth to a cephalic 
monster. She had a fibroid nodule, the 
size of an orange, on the posterior wall 
of the uterus, about the level of the supra- 
vaginal cervix. Under X-ray treatments, 
the nodule entirely disappeared and she 
gave birth, subsequently, to six normal 
children. 

Irradiation of the pregnant uterus, how- 
ever, is a procedure extremely dangerous 
to the offspring concerned. (According to 
Murphy, 61.3 per cent defectives.) 

In considering, then, radiation as the 
treatment of cancer of the cervix in preg- 
nancy, we must bear in mind, not only 
the effects on the mother but in the fetus 
as well. In those cases, subsequent to 
viability, when the uterus is first emptied 
by section, and the radium applied after 
operation, the solution offers no difficul- 
ties. In the cases prior to viability, the 
solution is not so easy. The application 
of radium, as in a case reported by me, 
may result in the immediate death of the 
fetus, to be followed by abortion and the 
rapid dissemination of the cancer by me- 
tatasis. Again, if the fetus survives and 
the pregnancy goes to term, a large per- 
centage of the children born, maybe de- 
fectives. It is logical to assume that the 
traumatism to the uterus, due to the ad- 
vancing pregnancy, favors the resistence 
of the cancer Cells to complete destruction 
by radium application. It would seem that 
the best treatment is to follow radiation in 
the selected case by complete hysterec- 
tomy. While these general considerations 
represent the views expressed in the litera- 
ture, no hard and fast rules of procedure 
can be laid down for the treatment of all 
cases. Each case must be judged individu- 
ally and we avail ourselves of all the 
knowledge at our command. (Applause.) 

CHAIRMAN ADAIR: Syphilis, As a 
Complication of Pregnancy by Dr. J. R. 
McCord, professor of obstetrics and gyne- 
cology, Emory University School of Medi- 


cine. 
DR. JAMES R. McCORD (Atlanta, 
Ga.): Ladies and Gentlemen: This brief 


discussion is an abstract of the article we 
turned in to Dr. Ehrenfest’s Committee on 
Syphilis As a Complication in Pregnancy. 


Syphilis and Pregnancy 

This report is largely a compilation of 
my .own work along this line for the past 
seven years. The following statements 
preface the statistical data: 

It is probably well, in the light of our 
present knowledge, to teach that congeni- 
tal syphilis is the result of the disease in 
the mother. 

More stress must be put upon the routine 
examination of pregnant women for the 
detection of syphilis. At this time, the 
responsibility of finding the disease in 
pregnant women rests largely upon the 
general practitioner. The properly per- 
formed blood Wassermann test is just as 
reliable when done upon women when 
Pregnant as at any other time. At pres- 
ent, it is largely upon the positive results 
of this test that the diagnosis of syphilis 
in pregnant women depends. The vital 
importance of the Wassermann test being 
done in high grade laboratories, by prop- 
erly trained serologists, must be more 
widely disseminated. The fact that a 
negative blood Wassermann reaction does 
not exclude syphilis must be more gener- 
ally known. The majority of pregnant 
women with syphilis have a latent syphilis; 
oe pee evidences of the disease are ab- 
sent. 


_ Fhe incidence of positive Wassermanns 
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in: our clinic for the past seven years is + 
discussed. Our experience does not show 
that syphilis retards conception. Our ex- 
Perience causes us to think that maternal 
Syphilis is not a factor in the causation 
of hypertension during pregnancy. It 
certainly does not increase the immediate 
maternal hazard. The possibility of syph- 
ilis being a cause of early abortion is dis- 
cussed Since I wrote this report I have 
succeeded in finding the organism of syph- 
ilis in fetus that weighed only 25 grams 
There follows a statistical study of the 
histologic examination of 2,302 placentas 
from colored women 1,000 of them being 
consecutive. Certain conclusions are 
stated: 

I believe that conclusions deduced by 
microscopic examination, as to whether 
@ placenta is or is not syphilitic, are 
worthless. ‘The microscopic field of a 
mature or near-mature syphilitic placenta, 
with its large crowded villi, the increase 
of connective tissue, and the almost com- 
plete loss of vascularity, occurs often 
enough to be of distinct diagnostic aid, 
Such a picture can practically always be 
checked by positive bone changes in the 
baby or the presence of the organisms of 
Syphilis in the baby. 

There is a statistical analysis of au- 
topsies of 594 babies. This was an effort 
to find out how many of them had syph- _ 
ilis. The organisms of syphilis were dem- 
onstrated by the Levaditi method in 32.66 
per cent. In these 194 babies, only 13 did 
not show evidences of bone syphilis. There 
were 400 babies ia whom the organisms of 
Syphilis were not demonstrated, but the 
bone changes of syphilis were present in 
89. More prolonged search would prob- 
ably have lessened this discrepancy. A 
complete description of these bone 
changes, taken in its entirety from 
Bromer’s excellent article, is given. 

The prevention of congenital syphilis 
is discussed. It is a rule in our clinic not 
to try to cure the mother, but to pro- 
tect the baby. The treatment as given in 
our clinic is described. A statistical analy- 
sis of 576 pregnant women with syphilis 
is given. The final results of the preg- 
nancies with no treatment, poor treatment, 


and adequate treatment, are given. (Ap- 
plause.) 
Parasitic Infections 
CHAIRMAN ADAIR: Dr. Edward L, 


King, professor of obstetrics, Tulane Uni- 
versity, will present “Parasitic Infections 
in relation to Maternity.” 

DR. EDWARD L. KING (New Orleans, 
La.): Mr. Chairman, Ladies and Gentle- 
men: This is a summary of a report pre- 
pared in collaboration with Dr. E. C, Faust, 
professor of parasitology at Tulane Uni- 
versity. 

We feel that due consideration has not 
been given to the fact that the pregnant 
woman is liable to become the victim of 
any infection prevalent in her locality. 

We are considering in this report chiefly 
the so-called tropical diseases, most of 
which are due to animal parasites, but 
some of which are of bacterial origin. The 
usual factors in the evolution of these in- 
fections have to be considered, and in 
addition, the possibility of the premature 
termination of the pregnancy and the 
potential transfer of the organism through 
the placenta to the fetus. 

Only a few of the more important 
diseases will be considered in this sum- 
mary; you are referred to the completed 
report for further details. 

Malaria: This is, of course, chiefly a 
disease of warm climates, but recently has 
shown a tendency to extend to the north- 
ern sections of the country, its incidence 
in Illinois, for example, being on the in- 
crease. The effects on mother and fetus 
are variable, but we must bear in mind 
that intra-uterine death of the child is 
not uncommon, being thought to be a 
toxic phenomenon, due to the large num- 
ber of infected red cells and to the pyrexia, 
Congenital infection of the fetus has been 
recorded many times, the parasites in one 
of Buckingham’s cases being found in a 
blood survey made prior to delivery from 
a finger of the prolapsed hand in a case 
of transverse presentation. 

Experience has shown that a pregnant 
woman with malaria can and should be 
treated with quinine provided the con- 
centration of 1/300,000 in the maternal 
blood is not exceeded. A safe method is 
to give 2% to 5 grains every 2 to 4 hours. 


Some Tropical Diseases 

Amebic colitis: The frequency of this 
infection is shown by the fact that in a 
recent series of 334 consecutively inspected 
pregnant women whose feces were ex- 
amined, in a New Orleans hospital, patho- . 
genic amoebia were found in 59 or 17.7 
per cent, °2 had colitis of varying degrees 
and 27 were carriers. We feel that those 
with colitis should be treated preferably 
with amargisa or chenopodium. Emetine 
is to be used very cautiously. 

Leprosy: Seems to have little effect on 
menstruation, fecundity or pregnancy. 
There are several authentic records of 
transplacental ingestion of the bacillus 
and postnatal infection is not infrequent, 
as it was found by Rodriguez that 148 
per cent of the children of leprous parents 
at Culion were infected. 

Hookworm disease is a frequent com- 
plication of pregnancy, especially in the 
Southern States, being found by us in 
15 per cent of the above-mentioned series, 
with a much larger proportion in the 
patients from the rural districts, as it is 
essentially a rural disease. We found that 
mild infections are well formed, but that 
if the condition is sure and the anemia 
marked, the tendency to toxemias seem 
to be increased, and several of us feel 
that the incidence of eclampsia is much 
higher in this survey of infected women. 
I might mention the fact that in our part 
of the world, particularly in the hook- 
worm areas, of course, the hookworm 
disease is one of the most frequent causes 
of anemia in pregnancy. 

Prenatal infection of the fetus has been 
reported, but is so rare as to be negligible. 
Treatment of the mother has no tendency 
to cause abortion or premature labor. 

It is apparent, then, that physicians 
and public health workers in regions where 





36 


—— 


such diseases are prevalent should e con- 
stantly on the watch for them. The 
diagnosis as a whole is not difficult, and 
treatment is well borne by the mother 
and of benefit to the fetus. It would 
appear that abortion, premature labor or 
the delivery of a handicapped child is 
more likely to result from the direct and 
indirect result of the disease than from 
properly directed treatment. 


CHAIRMAN ADAIR: Dr. J. P. Green- 
hill, attending obstetrician, Chicago Ly- 
ing-In Hospital: Acute Infectious Diseases. 


DR. J. P. GREENHILL: Mr. Chairman, 
Ladies and Gentlemen: Acute infectious 
ciseases which complicate pregnancy labor 
“and the puerperium usually have more 
evil consequences when they occur in 
pregnancy than when they occur in non- 
pregnant individuals. Both the maternal 
and fetal mortality are usually higher. 


Part of the increased maternal death 
rate is attributable to the stress and strain 
of abortion or labor, which often de- 
creases the patient’s resistance consider- 
ably. This is certainly true when the 
lungs are involved. Furthermore some 
diseases lead directly to puerperal sepses. 

In most acute infection, labor pains 
are not disturbed, and the third stage 
is usually normal. Involution usually 
progresses normally, occasionally unusual. 


~ Not only may the acute infection disturb 
. pregnancy, labor, and the puerperium, but 
the reverse also holds true. Only occasion- 
ally postpartum hemorrhage occurs. The 
puerperium in most cases is not unusual. 

Only when specific organism stimulates 
the pyogenic bacteria in the genital tract 
so that secondary infections occur, is 
there increased susceptibility to puerperal 
complications. 


Many Infections More Serious During 
Pregnancy 

Many infections have a much more 
serious course during pregnancy than 
otherwise, and the gravity is usually in- 
creased when pregnancy is interrupted as 
a result of the infection. 

The increase in mortality and mor- 
bidity is due to the sudden change in 
metabolism and the blood loss and ex- 
haustion which occurs during labor. Since 
interruption of gestation does not help, 
but in most cases makes matters distinctly 
worse, artificial interruption of pregnancy 
ic contra indicated. Infections which 
begin during the puerperium are generally 
not more serious than in a non-pregnant 
individual. In a large proportion of cases 
abortion occurs. Many authorities believe 
that the high fever which is associated 
with acute infections is responsible for 
the large number of abortions. However, 
others consider the toxemia produced by 
the bacteria is the important etiological 
factor, because these toxins, like other 
protein products, stimulate uterine ac- 
tivity. 

In pneumonia, additional factors stimu- 
late the uterus to contract, namely the 
lack of oxygen and the excess of carbon- 
dioxide. 

In some instances pathological changes 
in the placenta are responsible for inter- 
ruption of gestation. These changes are 
due to ba:teria or their toxins ‘which are 
in the maternal blood. In many cases 
the living or dead fetus does not show 
any changes which indicate the transfer 
of a disease from mother to offspring. In 
others, ..owever, the placental barrier is 
not so effective, and bacteria gain access 
to the fetus. 

An important question is the transfer 
of immunity from the mother to the fetus. 
Ehrlich proved experimentally in mice 
that immunity in the father is not trans- 
mitted to the fetus, but immunity in- 
duced in the mother before pregnancy 
supervenes is transmitted to the fetus. 
This immunity persists for about three 
months. The short duration indicates 
that the immunity is not an active, but 
@ passive one, and is due to transfer of 
antibodies from the maternal to the fetal 
organism. Hence neither sperm nor ova 
can transmit acquired immunity. The 
temporary immunity is transmitted first 
through the placenta at the time of labor 
and after that through the maternal milk. 

In humans Psaundler has found that 
bodies may be transferred through the 
placenta, regardless of whether the pla- 
centa is intact or not. However, this 
mode of transmission is unusual and not 
physiological. The transfer of immune 
bodies through human milk has also been 
proved, but this route is too inconstant 
to be useful for the prophylaxis and treat- 
ment of infection. 

The Question of Nursing 

The question of nursing is important 
when an infection is present. In certain 
diseases it is permissible to allow the 
baby to nurse, but in others it is dan- 
gerous for the mother or the child, or 
both. Where the child has a high resist- 
ance against an infection, as in measles 
and scarlet fever, nursing may be per- 
mitted. However, where the infant has a 
low resistance, as in typhoid fever, it 
should be separated from its mother as 
soon as possible. Sometimes the serious 
condition of the mother prohibits nurs- 
ing, regardless of the susceptibility of the 
child. ‘ 

In closing I should like to emphasize 
only one practical point, namely, that if 
an acute infection occurs in a pregnant 
woman, the acute infection should be 
treated as intensively as in nonpregnant 
individuals; and the pregnancy should be 
entirely disregarded. The best thing a 
physician can do is to prevent the onset 
of labor. The worst thing he can do is 
to induce labor or perform a Caesarean 
section. 

Some physicians have gone so far as to 
perform Caesarean sections in the pres- 
ence of acute infections like pneumonia 
and influenza, and in the light of the re- 
sults such treatment is almost criminal. 
(Applause.) 

CHAIRMAN ADAIR: Dr. George H. 
Wandel, American Dental Association, 
Chicago: Oral Diseases in Relation to 
Maternity. 

DR. GEORGE H. WANDEL (Chicago, 
Tll.): Mr. Chairman, Ladies and Gentle- 
men: While there is not a great amount 
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of printed information on the subject of 
the part played by various foci of infec- 
tion, especially those of an orel nature, 
there exists quite a general impression 
that foci of infection do play a role in 
many cases. Certainly there is enough 
evidence at hand, both clinical and other- 
wise, to substantiate the claim that all 
foci of infection may be looked upon as 
possible contributing factors in maternal 
morbidity. 

Being one of the most frequently pres- 
ent, dental foci of infection are receiving 
more and more consideration. Abscessed 
teeth, pieces of roots, teeth with the pulp 
removed, teeth with large restorations, 
and so-called pyorrhea are all conditions 
that come under the shadow of suspicion 
at this time. 


Dental Care for Expectant Mothers 


On the strength of available informa- 
tion, my committee has seen fit to rec- 
ommend that dentists and physicians pay 
strict heed to the necessity for prevent- 
ing and eliminating foci of infections in 
the mouths ‘of expectant mothers. Re- 
alizing, the influences exerted by such 
conditions upon the health of the average 
individual of either sex, it is not difficult 
to understand the need for such atten- 
tion in the case of the expectant mother. 
Certainly this would be true in the case of 
the woman who is in a state of ‘poor 
health or has previously abor€ed or has 
experienced a toxemia or eclampsia in 
a@ previous pregnancy. 

Much good may be accomplished through 
the operative arrest and correction of 
these dental conditions which appear to 
be exerting a negative influence upon 
mother and child; yet the greatest good 
is going to be accomplished through their 
prevention. 

Only 20 to 25 per cent of our total 
population receives dental attention to 
any great degree, and relatively few of 
that number are expectant mothers. 

It is recognized that those dental con- 
ditions which may contribute to an upset 
in the well-being of the mother and the 
child are largely preventable if taken. in 
time. We do not mean to say that we 
have found the right remedies for the 
complete prevention of dental caries and 
pyorrhea, but we do have the means at 
hand, through early and regular dental 
attention, through proper regulation of 
the diet, and through strict personal ad- 
herence to the accepted rules of oral 
hygiene to prevent the extensive cavities 
of dental caries and gum. irritations 
which may eventually result in foci of 
infection. 

Does it mean that the woman should 
wait until she is pregnant before she 
receives or seeks dental attention? De- 
cidedly not! It should come long before 
she has reached the period of expectant 
motherhood. 


In the examination of thousands of 
children throughout the United States 
we find that 85 to 95 per cent of all 
school-age children have one or more 
carious teeth. Few of them receive any 
dental care. About three years ago the 
examination of several thousands of pre- 
school and school-age children in one of 
our midwestern States, and covering all 
social divisions showed that for every 100 
preschool children examined an average 
of only 3 out of every 100 had even been 
to a dentist; and for every 100 school 
children an average of only 5 had ever 
been to a dentist. Most of these children 
who had gone to a dentist had merely 
gone for temporary relief of pain or the 
removal of an abscessed tooth. 


Education and Prevention the Watchwords 


Here lie the beginnings of your expect- 
ant mothers’ dental foci of infection. 
Here lie the beginnings of your pulpless 
teeth, abscessed teeth, and _ pyorrhea. 
Therefore I say that education and pre- 
vention should be the watchwords in this 
préblem of dental disease and resulting 
infection foci. But that education and 
prevention are not going to solve the 
problem for expectant mothers and their 
offsprings until they reach way back to 
the beginnings of childhood and are con- 
sistently practiced from that point on up 
to adult life. ‘(Applause.) 


CHAIRMAN ADAIR: We will now pass 
to a consideration of somewhat different 
topics. Dr. E. D. Plass, professor of ob- 
stetrics and gynecology, State University 
of Iowa, will present a short summary on 
Forceps and Caesarean Section. 

DR. E. D. PLASS (Iowa City, Iowa): Mr. 
Chairman, Ladies and Gentlemen: The 
increasing popularity of operative delivery, 
especially in hospitals, is generally admit- 
ted and commonly condoned. An analysis 
of the factors responsible for this opera- 
tive furor is difficult, but it would seem 
that the following are important: 

1. The (often false) sense of security 
engendered by the use of modern anti- 
septics. 

2. The almost universal employment of 
anesthesia. 

3. An exaggerated idea of the value of 
an infant’s life as compared to the life 
and health of its mother. 

4. The demand on the part of obstetrical 
patients for shorter and more comfortable 
labors. 

5. The indications for operative induc- 
tion or termination of labor have been 
extended to include the convenience of the 
patient, husband, doctor, or other person. 

6. The laity has been educated to a 
higher scale of fees for operative pro- 
cedures, although often the value of serv- 
ice in non-operative deliveries is much 
greater. 

No obstetrical operation, aiming at de- 
livery, is harmless, although operations of 
convenience are less dangerous than those 
of necessity. Used properly, they con- 
serve life and health, but when employed 
indiscriminately they have no mean part 
in preventing the reduction of our ma- 
ternal mortality which antenatal super- 
vision and improved hospital facilities 
should have effected. 

Children’s Bureau statistics show that 
among 4,832 mothers dying after the de- 
livery of viable children, 2,225—46 per cent, 
had been delivered by operative means; 799 


after forceps delivery; while 531 had been 
delivered by Caesarean section. Thirty per 
cent of ali stillbirths and a considerable 
percentage of neonatal deaths are due to 
birth injury, which may follow spontane- 
ous birth, but is much more common after 
operative interference. 

The danger of forceps delivery depends 
largely upon the station of the head, when 
the instruments are applied. Low or out- 
let forceps entails little added risk to mother 
or child, mid-forceps definitely increases 
the risk to the baby and adds to the mor- 
bidity and probably alse to the mortality 
of the mother. High forceps is a serious 
procedure for both, with an infant death 
rate of from 19 to 50 per cent, and at 
least a three-fold increase in the maternal 
death rate. 

Ili-Advised Use of Caesarean Section 

The ill-advised use of Caesarean section, 
however, constitutes the most serious de- 
parture from safe and sane obstetrical 
practice. With an incidence of one per 
cent recognized as reasonably conserva- 
tive, there are individuals who have re- 
ported from 10 to 20 per cent and hospi- 
tals which admit of an incidence of 15 or 
more per cent, while throughout the coun- 
try the operation is rapidly gaining popu- 
larity. 

A mortality rate of ‘less than 2 per cent 
is unusual, while it is probable that the 
general death rate throughout the country 
is betwen 5 and 10 per cent, depending 
upon conditions obtaining when the pro- 
cedure is undertaken 

As an elective operation under well-de- 
fined indications, and umder ideal sur- 
roundings, abdominal delivery has a valu- 
able place in modern obstetrics, but as an 
emergency procedure it must be decried. 
In small communities the general surgeon 
is largely responsible for its misuse. 

Theoretically, Caesarean section should 
have an almost negligible infant mortality, 
but statistics show that in certain large 
areas ,at least, one child in 10 fails to 
Survive. Its performance cannot be rec- 
ommended then as safe for the infant un- 
less greater discrimination is used. 

A return to first principles is neces- 
sary. It should be taught and practiced 
that operative delivery should be used 
only under definite indications, and that 
any interference with normal labor carries 
a risk, 

For my closing paragraph, let me go 
b almost a century to Joseph Warring- 
ton’s Obstetric Catechism, published in 
1842, where the question is asked, “What 
influence is the practitioner to exert in 


normal labor?” and the answer is given,~ 


“A negative influence, rather to prevent 
mischief than by being himself very ac- 
tive.” (Applause.) : 

CHAIRMAN ADAIR: The next subject 
for discussion was to have been presented 
by Dr. Carl Henry Davis of Milwaukee, 
who was called back home; so that he is 
unable to participate in the summary. 
Dr. Harvey Mathews of Brooklyn will read 
his manustript. 


Use of Anesthetics 

DR. HARVEY MATHEWS: Mr. Chair- 
man, Ladies and Gentlemen: Pain relief 
is accepted by obstetricians as an integral 
part of the management of labor. Nearly 
every sedative, narcotic and anesthetic 
drug known to man has at some time been 
tried. 

In the report the more important meth- 
ods are briefly discussed, and the limita- 
tions and possible dangers pointed out. 
No method now in use can be recom- 
mended as satisfactory for universal use. 
Furthermore, we are convinced that it will 
always be advisable to individualize pati- 
ents, and use the drugs or anesthetic 
agents which the obstetrician believes will 
give the most satisfactory results. 

It is believed that the judicious use of 
hypodermic medication is safest for the 
first stage of labor. It is generally agreed 
that morphine and pamtopon should not 
be given during the last four hours of 
labor. Furthermore, it seems desirable to 
reduce the dosage of these drugs. Those 
who have had a large experience with 
heroin are convinced that in obstétrics, as 
in certain pulmonary and cardiac condi- 
tions, this drug is safer than morphine 
and pantopon. P 

The subcommittee suggest that this drug 
be given additional study since it may be 
found that its complete withdrawal from 
the American profession was not justified. 

Chloroform is more dangerous than 
ether but itLis recognized that there are 
occasions wHen it must be used. 

Ether may be given by inhalation or the 
ether-oil combination may be instilled in- 
to the rectum. It is definitely indicated in 
a tetani¢ type of labor. Most of the com- 
mittee doubt the desirability of using ether 
early in normal labor since it is then nec- 
essary to introduce other drugs which will 
stimulate uterine contraction. ; 

The’ explosive risks of nitrous-oxid- 
ether-oxygen and ethylene oxygen are dis- 
cussed and it is advised that these com- 
binations should not be given intermit- 
tently. The precautions which are needed 
when they are used for continuous anes- 
thesia are discussed. 

Intermittent analgesia is best secured 
with nitrous-oxid-oxygen. However the 
cumbersome apparatus and expence of this 
method give it a limited field. 

The various risks to the baby are dis- 
cussed. It is believed that a greater use 
of oxygen when there are marked changes 
in the fetal heart rate would reduce the 
risk to the infant. a8 

The first step in resuscitation of the 
asphyxiated infant is removal of fluid and 
mucous from the respira@ory tract. _When 
all obstruction to the upper respiratory 
tract has been removed, gentle inflation 
of the lungs with a mixture of oxygen 
(95 per cent) and carbon dioxide (5 per 
cent) is desirable. When this is not avail- 
able mouth to mouth breathing is ad- 
vised. Handling of the infant myst be 
gentle at all times. 

In conclusion it must be admitted that 
attempts to relieve the pain of labor us- 
ually results in an increased number of 
operative deliveries. (Applause. 

CHAIRMAN ADAIR: Dr. William E. 
Caldwell, professor of clinical obstetrics 
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and gynecology, Columbia University, 
College of Physicians and Surgeons, will 
discuss “The Febrile Complications of the 
Puerperium.” 

DR. WILLYAM E. CALDWELL: Mr. 
Chairman, Ladies and Gentlemen: The 
review of the morbidity figures of the 
birth period from well-organized hospitals 
and from many private physicians leads 
us to the conclusion that over 80 per 
cent of_the febrile morbidity in the puer- 
périum is probably due to infection of 
the genital tract. This includes the cases 
reported as fever undgtermined in the 
reports of these doctors and hospitals. 
Women, of course, are subject to any of 
the infectious diseases that have been cov=- 
ered in previous reports. So we will con- 
fine ourselves in this summary to the 
puerperium type tract infections. 

The great epidemics with the terrible 
toll of human suffering and death from 
sepsis reported before the finding of bac- 
teria by Pasteur and the establishment 
of antiseptic surgery by Lister are hap- 
pily past. Epidemics now affect only a 
small number of patients and are quickly 
controlled. 

It is impossible to estimate accurately 
the febrile morbidity after childbirth. 
Some uniform standard should be estab- 
lished and each county medical society 
should have a committee that would care- 
fully collect, analyze and study the fig- 
ures obtained. This alone, by calling the 
attention of the obstetrical attendants 
and the public to the serious condition, 
would greatly aid in correcting the situ- 
ation. 

We must face the fact that the mor- 
bidity and mortality figures from sepsis 
are not decreasing, and what is more dis- 
couraging, show a slight tendency to in- 
crease. Fully a third of the septic more 
tality follows abortions. 

This continued high incidence of puer- 
peral fever in the presence of a highly 
developed and efficient surgical technic 
makes it important to consider the 
causes. 

Causes of High Incidence of Puerperal 
Fever 


It is almost impossible to prevent the 
entrance of pathogenic bacteria, especially 
the streptococcus, into the genital tract 
at or near labor. Many healthy indi- 
viduals carry countless numbers of poten=- 
tially pathogenic bacteria in the mucous 
membrances of the nose and throat. They 
are constantly being spread in droplets. 
Experiments with dyes show that women 
are apt to unconsciously insert their fin- 
gers high up in the genital tract. The 
race would have long ago perished had 
we not had a protective mechanism to 
destroy the bacteria or limit the infec- 
tion. The danger greatly increases when 
the woman's resistance has been reduced 
by systemic disease, trauma, loss of blood, 
exhaustion or shock. Often the obstet- 
rical attendant is no more responsible for 
a case of sepsis than he would be for 
cases Of measles or scarlet fever develop- 
ing in his practice. But the reality of 
the danger calls for a great deal more 
care than is sometimes taken. All who 
come in contact with the women during 
or near parturition should be masked to 
prevent droplet infection and every pre- 
caution taken to protect the patient from 
possible sources of infection. 


A careful study of woman’s reaction to 
the chemical products of bacteria when 
completed will make it possible to immu- 
nize or increase the resistance of women 
to such bacteria. Attempts to disinfect 
the genital tract are usually harmful and 
decrease instead of increase the woman’s 
resistance. 

(1) Better care in childhood by keeping 
alive the weakling has given us more 
women who bear children with difficulty, 
and also has resulted in such protection 
to women as to keep them from building 
up resistance to bacteria. 


(2) The constant decrease in the birth 
rate has increased the number of primi- 
parous labors which are more difficult 
and result in greater trauma. 


(3) The proper use of analgesics and 
anaesthesias are a great boon to women. 
Their abuse in the attempt to secure pain- 
less child labor has greatly increased the 
operative incidence, thereby reducing the 
woman’s resistance by trauma, loss of 
blood and shock, and increasing our sep- 
tic mortality. 

(4) More and more women are being 
congregated in the hospitals during par- 
turition. The obvious advantages of this 
tendency are counterbalanced by the dan- 
ger of cross infection when the hospital 
is not properly organized for their care. 
A well-trained personnel with an elab- 
orate technic rigidly adhered to by all 
is necessary. The hospital operating room 
has tempted many obstetricians, both 
trained and untrained, to indulge in in- 
discriminate operative interference with 
Jabor. Any such unnecessary interference 
must be strongly condemned. 

(5) Medicine has grown so tremen- 
dously that it is impossible with the pres- 
ent four-year course to give sufficient time 
to clinical obstetrics for the proper train- 
ing of students. Many of them will never 
practice obstetrics. The most important 
single factor in controlling our admit- 
tedly high morbidity and mortality rate 
from sepsis is better trained obstetrical 
attendants. The opportunities for such 
training are very inadequate but can be 
supplied by organizing more of our hos- 
pitals as teaching units. 

(6) The evidence is overwhelming that 
the morbidity and mortality can be re- 
duced to negligible proportions by good 
prenatal care, bringing women to the 
time of their labor in good condition, by 
well-trained attendants capable of using 
all the woman's own forces to deliver her- 
self normally or with the least possible 
interference, and also capable of inter- 
fering early before the woman has be- 
come exhausted, and when he can choose 
the least dangerous operation to meet the 
requirements. The treatment of puer- 
peral sepsis is largely supportive with the 
minimum amount of interference. The 








great majority of women will survive but 
it is estimated that 80 per cent, or more, 
of women who have borne children show 
evidences of infection, which infections 
account for a Jarge percentage of the in- 


validism and gynecological operations 


among women. (Applause.) 

CHAIRMAN ADAIR: We will pass to 
consideration of the next topic, “The In- 
fluence of Maternal Radium and Roent- 
gen Therapeutic Irradiation upon the 
health of the Subsequent Child,” by Dr. 
Douglas P. Murphy, of University of Penn- 
sylvania Schoo] of Medicine. 

DR. DOUGLAS FP. MURPHY: Mr. 
Chairman, Ladies and Gentlemen: Both 
radium and roentgen irradiation are used 
in the treatment of female pelvic dis- 
eases, many of which occur during the 
child-bearing period. 

Pregnant women have been irradiated 
pelvically, while other women have con- 
ceived subsequent to treatment and have 
borne full-term children. Defective and 


unhealthy children have been born to 
both groups. y 
Recent studies of the various factors 


influencing the health and the develop- 
ment of these abnormal children, lead to 
two conclusions. The first is that pre- 
conception maternal pelvic irradiation is 
harmless. The second is that post-con- 
ception irradiation may arrest embryonic 
development, especially that of the brain, 
with microcephalic idiocy as its most 
common expression. 

The first deduction to be drawn from 
these studies is that there need be no 
fear of injury to future offspring when 
the nonpreguant woman is treated. The 
second conclusion is that the pregnant 
woman should not be irradiated. If such 
treatment is imperative, the influence of 
the irradiation upon the development of 
the fetus must be taken into considera- 
tion. 














Certain Rules Important 

In properly handling patients in the 
childbearing age who require pelvic irra- 
diation, certain rules should be followed 
in order to safeguard the existing embryo, 
fetus. or subsequent children. 

Before treatment is instituted the ute- 
rus should be explored and curetted. This 
procedure will prevent the irradiation of 
an unsuspected embryo, as well as in- 
crease the accuracy of the diagnosis, 
since curettings will be available then for 
microscopic study and diagnosis. If a 
series of irradiation exposures are to be 
given, conception should not be allowed 
to occur between any two of them; oth- 
erwise, the embryo will receive the full 
force of the later treatments. 

If a pregnant woman becomes heavily 
irradiated unwittingly, the uterus should 
be emptied at the earliest possible mo- 
ment—at a time, and in a manner con- 
sistent with the best surgical judgment. 

If therepeutic irradiation of a pregnant 
woman is found to be imperative, the 
uterus should be emptied of its contents 
before or immediately after treatment, in 
order that the infant may have little 
chance of survival. 

If the observations which form the basis 
for this summary are true, and its con- 
clusions are valid, and if the resulting 
Suggestions are carried out, then no more 
will defective offspring be born who later 
may attribute their maldevelopment to 
therapeutic, maternal, pelvic irradiation 
exposures received before birth. 

Regarding Roentgengraphic exposures 
during pregnancy, there is no conclusive 
evidence to prove them deleterious to the 
fetus in utero. It is suggested, however, 
that their number be kept at a minimum 
and that they be employed as late in 
pregnancy as feasiblé. ‘(Applause.) 

CHAIRMAN ADAIR: “Immediate Care 
of the Newly Born Infant.” Dr. Joseph L. 


Baer, associate clinical professor of ob- 
stetrics and gynecology, Rush Medical 
College 


DR. JOSEPH L. BAER: Mr. Chairman, 
Ladies and Gentlemen: It seemed desir- 
able in answering this assigned topic to 
utilize the information not merely from 
our own clinic, but from a cross section 
of the clinics of the country. For that 
Purpose = questionnaire was distributed to 
the Class A maternity hospitals, which 
had a thousand or more deliveries per 
year on their services. 

The questionnaires were analyzed, and 
in nearly every instance positive answers 
were obtained. The data secured will be 
shown by slides. 


Report on Questionnaire 

(Slide) The first question: ‘Do you be- 
lieve in stripping the umbilical cord be- 
fore tyirfg?” The larger number (53 per 
cent) do not strip the umbilical cord. 
Whether that is desirable or not is per- 
haps still debatable. We are told to do 
it in order to avoid the tying off of an 
umbilical hernia content, but perhaps a 
better reason for stripping is to empty 
the umbilical vein just before tying the 
cord, which leaves a stump that is much 
less in volume, and dries more readily and 






quickly. 
“How long a stump do you leave?” 
The average was approximately an inch. 


“How long do you wait before tying the 


cord?” Over one-half wait unttl pulsa- 
tion ceases. 

“What material do you use for tying 
cord?” Two-thirds use ordinary tape. 
The remainder use miscellaneous devices. 

(Slide) “The time interval—how long 
do you wait?” Most of them wait until 
pulsation ceases. 


“Do you place a marker on the cord?” 
Almost three-quarters of the clinics do 
not use the marker method, in addition 
to other methods of determining the sep- 
aration of the placenta. Since we are 
all agreed that the third stage in labor 
is perhaps at least as important as the 
second stage, or delivery itself, it would 
seem that attention to the point whether 
or not the placenta is separated demands 
continual emphasis. The marker placed 
at the vulva after taking the slack out 
of the umbilical cord is unquestionably 
one of the sure methods for these who 
are not suMiciently familiar with altera- 
tions in the Shape of the uterus to aid 
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them in that determination; and inter- 
ference with the attached placenta is one 
of the things that causes much trouble 
in the third stage. 

(Slide) “How «do you care for the cord 
stump?” All the clinics use some form 
of aseptic dressing, either a simple sterile 
dry dressing or various types of chemical 
applications. 

(Slide) “What treatment for the babies’ 
eyes?” Over three-quarters of the clin- 
ics continue to use silver nitrate. The 
remainder are apparently still experiment- 
ing with various types of organic silver 
or mercury preparations, apparently in 
order to avoid the occasional chemical 
ophthalmia that occurs with the use of 
Silver nitrate. I believe in due course 
they will all come back to silver nitrate. 
Ninety per cent use it in the labor rooms, 
and a small group still waits a little 
longer than is perhaps advisable. 

(Slide) “Do you remove vaginal mucus 
from the baby’s mouth, nose and eyes?” 
All do that. The time interval is vari- 
able and the method is variable. Posture, 
gauze wiping, and catheter suction are the 
devices used for the removal of mucus. 

(Slide) “Do you use a pharyngeal as- 
pirator routinely?” Fortunately, 70 per 
cent do not. I have frequently seen pe- 
techiae on the roof of the infant’s mouth 
from the rather rough usage of a rather 
stiff pharyngeal catheter. Some use the 
Simple catheter; some the bulb; and one- 
quarter use the miscellaneous devices. 

(Slide) The next is most important: 
“How do you conserve body heat?” 

Twenty-three per cent use blankets, 23 
per cent hot water bottles, 9 per cent 
incubators. The wording of this ques- 
tion presupposed that there was a definite 
routine in every clinic for the conservation 
of the body heat of the baby; yet 45 per 
cent of all clinics failed to answer this 
question. This is one of the points brought 
out in this inquiry which may help to 
improve morbidity and mortality of the 
newly born. 

(Slide) “Do you place the baby in any 
specific position?” Three-quarters of the 
clinics still think that posture is appar- 
ently a matter of considerable importance. 
One-third of the total, as you see, say 
on the right side; others in various posi- 
tions. Perhaps for drainage, a slight in- 
clination, the head somewhat lower than 
the hips, is justifiable in those babies who 
have shown some aspiration of birth canal 
content. 

“Do you examine the baby for defects in 
the labor room?” Ninety-three per cent 
examine the baby routinely for defects. 

“Are any corrected immediately?” 
Forty-eight per cent, no; a small group, 
yes, for tongue-tie. Tongue-tie should 
be looked for, and the simplest time and 
the proper time is immediately, * while 












the baby is still in the birth room. It is 
then very easy to snip it. 

(Slide) “Do you measure the baby 
routinely?” Eighty per cent, yes; most 
of them, within the first hour; and the 


remainder within the first 24 hours, 12 
per cent wait approximately a week. 

“Do you weight the baby routinely?” 
All do that. Most of them ‘90 per cent) 
within the first hour. A few wait until 
after one hour. 


Identification. Resuscitation 

(Slide) “What is your method of identi- 
fication?” Thirty-seven per cent use 
footprints and tags; 23-per cent beads 
and necklaces; 23 per cent duplicate tags 
which are numerical; 9 per cent name 
necklace; and 8 still cling to adhesive, 
silver nitrate and other rather unsafe and 
unreliable methods. Certainly, a method 
should be used, and it should be as nearly 
@ fool-proof method as the clinic can de- 
vise. If they are satisfied with name 
necklaces which are wound on with un- 
removable wire, well arid good. Preferably, 
however, I think the duplicate numerical 
tags sewed on the infant are better. 

“When is it instituted?” There is a 
small group who omit the use of the tag 
identification until after the baby is in 
the nursery. Obviously, it should be while 
the baby is still in contact with the mother 
who delivered that child; that is to say, 
on the birth bed, or in the birth room 

(Slide) “Method of resuscitation.” 
There are still many who use rather 
violent methods of resuscitation, 40 per 
cent still relying on manipulation of the 
fetal body to bring about respiration 
Thirty per cent do not answer the ques- 
tion. Certainly the tracheal catheter 
method has replaced the more violent 
body manipulation methods; and the 
recent respirator which works beautifully, 
will probably in due course displace the 
catheter when it is available in clinic 
work. 

(Slide) “Who gives postnatal care?” 
Twenty-one per cent, obstetrician, 44 per 
cent pediatrician, 35 per cent both within 
the hospital. That is, of course, a com- 
munity problem. It varies entirely with 
the locality in which the infant is born 
In the large Gity there is subdivision; in 
the rural community one man does ob- 
stetrics and pediatrics, and probably 
should, provided it does not include con- 
tagious diseases. 

A few conclusions: A recognized tech- 
nique concerning all vital details in the 
immediate care of the newly-born is in 
force in every large obstetrical service in 
this country. Differences in procedure are, 
in most instances, minor, and play no part 
in the morbidity or mortality statistics 
In a few clinics certain items seem not 
to have received full consideration. 

Recommendations: Standardization of 
procedures does not seem to be indicated. 
Every item in the immediate care of the 
newly-born child should receive the well 
considered attention of those responsible 
in all maternity services. ‘Applause.) 

CHAIRMAN ADAIR: We will now pass 
to consideration of statistical matters, and 
Dr. Richard A. Bolt of Cleveland will pre- 
sent a short statement relative to “Mor- 
tality and Morbidity Statistics.” 

DR. BOLT: Mr. Chairman, Ladies and 
Gentlemen: Standard certificates of birth 
and death furnish the basic data from 
which to draw conclusions as to the success 
of our efforts in the reduction of maternal 






and infant mortality. Further progress 
demands more complete and accurate 
morbidity statistics as well as those now 
availiable for mortality. 

Vital statistics, as now presented, con- 
cerning maternal and early infant mor- 
tality leave much to be desired on the 
part of those, who are striving to arrive 
at a clearer understanding of the intimate 
causes of maternal and neonatal deaths. 
Even more difficult to determine are the 
causes of stillbirths as set forth in official 
Statistics. 

It is true that since the establishment 
of the Birth Registration Area we have 
been able to compute with some degree of 
accuracy infant and maternal mortality 
rates based upon the total number of live 
births. We have used these rates in com- 
paring different geographical units within 
the United States, and the United States 
with foreign countries. There has been 
an inclination to regard these rates as 
specific, however, and thus invest them 
with an importance which the manner of 
their collection and their intrinsic value 
do not merit. 


When viewed critically, it is seen that 
tae rates from foreign countries and from 
different parts of the United States are 
not strictly comparable. This is due to 
the fact that there are differences of 
completeness, definition, classification, and 
interpretation in the vital statistics as 
tabulated in various countries and even 
within the United States itself. Consider- 
able progress has been made, however, by 
the adoption of the International Classi- 
fication of Causes of Death and of Joint 
Causes. The Vital Statistics Section of 
the League of Nations has undertaken 
recently to bring greater uniformity into 
the use of the Standard Certificates. of 
Birth and Death. 


It is especially desirable that general 
agreement should be reached as to what 
items should appear on the standard cer- 
tificates of birth and death ,especially as 
related to maternal and early infant mor- 
tality. 

The items should be so arranged as to be 
easily read and interpreted. The defini- 
tion of each item should be clear, explicit 
and unambigious. It should be stated 
plainly that every item on the certificates 
should be filled out completely and phy- 
sicians should be required to do this in 
each locality. The responsibility for this 
Obviously falls upon the local registrars, 
although the State Bureaus of Vital Stat- 
istics should keep a careful check on all 
certificates. 


Maternal or Puerperal Mortality 


Maternal or puerperal mortality should 
“include all deaths of women due more or 
less directly to childbearing.” The forth- 
coming revision of the list of causes of 
death, as issued by the United States Di- 
vision of Vital Statistics, Bureau of the 
Census, states that “The word ‘puerperal’ 
is used in the broadest sense to include all 
affections dependent upon pregnancy, 
parturition, and also diseases of the breast 
during lactation. It is to be understood as 
a qualification of every term included in 
this group, and is so expressed in the Index 
for many terms that might or might not 
be puerperal. The fact that child-birth 
occurred within a month of death should 
always be stated even though it may not 
have been a cause of death.” 

1. Reporting of Maternal Deaths—The 
death may be reported as due to some 
cause which obscures its puerperal con- 
nection (e. g. heart disease, kidney dis- 
ease, influenza, etc). An investigation of 
every female death between the ages of 
15 and 50 in a number of States, as 
checked against the birth records has re- 
vealed a considerable percentage—5 to 15 
per cent—of the deaths recorded under 
other causes, as actually being due to some 
puerperal cause. (It should be a rule with 
all local registrars to check every female 
death in the childbearing period against 
the birth certificates.) 

On the other hand, a woman dying dur- 
ing the puerperium as the culmination of 
some chronic affection of the heart, kid- 
neys, or from tuberculosis, has been clas- 
sified under maternal mortality. Some 
practical means should be adopted by local 
registrars to check on every female death 
in the childbearing ages to eliminate as 
far as possible these errors. It is sug- 
gested that there be placed on the stan- 
dard death certificate another item as fol- 
lows, “If ever pregnant, give year of last 
pregnancy.” 


Causes of Maternal Death 


2. Cause of Maternal Death—The cause 
of death is often obscured on the certifi- 
cates and there is confusion between the 
primary and secondary causes. Primary 
and secondary causes should be defined 
clearly. As there seems to be a stigma 
attached to reporting a death due to 
Puerperal sepsis, this is sometimes con- 
cealed under other causes, such as pneu- 
monia, influenza, thrombosis, etc. All such 
cases should be thoroughly investigated 
by the local registrar of vital statistics, 
and assigned to its proper place in classi- 
fication 

3. Contributing Causes of Maternal 
Death—It has been difficult in many cases 
to secure exact data as to contributory 
causes. The necessity of discovering con- 
tributing causes such as operative meas- 
ures or manipulation, e. g. Caesarean, ver- 
sion, forceps, etc, is too evident to 
need emphasis here. Physicians should 
be furnished an Index of Joint Causes of 
Death with the request that contributing 
or joint causes be definitely stated on the 
certificate. 

4. Stage of Pregnancy at which Death 
Occurred—Detailed studies, carried out by 
the United States Children’s Bureau and 
others, indicate that a large percentage 
of puerperal deaths occur after abortion. 
The indication for the abortion in these 
cases is not always mentioned. It is quite 
evident that cases of women dying from 
self-induced abortion or from _ infected 
miscarriage in which the physician is not 
involved cannot justly be attributed to the 
physician. 

A step in the direction of better classi- 
fication has been taken in the revised 
Classification shere dziths following abor- 








tion with sepsis are separated from those 
without sepsis, due to hemorrhage or other 
causes. 

5. Abortion and Foetal Death—A foetus, 
or products of cdnception, extruded from 
the uterus prior to the 26th to 28th week 
of utero-gestation, should not be consid- 
ered viable and should be classified as an 
abortion. Such abortion may be (1) 
spontaneous, (2) accidental, (3) induced 
(either by the woman herself or by an- 
other with or without criminal intent). 
So-called criminal abortion should no 
longer be classified as “manslaughter” or 
“homicide” as it is often impossible to 
draw a clear distinction. They are defi- 
nitely under the puerperal state and the 
effects upon the mother may be the same 
whoever induces the abortion. 

The term stillbirth should be applied to 
a foetal death only after the 26th to the 
28th week of gestation and may take place 
before, during, or immediately after birth, 
and is indicated by the fact that the 
foetus does not breathe after birth. The 
term foetal death seems preferable to still- 
birth. While statistical practice in this 
country has considered that “no child that 
Shows any evidence of life after birth 
should be registered as a stillbirth” and 
that the words, “any evidence of life” 
Shall include action of heart, breathing, 
and movement of voluntary muscles, it 
seems best to revise this criteria as, after 
all, breathing is the one incontestable evi- 
dence of extra-uterine life. Such indef- 
inite terms as congenital debility, atrophy, 
marasmus, etc., should be eliminated. 
The term asphyxia should be clearly de- 
fined and its several forms differentiated. 
The probable cause of the asphyxia should 
be recorded. The term miscarriage should 
also be dropped. 

Prematurity should be indicated by the 
length of gestation after the 28th week, 
and by length and weight of foetus, as 
well as other physiological criteria. It is 
impossible to give any single criteria of 
prematurity, which must be judged largely 
by clinical standards. 

It is urged that all State Bureaus of 
Vital Statistics accept the Revision of the 
International Classification of Causes of 
Death as set forth in the New Manual of 
the International List of Causes of Death 
or Diseases of Pregnancy, Childbirth, and 
the Puerperal State. A few minor changes 
in the standard certificates of birth and 
death should be made in order to bring 
out more clearly the contributing causes 
of death and preventability. The follow- 
ing changes on the standard certificate of 
birth are suggested under Section 6, “Pre- 
mature — weeks.” Prematurity is to be 
considered as the birth of a viable foetus 
after the 28th week of utero-gestation and 
having reached at least 47 centimeters 
from crown of head to base. of heel with 
body fully extended, a foetus being con- 
sidered premature up to 260 days of utero- 
gestation with a birth weight ef less than 
2,500 grams and length less than 47 cen- 
timeters. 

Under Section 28. Stillborn—The period 
of gestation in weeks after The 28th week 
should be given. Before the 28th week 
a foetal death should be recorded as an 
abortion. The cause of the abortion or 
stillbirth should be given if possible, with 
abortion (1) spontaneous, (2) induced (a) 
therapeutic, (b) self-induced, (c) crimi- 
nally induced, (3) accidental. State after 
™ Stillborn” whether it was (1) antepartum, 
(2) intrapartum, or (3) postpartum (if 
child does not breathe). Also state 
whether foetus is macerated or normal 
for stage of gestation. 


Seme Items Should Be Added to Birth 
Certificates 

An item should be added to the birth 
certificate showing the type of delivery, 
whether (1) spontaneous, (2) version, (3) 
forceps, (4) Caesarean, or any other man- 
ipulation. Every birth certificate should 
contain an item stating what preventative 
against ophthalmia neonatorum is used. 
Another item should be added to show 
length of time the mother was under the 
care of the physician who delivered her, 
and how long under the care of another 
physician or midwife before this time. 

Neonatal death is the death of a child 
born alive, that is, having breathed, under 
one month of age. In some places deaths 
under two weeks are regarded as neonatal, 
but it seems best for comparative purposes 
to regard neonatal death as under one 
month. It is possible to obtain from in- 
fant mortality statistics the deaths under 
one day, two days, three to six days, one, 
two, or three weeks and under one month. 

Birth Certificates—The standard birth 
certificate should have a question regard- 
ing: 

The length of time attended by phy- 
sician who delivered the case. 

Method of delivery. 

Indications for operative procedures. 

Birth certificates should also state 
clearly the degree of prematurity for all 
births under this caption and not as now, 
only for stillbirths. The certificate should 
carry a question as to prenatal care“— 
length of time under regular care, and 
character of such care. It is also highly 
desirable to differentiate betwen the death 
of foetus which occurs before we can 
normally expect the foetus to survive and 
after which it is capable of existence in- 
dependent of the mother. This occurs 
about the 26th to 28th week of utero- 
gestation. 

Insufficiency of data on present birth 
and death certificates from the stand- 
point of preventability of death calls for 
suggestions for possible improvement I 
might say that in a number of places the 
suggestion that a supplementary question- 
naire be sent out in regard to maternal 
death is receiving a great deal of attention. 
New York has undertaken this, and dur- 
ing this present year the City of Cleve- 
land is doing the same thing. I think in 
those places that have well organized de- 
partments of statistics it might be a good 
thing to undertake this matter. (Ap- 
plause.) A great deal more of value could 
be obtained from present certificates if 
physicians completely and accurately filled 
them out, and more detailed compilations 
of data be made. 

Maternal Death Certificate—It is de- 
sirable to have supplementary question- 
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naire for maternal deaths with informa- 
tion to cover: 


Prenatal Care: 


1, Length of such care. 
2. Quality of prenatal care. 


Operative procedure: 


1. Caesarean. 

2. Version. 

3. Forceps. 

4. Any other manipulation. 
Abortions: 


1. Type of abortion. 
2. Cause or indication for abortion. 
3. Outcome. 

Place of confinement. 


Name of attendant: 


Name of other in charge before coming 
to present attendant. 

Cause of Death: 
1. Immediate. 
2. Contributory. 
(According to 

Classification.) 
Some States require separate certificate 

for stillbirths and live births. This ap- 

pears to have several advantages and 
might well be considered as feasible. (Ap- 
plause.) 

CHAIRMAN - ADAIR: “Comparative 
Statistics of United States and Foreign 
Countries,” Dr. Elizabeth C. Tandy, di- 
rector statistical research, United States 
Children’s Bureau. - 


revised International 


CONFERENCE ON CHILD HEALTH AND’ PROTE 





DR. ELIZABETH C. TANDY: The re- 
port of this committee which is not yet 
completed will summarize the-law and 
practice with regard to birth and death 
registration in the various countries which 
report vital statistical facts. We expect 
to show, as far as possible, the deviations 
which prevail in each coyntry in regard 
to reporting of the stillbirth and the live 
birth, and to show a period of uterogesta- 
tion as used in each country for stillbirths. 
That, I think, will be very important. 


Then we expect to set forth the rates, 
and the trend of the rates from 1915 on- 
ward, of stillbirths, neonatal and maternal 
mortality in the countries which we find 
do have substantially comparable figures. 

A very important topic discussed in the 
report, will be the classification of ma- 
ternal deaths. Through the cooperation 
of the Vital Statistics Division of the 
United States Bureau of the Census, 1,073 
certificates, a random selection of deaths 
associated with pregnancy and child birth, 
representative of such certificates in the 
registration area of the United States, was 
cbhtained. The Bureau of the Census elim- 
inated from this 1,073 certificates all 
causes classifiable only as puerperal. 
There were 477 certificates on which there 
was either a nonpuerperal cause given in 
conjunction with the puerperal, or on 
which the death was certified as due to 
abortion. 

These 477 certificates were listed, with 


- primary or contributory causes, age of 


mother, presence or absence of autopsy in 
operation, shown for each certificate. The 
list was sent by the chief f the Division of 
Vital Statistics of the Bureau of the Cen- 


sus to each of the 23 foreign countries 


which we at this time think may have 
fairly comparable laws and regulations; 
and the statistician of the country was 
requested to indicate for each death sepa- 
rately whether it would be coded in his 
country as puerperal or nonpuerperal. So 
far we have received replies from Belgium, 
Denmark, England, and Wales, Finland, 
Irish Free State, Italy, and Sweden. 

By the study of these lists which are 
returned it will : possible to compare the 
classification of maternal deaths in this 
country and abroad. They will give the 
fundamental information necessary for 
determining the comparability of maternal 
mortality rates of the United States and 
foreign countries. (Applause.) 

CHAIRMAN ADAIR: The meeting will 
now be open for informal discussion. 


DR. LAYTON: Mr. Chairman, may I 
ask a question of Dr. Bolt. He spoke of 


the length of period of uterogestation. - 


Does he mean from the ‘veginning of the 


last menstruation, or does he mean eight - 


or ten days after that? I notice he also 
used the expression “for 26 or 28 weeks.” 
Which is it—26 or 28 weeks? As far as 
I know, there are hardly any cases of 


CTION—MEDICAL SERVICE 


the survival of the child of less than 28 
weeks gestation; and it seems to me that 
we should have some definite date, and 
not allow two weeks’ latitude. 


There may be, for practical reasons in 
the health departments and in the hos- 
pitals, a reason for classifying the abor- 
‘ tions as early and late abortions; that is, 

it may be desirable to have abortions 
- from the twenty-fourth to the twenty- 
eighth week separated. Is that desirable? 


CHAIRMAN ADAIR: Personally, I 
think the use of the term “menstrual 
age” might be clearer than the use of 
“uterogestation.” Dr. Bolt, do you want 
to answer that? 

DR. BOLT: The implication in-~ that 
was simply the usual way of estimating 
the probable date of termination of preg- 
nancy, counting back three months and 
adding seven days, as is usually done. 


- I think we can hardly get closer to.it 


than that with our present knowledge. 
If you do it that way, you know it is 
not absolutely accurate and I think you 
can hardly state definitely “26” or “28” 
weeks. You have to allow some leeway 
and judge your prematurity on the basis 
of the other criteria which I mentioned. 
I don’t see how you can determine it 
absolutely. 

I think Dr. Adair’s correction is good. 


CHAIRMAN ADAIR: Thank you all 
The meeting adjourned at 5:30 o'clock. 


Committee C—MEDICAL CARE FOR CHILDREN 


HIS session of the Committee on the 

Medical Care for Children convened 
at 2:30 o’clock, Thursday, Feb. 19, 1931, 
Dr. Isaac A. Abt, professor of pediatrics, 
Northwestern University Medical School, 
presiding: 

CHAIRMAN ABT: The meeting will 
please come to order. I have been re- 
quested to say that discussions will be 
limited to 10 minutes, and also to say 
that all discussions will be confined to the 
matter that is presented in the paper. 
No irrelevant remarks will be allowed. 
The report this afternoon will be on 
“Hospital Service to Children in the 
United States,” by Dr. Clifford G. Grulee, 
clinical professor of pediatrics, Rush 
Medical College. 


Introduction 


DR. GRULEE: Mr. Chairman, Ladies 
and Gentlemen: Capital invested in hos- 
pitals in the United States is estimated at 
more than $3,000,000,000. (“Capital Invest- 
ment in Hospitals,” by Rufus Rorem, Pub- 
lication No. 7 of the Committee on Costs 
of Medical Care. Page 9.) With such a 
vast investment certainly there should be 
some definite idea of the return on this in- 
vestment which must be in the effect on 
the health of the country. This is an 
extremely hard thing to estimate. It is 
natural to suppose that hospitals are lo- 
cated in the greatest numbers in those 
areas where they are most needed, that is, 
in the cities. There are so many other 
agencies working at the same time that 
the effect of the hospital upon the health 
of the community is hard to calculate. 
There are, however, certain ways by which 
we can judge the efficiency of the individ- 
val hospital, and if in any community 
these standards are not lived up to or are 
largely disregarded we can be reasonably 
sure that the hospital is not attaining its 
full usefulness. 


Hospitals serve two main purposes: First, 
the care of the sick; and, second, the edu- 
cation of the professional and lay public. 
For the first it is necessary that a hospital 
have primarily the urge to serve—that is, 
that it places the welfare of the individual 
above everything else. This urge is taken 
for granted by most people, but there are 
some institutions which are built for re- 
search and whose prime object is to obtain 
medical information, provided no harm be 
done to the individual. This position is 
somewhat new as regards hospitals in this 
country. It, nevertheless, exists and must. 
be accorded its place in the estimate of 
hospitals. It is not at all unlikely that 
occasionally hospitals have neither the 
welfare of the patient nor medical research 
as a basis for their existence, but are used 
largely for the purpose of acquiring wealth. 
Such hospitals are extreme rarities: They 
are often associated with criminal practice, 
and as a rule are soon found out by the 
Government and closed. 


So far as the patient is concerned the 
hospital must not only have the desire, 
but the equipment; and, perhaps, the loca- 
tion to take care of his needs. No longer 
is it possible to conduct a hospital prop- 
erly without sufficient laboratory and 
X-ray equipment. Nor in the general 
conduct of the hospital is it possible to get 
along without those skilled in nutritional 
and social service work. Hospitals do func- 
tion without these, but it is a question as 
to how great their usefulness may be in 
many instances. 
tion every hospital acts as a center. The 
physician who takes his cases to the hos- 
pital derives benefit from the fact that he 
can work under better conditions and from 
his association with other men; the in- 
terne or resident gets a training there for 
his life work, at the same time rendering 
invaluable service to the hospital and to 
the community. The social service worker 
puts into practice the theory which she 
has learned, and the nutritionist finds the 
opportunity to translate maxims of nutri- 
tion into palatable diets. While these indi- 
viduals learn to carry on their work to 
better advantage through their association 
with the hospital the great gainer is the 
public at large. Not only does it gain 
through the services which it receives in 
the hospital and through the increased 
efficiency of the individuals who work 
there, but it also gains in the knowledge of 
things medical and the difficulties which 
medicine encounters. It learns that en- 
vironment is a definite factor in disease, 
and that the control and treatment of dis- 
ease is frequy..tly associated with mental 


In the matter of educa- © 
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attitude. No one factor in our body politic 
is probably better able to educate the lay 
public in those things which make the 
judgment concerning medicine and physi- 
cians more mature and better grounded 
than is association with the hospital. 

With these things in mind a study of 
the hospital situation in general and with 
that in relation to children in particular 
might seem of value for the health of the 
children of the United States. 


Hospital Situation 
The number of hospital beds in the 6,663 


“hospitals of the United States (Figures I 


and II), as nearly as can be estimated 
after careful review of the statistics, is 
912,504. (Hospital Service in the United 
States, 1930. Journal of the American 
Medical Association, 1930, March 29.) 
Seventy-one thousand and nine of these 
are for children. The number of bas- 
sinets is 97,939. We see, therefore, that 
there is about one bassinet to each 19 hos- 
pital beds and one bed for children to 
each 13 hospital beds, or of bassinets and 
children’s beds combined a total of 168,- 
948, or approximately 13 per cent. If the 
children under 14 constitute one-fifth of 
the population, the allotted number of beds 
is not proportionate. It may be, however, 
that this is to be attributed to some fac- 
tors which future analysis will reveal, such 
as health, economic factors and the re- 
action of parents to hospitalization. 


It is estimated in the report above men- 
tioned that these hospitals were 69 per 
cent full in 1929. While no hospital is 
continuously full, nor can be because at 
all times some rooms and wards are in 
the process of being cleaned or painted, 
still a 69 per cent occupancy is quite low. 
A hospital should be able easily to run 
80 per cent, or even 85 per cent, fyll if 
regarded as filled to capacity. It seems, 
therefore, that the margin which the hos- 
pitals have for use in epidemics and for 
unusual situations is a rather large one 
and, with the experience of the last year, 
it seems altogether likely that this figure 
of 69 per cent will be considerably re- 
duced. It is, therefore, not impossible 
that there has been too great a building 
of hospitals in this country, and one won- 
ders whether a better result would not 
have been obtained had the hospital units 
been larger and the total number of beds 
reduced. When, as will be seen later, a 
large proportion of the hospitals have 
less than 50 beds and a still larger group 
less than 100, it seems very questionable 
whether, from an economic standpoint, 
such hospitals could afford to have the 
equipment necessary for the proper care 
of patients. 


General Hospitals 
Under the term General Hospitals we 
mean those hospitals whose services are 


multiple and who take patients medical 
and surgical, young and old. They are 
not devoted to the treatment of one group 
of diseases, but carry on their work for 
all conditions except those which are a 
distinct menace to their patients, such, for 
instance, as mental cases or contagious 
diseases. These latter are usually, though 
not always, barred from the general hos- 
pital. Of the 6,663 hospitals, 4,276 are 
designated as general hospitals. Of these 
2,251, or more than half, have less than 
50 beds and of the remainder 973 have 
between 50 and 99 beds, so that of these 
4,276, 3,224, or 75 per cent, have less than 
100 beds. The total number of beds in 
these general hospitals is 321,581, of which 
39,711 are assigned to children, or ap- 
proximately one-eighth. When one says 
“assigned,” perhaps the statement is in- 
accurate, because some hospitals simply 
state that they have so many beds and 
that there is no limit to the number of 
children which they will take, up to ca- 
pacity. This certainly does not mean that 
they contemplate having a children’s hos- 
pital, but it is impossible to enumerate 
the number of children’s beds in such a 
hospital except to say that all of these 
may be occupied by children. To offset 
this overstatement many hospitals simply 
say that they take children and yet do 
not state how many. It is perfectly obvi- 
ous that in many of the smaller hos- 
pitals a bed is a bed, and may be occu- 
pied by a child or an adult. It is, there- 
fore, practically impossible to state just 


how many beds there are for children in 
the general hospitals. : 

So far our statistics have been derived 
from tables which were in existence and 
readily available. To glean answers to 
much of the data which are to follow it 
was necessary to attempt to get from hos- 
pitals certain facts which will be here 
included. For this purpose questionnaires 
were sent to 3,082 hospitals. To these 
questionnaires 1,403 satisfactory replies 
were received, a return of approximately 
46 per cent. The failure of many insti- 
tutions and individuals to reply to these 
questionnaires was most surprising and 
discouraging, especially since this survey 
was being carried out under the auspices 
of the Department of the Interior, but, 
in spite of repeated efforts on the part 
of those in charge, the number of replies 
to most questionnaires fell far short of 
expectancy. This suggests that many of 


the institutions, or individuals appealed to, - 


were far from proud of the conditions 
about which the questions were asked. 
The only interpretation which it is pos- 
sible to make of this failure is that the 
situation in those institutions which failed 
to answer is in most instances so bad that 
the institutions did not want to reveal 
the conditions. Neglect could not ac- 
count for such a large number of failures. 
This group of 1,403 probably represents 
better institutions than the average in 
this country. 

It is probably not far from the truth 
to say that in these hospitals there were 
two beds for older children to one fer 
infants, exclusive of new-born. Since such 
a large proportion of the health work 
in children comes in the care of infants, 
it is doubtful whether this proportion is 
for the best interests of the public. When 
we consider that many of the physicians 
and most of the nurses get their training 
in such hospitals the number seems too 
small. This is doubly true when we rec- 
ognize the fact that as a medical problem, 
next to the newly born the period of in- 
fancy after the first month offers the 
greatest difficulty. If we state it in an- 
other way, it is hardly to be questioned 
that the man who graduates from a med- 
ical school in this country is better fitted 
to take care of adults than he is of chil- 
dren, and o7 children than he is of in- 
fants. If, after he gets into practice, his 
facilities for outaining knowledge regard- 
ing infants and children are minimum, 
the health of that portion of the com- 
munity must suffer as a result. He can 
probably glean such knowledge best from 
— attention to his cases in the hos- 
pital. 

What has been said regarding the phy- 
Sician is doubly true of the nurse. The 
nursing care of infants is a subject which 
can only be learned through experience 
in training, and such training, when car- 
ried on in a hospital with an insufficient 
supply ot beds for infants, must be far 
from adequate. 

In the General Hospitals of this coun- 
try, which numbered 4,038* with 321,581 
beds there were 39,711 beds for children, 
or approximately 12% per cent, one child’s 
bed to 8 for adults. While the propor- 
tion of children’s beds will be increased 
by the inclusion of Children’s, Orthopedic, 
and Isolation Hospitals it will certainly 
be reduced by the inclusion of hospitals 
for the insane and Industrial Hospitals, 
so that we can speax only of the General 
Hospital. The figure of 12% per cent is 
not proportionate to the child population 
which is much nearer 20 per cent. How- 
ever, the number of beds will be definitely 
increased by the inclusion of bassinets, 
so it is possible that with this addition 
the General Hospitals have a propor- 
tionate number of beds for children. Any- 
one who has had much experience in 
General Hospitals knows that the demand 
for beds for children is not at present 
very great. The reasons for this, how- 
ever, probably are not the lack of need 
but rather a lack of appreciation of this 
need by both the profession and the laity. 


Conditions of Entrance 


Most of the General Hospitals accepted 
children on any basis—free, part or full 


*There is some discrepancy in the totals 
given here and those used previously because 
of different tabulations. This difference will 
not be of any consequence in the effect on the 
final conclusions, 


pay, and approximately three-quarters of 
them accepted them as free patients. It 
does not seem likely that this percentage 
is greater in the other hospitals but it 
eertainly shows a widespread tendency 
on the part of the hospitals in the coun- 
try to accept a sick child whether the 
expense for its care is forthcoming or 
not. 

The situation of the Negro in the United 
States, so far as hospitalization is con- 
cerned, is of some interest. Among the 
General Hospitals there are 52 Negro 
hospitals with 3,385 beds. Of these, 21 
accept children, with a total of beds for 
children of 260. This gives us but little 
idea of the situation as to hospitalization 
of colored children. Most of the hospitals 
for colored people are situated in the 
South where, of course, the Negro popula- 


tion is greatest. In most of the General 
Hospitals throughout the country the 
Negroes either have a ward of their own 
assigned to them or are taken into the 
general wards with other patients. The 
former custom holds in the southern part 
of the country and the latter in the north- 
ern and western. Negro children are 
probably more generally taken into wards 
than are adults but except for the charity 
hospitals, usually under municipal or State 
control, the position as to hospitalization 
for the Negro may be regarded as inade- 
quate. Whether or not this is true it is 
impossible to state from the data which 
we have. The situation is a serious one 
so far as the health of the country is 
concerned and deserves special study. 


As to the Indians Dr. C. M. Guthrie, 
chief medical director, Indian Service, 
Office of Indian Affairs, reports as fol- 
lows: “On the several-reservations through- 
out the country, there are a total of 88 
hospitals, and 14 sanatoria for the care 
of tuberculosis. With respect to the gen- 
eral hospitals of the Indian Field Service, 
there is not one which complies with the 
minimum standards of the American Col- 
lege of Surgeons, nor is there a sanatorium 
which complies with the minimum stand- 
ards of the American Sanatorium Associa- 
tion. All of these institutions are under- 
staffed as far as their professional and 
nursing service is concerned, as well as 
in the miscellaneous personnel necessary 
for the conduct of institutions of this 
character. They are almost universally 
sub-standard in diagnostic and treatment 
equipment, as well as in that department 
which relates to the proper recording of 

“elinical data.” 

We have no data either to show as to 
whether there is any discrimination 
against other groups in our papulation. 
The major problem, however, certainly is 
represented in the Negro and deserves 
first attention. 


Do Patients Come Greater Distances? 


With the rapid increase of means of 
communication throughout the country in 
the last decade, as the result of the rapid 
building of good roads and the extensive 
use of the automobile, it became of inter- 
est to know whether children were trans- 
ported long distances to hospitals. It was, 
of course, known that children were taken 
sometimes hundreds of miles for hospital 
care but this did not represent a usual 
condition. If hospitals cease to be al- 
together local institutions then the hospital 
unit can become larger and, other things 
being equal, more efficient. To what de- 
gree this has already occurred it weuld 
be hard to say but for the purpose of 
gaining some idea on this point the 
hospitals were requested to state what 
per cent of the total number of their 
child patients during 1929 came from be- 
yond a radius of 30 miles from the 
hospital. 

Of the general hospitals 222 failed to 
give answers which could be tabulated... It 
is interesting to know, however, that 50 
per cent, or more, of their child patients 
come from a distance of over 30 miles in 
10 per cent of the hospitals. It seems, 
therefore, perfectly feasible for children to 
be transported some distance to hospitals 
for their care and with the betterment 
of roads and automobile travel through- 
out the country we may expect that this 
tendency will increase rather than dimin- 
ish. It is altogether probable that in the 
majority of instances this will mean a 
better chance for the survival of the 
patient, since the chief motive will be to 








take the child to some institution better 
equipped for #ts care than ene avaiabic 
in the immediate vicinity. 


Disease Conditions Accepted ian Gemerai 
Hespitals 


It is doubtful whether an adequate -idea 
of what the hospitals of the coumtry de 
with respect to the conditions fer which 
children are accepted can be gaimed in 
some instances from this questiexmaire. 
er, it as perfectly clear that an- 
Swers for certain classes of cases ere, in 
the main, accurate. For instance, that 
general surgical amd general medical 
cases should be accepted in 97 per cent 
of the hospitals would, I think, be ques- 
tioned by no one. That nose and tiareat 
cases are accepted in 95 per cent is again 
altogether likely. Orthopedic cases in 78 
per cent and nutritional cases in 63 per 
cent seems also to be an acceptable cen- 
clusion. It is also likely that 83 pee cent 
of the hospitals accept eye cases amd 87 
per cent ear cases. Also that 69 per cent 
accept skin cases with the exception of 
Syphilis. Only 41 per cent answered that 
they accepied meurological cases. It 
seems likely that to the superintesd@ents 
meurological cases COnvey an idea Giffer- 
ent from that which was intended. It 
is perfectly obvious that many hospitals 
may not accept idiotic children brat it 
is hard to see why a general hospital 
Should not accept cases of chorea, brain 
tumor and other general neurologica’ dis- 
abilities which might apply for admaission 
It is likely, therefore, that no depemdence 
can be put upon the answers in this in- 
stance. Psychiatric Cases are accegated in 
19 per cent of the hospitals. This is preb- 
ably more nearly correct since a psychi- 
atric case is a distinct entity which can 
be readily distinguished, as a rule, from 
other types of neurological cases amd is 
often exiremety hard to care for. 


Acute communicable diseases toe, with 
17 per cent, is probably nearly accurate. 
It is very interesting to note that 39 per 
cent of the hospitals stated that they 
accepted cases Of gonorrhea. This gure 
seems high and may need qualificatien., 
It may mean that they accept certain 
types of gonorrheal cases and not others. 
It hardly seems possible that such a darge 
Proportion of hospitals accept gemerrhea 
in any form in children. When we real- 
ize that gonorrheal vulvo-vaginitis is so 
apt to spread extensively in the Ward the 
acceptance of such cases certairaly im- 
plies and the seting aside of special wards 
for their treatment. 

On the other hand, 40 per cent accepted 
cases of syphilis. It is likely that this 
figure is too low since many cases of 
Syphilis in chiddren come to the hespital 
undiagnosed and are recognize@ only 
after a thorough examination. It seems 
likely too that many more hospitals wit- 
tingly, or unwittingly, accept cmses of 
Syphilis in children than are here G@esig- 
nated. 

The same holds true for tuberculosis. 
While only 21 per cent of the hespitals 
stated that they receive cases of twher- 
culosis it is probable that tuberculesis to 
the hospital superintendent meams pul- 
monary tuberculosis of a definitely in- 
fectious nature. -Bome and jeint tuber- 
culosis or glandular tuberculosis cases are 
Probably accepted im hospitals, eveza when 
known, in a larger percentage tham 21. 

In summing up, therefore, we cas say 
that the figures for medical Cases, 
surgical cases, eye, Car, nose and ‘tkaroat, 
skin, orthopedic, nutritional, psychiatric 


cases of gonorrhea, syphilis and twuber- 
culosis and for cases. 

In over 90 per cemt of the general hos- 
Pitals, general medical, surgical and nose 
and throat cases are accepted; eye, ear 
and nutritional conditions are accegted ina 
over 80 per cent and orthopedic im 7 
per cent. The other conditions are ac- 
cepted in less than half of the hespitals 
if we are to draw conclusiens froma the 
replies made to the questionnaire. 


Stag 


Determination of the physical equip- 
ment of the hospital is easy as compared 
to estimating its efficiency in the care 
of children. Practically no standards 
Ihave been developed and estimates which 
we are able to make must, in the mature 
of things, be very inadequate. 

The commitéee felt that certain things 
were absolutely essential if hospitals were 
to have a properly conducted children's 
service and felt that there were some 
ways of estimating whether this service 
was efficient or not. “These metheds, of 
course, must be indirect and essentially 
megative because, while we may say that 
the projected service in a childrem’s de- 
partment of a hospital is adequate, we 
cannot say with what efficiency this serv- 
ice is carried on. Our standards, there- 
fore, for judging thé effectiveness of the 
work done for children in the hospitals 
are comparatively low. 

First, an endeavor was made to deter- 
mine something comcerning the staff of 
the hospital. A hospital which does not 
regard its children’s service highly enough 
to have a special attending staff for that 
service certainly cannot be regarded as 
having an efficient children’s service. It 
is interesting to note that only 56 per 
cent or 789 of the 1,403 hospitals had such 
service. Of these, 725 were general hos- 
pitals. Of 806 hospitals replying that 
they had an obstetrical service, omly 120, 
or 15 per cent stated that the pediatrician 
cared for the newly born. Since this 
service holds almost altogether for gen- 
eral hospitals no attempt will be made 
to classify these. Two hundred and ninety- 
nine hos s, or 37 per cent, stated that 
their new orn infants were cared for by 
the obstetrician, and 371, or 46 per cent, 
stated that both the pediatrician and the 
obstetrician have this responsibility. 

It has come to be recognized im the 
better hospitals of this country that the 
newly-born infant should be cared for 
by the pediatrician. This has been a 









comparatively recent development, hoew- 
ever, and it is to be hoped that the fu- 
ture will show a much more promising 
conditiom than at present exists. 

It is impossible te say from the data 
at hand just how many of the general 
hospitals im the country have a special 
pediatric imterneship. There weré only 
27 per cent in which members of the 


‘general imterne staff had no other duties 


than those connected with the pediatric 





Service. This means that in the general 
hospital pediatrics in a very small per- 
centage of cases, has a special interne 
Service. It probably means that in most 
hospitals the number of child patients 
is not sufficiently great to Gemand such 
service. Im many hospitals there is very 


lite rotation of service and this is es- 


pecially true of the smaller ones. The 
interne. Or internes, serve for all services 
alike. Where there is a rotation-service 


the general custom is to have medical, 
surgical and obstetrical) intermes, the chil- 
dren beimge assigned usually to the med- 
ical service but at ‘imes to the obstetrical. 






In the general hospitals of the country 
there are 53 which offer a total of 102 
pediatric residences On@® should be de- 
ducted, sir it is included in the chil- 


dren's hospitals, having 52 hospitals with 
101 residences. The largest number of 
these is at the Bellevue Hospital, New 
York City, with 13. Nearly all the others 
have but ome resident. 

When a hospital has a resident for pedi- 
atrics it means, first, that the service is 
large cno-lgh to require such special work, 
and, second, that there is full recognition 
of the need for pediatric house-staifl serv- 
ice. It is, therefore, a good indication 
of the efficiency of the hospital in regard 
to the care of children. 


Children's Departments 

If, as is pyobably true, this group of 
hospitals represents a large proportion of 
the desirabie hospitals im the United 
States. them we may be sure that far less 
than half of the hospitals im,the United 
States Nave a children’s service. Either 
such hospitals have no staff designated 
for special departments, as probably hap- 
pens in many, or else they do not con- 
sider the children’s service of sufficient 
importance to require special attention. 
Either sT@eetion is bad from the stand- 
point of the child, and should be cor- 
rected. There are in every community 
physiciams who, although perhaps not 
pediatricians, at least in their general 
work have a special leaning toward pedi- 
atrics. There are, according to the Amer- 
ican Medical Directory of the last issue, 
nearly 3,500 men who specialize in, or are 
particularly interested in, pediatrics. This 
does not take into consideration the gen- 
eral practitioner in the rural community 
who has a special liking for and desire to 
care for children. It would seem that 
there is little excuse for this neglect of 
children’s departments in our hospitals. 

The case of the orthopedic department 
is somewhat different, although almost 
the same percentage of hospitals have 
orthopedic surgeons on the attending staff 
as have pediatricians, Much of the or- 
thopedic work, however, as_ previously 
stated, is transported and much is done 
by the general surgeon. The condition, 
therefore, is not as serious as with the 
pediatric staff. It is, however, desirable 
that orthopedic surgery receive its due 
attentiom in the composition of the hos- 
pital staff, and it is deplorable that such 
asmall percentage of the hospitals accord 
such recognition. 

The situation so far as the dental sur- 
geon is concerned is not much different 
from that of the orthopedist, only 53 per 
cent of the hospitals having special dental 
service. Special services by the dentists, 
however, have been brought about largely 
because of the need for care of the teeth 
of adults and not of children, but the 
presence of a dental surgeon in a hos- 
pital is desirable from the child’s stand- 
point, too. 


Social 
The most 


Service Inadequate 
deplorable condition, how- 
ever, is that in respect to social service. 
Only 311, or 24 per cent, of the general 
hospitals had a social service department, 
and it is safe to say a large proportion 
of these were not especially efficient. This 
means that one-quarter of the hospitals 
only have social service departments. 
When one considers that so much of the 
information and treatment of children 
depends upon environment it is extremely 
serious that only such a small propor- 
tion of the hospitals see their way clear 
to avail themselves of this service. In 
justification of this, perhaps many hos- 
pitals will state that they care for only 
pay patients and that the physician has a 
sufficient knowledge of the environment 
to take care of the situation. but fre- 
quently, especially in the larger centers, 
this statement is not correct and much 
can be gleaned by the action of social 
service departments, even on pay patients. 
It is rather interesting to mote that, in 
view of what has already been said in 
regard to the social service department, 
the physicians replying to their question- 
naires stated that a social service depart- 
ment was present in 378, or 40 per cent 


of their hospitals, while such a service 
was not found in 544, or 58 per cent. 
More cnilightening than these figures, 


however. are those regarding the latter 
group—239 only stated that they had need 





for such service, while 272 stated that 
they had no such need. When we con- 
sider that these replies were from physi- 
cians at the head of services, it seems 
certain tihat much education is needed 
along this line 

In general we may say that all too few 
hospitals have a special attending staff 
for the children’s service; that interne 
service is not satisfactory, and that the 
social service is entirely inadequate. All 
that can said regarding residents is 
that where a hospital employs a special 
pediatric resident it shows that hospital 
to be one especially equipped for the care 
ot children 

Teaching in a hospital is regarded justly 
as one Of its chief duties. Practically all 


CONFERENCE ON CHILD HEALTH AND PROTECTION—MEDICAL SERVICE 


nursing schools require such teaching. 
Much ef it is didactic. Some, however, is 
bedside. Only 129 hospitals use medical 
students as ward clerks in the children’s 
wards, and 88 have clerks in the wards 
for newly-born babies. Considering first 
the comparatively small demand for such 
service and, second, the rather recent in- 
treduction of such teaching in American 
medical schools on any large scale, this 
would seem to be a fairly satisfactory 
situation; 755 hospitals stated definitely 
that they do not use students in pedi- 
atric wards, and 757 stated that they do 
not use them in wards for newly-born 
babies. It is to be noted that nurses 
were taught pediatrics in less than two- 
thirds of the hospitals. Even though it 
is considered that at least some of these 
hospitals employ only graduate nurses and 
that others send their nurses to children’s 
hospitals for their pediatric training, yet 
it seems that this number is exceedingly 
low when we consider that it has to do 
with the best hospitals of the country, 
since, I daresay, this situation is much 
better in the other three major branches 
of medicine, namely, general medicine, 
surgery, and obstetrics. Hospital dieti- 
tiams were taught pediatrics in only 46 
of the hospitals. There is need for more 
instruction of nutritional workers which 
will bring about a much better coopera- 
tion between the pediatrician and the 
nutritional worker. It is an interesting 
fact that of these 946 hospitals 174 did 
no teaching whatever, and 155 others 
failed to answer. If this condition per- 
tains to ‘the better class of hospitals in 
this country, one hesitates to contemplate 
what must take place in those less fa- 
vored. 
Children’s Hospitals 

As near as we can determine from rec- 
ords oObtaintable, there are 71 children’s 
hospitals in the United States (Fig. IV). 
This does not mean children's depart- 
ments in connection with general hospi- 
tals; even those departments are housed 
separately. 

These 71 children’s hospitals have 6,194 
beds and 420 bassinets or a total capacity 
of over 6,600. We received replies from 
51 of these and the following statements 
are based on those replies. 

As nearly as we can determine there is 
about one bed for babies under two years 
of age to three for older children. The 
addition of the bassinets to the number of 
infant’s beds does not materially alter this 
figure. It is altogether probable from the 
Statistics that we have that these chil- 
dren's hospitals do not care for more than 
10 per cent of the children taken into hos- 
pitals the country over. It is a notable 
fact that of all the children’s hospitals 
replying one only confined its work to 
full pay patients. All the others received 
free patients as well. 

There is one colored children’s hospital 
in Birmingham, Ala., with 18 beds. Most 
of the children’s hospitals receive Negro 
children and it is probable that they are 
more liberal with respect to the colored 
race than are the general hospitals, 
though we have no exact figures with re- 
spect to this. 


In feur of the children’s hospitals 90 per 
cent of their patients came from a dis- 
tance of 30 miles or over and in seven of 
the hospitals this was true of 50 per cent 
of their vatients. 


The admission of various types of dis- 
eases in these hospitals was in very much 
the same proportion as in the general hos- 
pitals. Nutritional cases were received, 
next to general medical, in the largest 
number. It is interesting that only four- 
fifths of the hospitals receive surgical 
and ear, nose and throat cases and three- 
fourths orthopedic and skin cases. The 
same tendency to exclude acute communi- 
cable diseases, gondrrhea, syphillis and 
tuberculosis is seen, the syphills is ex- 
cluded more generally in children’s hos- 
pitals than in general hospitals. 

It was taken for granted that every 
children’s hospital would have a pedia- 
trician on its staff. Perhaps this is as- 
suming too much since only 48 of the 51 
haspitals responded that they had a pedi- 
atric staff, while 43 had orthopedists and 
48 had dentists. There were several sur- 
prises in store for us in regards to chil- 
dren’s hospitals. For instance, of 31 only 
19 had internes. Ten stated that they 
had no internes and two gave no reply. 
On our total list of 71 children’s hospitals 
only 25 had residents. The total number 
of residents for these 25 is 80. 

The situation as regards Social Service 
Departments was somewhat better. Of the 
51 hospitals replying only six did not have 
special social service and three of these 
stated that they had need for such. It is 
very evident from this that the situation 
regarding medical social service is much 
more salutary in the children’s hospitals 
than in the general hospitals. I think this 
could be expected since certainly the chil- 
dren’s section in any hospital needs medi- 
cal social service more than any other 
branch. 


Teaching in Children’s Hospitals 

Teaching in these hospitals was Yather 
hard to estimate. Ward clerks were ac- 
cepted in three and medical students were 
taught in 16; post-graduate work was very 
little in evidence but the great surprise 
came with respect to nurses. Only 23 of 
these hospitals taught nurses. This situa- 
tion is doubly interesting because so many 
general hospitals are in the habif of send- 
ing their nurses for child training to 
children’s hospitals. Therefore, the fact 
that less than half of the children’s hos- 
pitals, recorded, taught nurses was de- 
cidedly enlightening. Only three of the 
hospitals taught nutritional workers so 
that this instruction is practically nonex- 
istent. 

Very little need be said about the 
orthopedic hospitals. Most of these 
hospitals are not entirely devoted to chil- 
dren though many of them are. Occasion- 
ally one is devoted only to adults. There 


are 56 in the country, according to the es- 
timates from the American Medical Asso- 
ciation tables, and these are pretty well 
distributed, according to population. 


Un- 
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like the children’s hospitals, it is not nec- 
essary that an orthopedic hospital be sit- 
uated close to the homes of its clientele. 
Such cases can be transported long dis- 
tances and it is frequently -of advantage 
for these hospitals to be placed where they 
can get plenty of fresh air and sunshine. 
We must take into consideration, however, 
that they must not be too far from centers 
where they can command proper medical 
personnel. 

Another type o: hospital which is 
largely, though not exclusivély devoted to 
the child is the isolation hospital. There 
are 86 such in the United States, fairly 
well distributed. Their total bed capacity 
is 4,722 with an average occupancy of 
2,677. The reason for this discrepancy is 
obvious. Isolation hospitals must be used 
to take care of epidemics. Between such 
the beds available far exceed the demand. 
Most of these beds are probably used for 
children. There should, however, be a 
wider distribution of such hospitals since 
there is a serious lack of these in the small 
town and in rural communities. 

Industrial hospitals and other hospitals, 
as a rule, contribute so little to the care 
of children that they will not be con- 
sidered here. 


Dispensaries and Out Patient Departments 
of Hospitals 

This questionnaire was replied to better 
than the others. The tabulation is really 
on 384 dispensaries since 22 of the hos- 
pitals sent back the questionnaires stat- 
ing that they had no dispensary. Only 
69 per cent of the dispensaries had special 
departments of pediatrics. Of all 120 or 
43 per cent admitted all new children to 
the pediatric department. The person 
referring these cases was in 159 instances 
a physician but 106 dispensiaries did not 
answer. Of the children referred to other 
departments primarily, in 45 per cent of 
the dispensaries children were sent to the 
pediatric department eventually. As to 
the efforts of these dispensaries to pro- 
mote preventive pediatrics the replies are 
most enlightening. Only 31 per cent made 
any effort to take care of well children and 
of these most of the efforts were directed 
toward the children under one year. This 
instruction was given in various ways. 

The attitude of the physicians toward 
diphtheria immunization and small-pox 
vaccination was quite uniform. Their 
efforts, however, to promote these two pro- 
tective measures were not always as good 
as their intentions. In other words, while 
they believed these measures to be of great 
value they did not by any means uni- 
formally urge their patients to take them. 
The Schick test was given by 60 per cent 
of the physicians but in only about 46 
per cent was it urged. The attitude of the 
Parents toward these two needs depended 
very largely upon the attitude of the phy- 
sician. 

Summarizing, in a dispensary worthy of 
the name there is a Children’s Department 
and children should be referred to it 
primarily except in emergency cases. In 
other words, a Pediatric Department in a 
dispensary should act as a clearing house 
for all children. When such is not the 
case unquestionably the decision as to 
what department these children should 
go to should rest with a physician and 
no one else. This is apparently the idea 
of most of the dispensaries where the 
children are not sent directly to the Pedi- 
atric Department. The alternative, how- 
ever, is not a good one. There is some 
justification, however, for this procedure 
if the children eventually go to the Pedi- 
atric Department for service. This, how- 
ever, occurred in only 45 per cent of the 
dispensaries. 

All dispensaries should have service for 
well children either in the dispensary it- 
self or in direct connection with it. It is 
possible for instance that this situation 
may be taken care of in the community 
by infant and child welfare clinics but 
these should always be in close touch with 
the dispensary. In any case definite in- 
struction should be given the mothers in 
the care of their well children. Fre- 
quently this instruction is best given by 
example rather than by any set lectures. 
It is certainly true that with the well child 
as with the sick one generalizations rarely 
fit all cases. In other words, the rules 
must be made to fit the child and not the 
child the rules. 


The attitude of the dispensary toward 
immunization measures against diphtheria 
and small-pox is quite satisfactory. More 
stress should be laid upon the necessity for 
these and small-pox vaccination should be 
urged for children under one year of age. 
When we consider that there are in the 
neighborhood of 50,000 cases of small- 
pox every year in the United States we see 
that the conditions are far from ideal with 
regard to vaccination. In immunizing 
against diphtheria the Schick test should 
not be neglected and it should be urged 
in every dispensary. The attitude of par- 
ents as pictured by the replies given for 
these two methods of immunization is 
quite satisfactory and it is perfectly clear 
from these that a little more effort on 
the part of the physician would result in 
a much larger compliance by the parents. 

In addition to the facts brought out 
from the questionnaire certain things re- 
garding dispensaries should be definitely 
urged. A dispensary should be in direct 
contact with an indoor, or hospital service. 
The service both in the hospital and in 
the dispensary should be under the same 
medical authority. There should be pro- 
vision for the training of internes and 
nurses from the hospital, in the dispen- 
sary, and a history system should be 
evolved which would make the records 
coordinate. In a dispensary much more 
even than in a hospital medical Social 
Service is necessary and this is peculiarly 
true with the Pediatric Department. It 
is almost impossible for a Pediatric De- 
partment in a dispensary to function with 
any degree of adequacy if the Medical 
Social Service is not attended to properly. 
This is another reason Why children should 
be sent direct to the Pediatric Department, 
because the Social Service work on all 
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children is very similar and it would be 
a duplication of effort to have this car- 
ried on by several departments. 


Posture Clinics 


Clinics for body mechanics or posture 
clinics are held in only a small propor- 
tion of orthopedic hospitals or dispen- 
saries, the natural place for such clinics 
to be situated. In most instances where 
these are held they are properly super- 
vised by one specially qualified to do the 
work. The need for such clinics is not 
generally acknowledged either by the phy- 
sician or the parents. The reason for this 
probably lies largely with the physicians. 
Orthopedists, as a rule, have not been in- 
timately associated with preventive medi- 
cine. Their attitude to such measures as 
posture clinics would, therefore, be con- 
servative and probably due to their at- 
titude rather than to any other one thing 
is the fact that the parents in large meas- 
ure do not see the necessity for this work. 
It should be said that this type of thera- 
peutics has not been widely recognized 
for a long period of time and that it is 
probably taking the usual course of such 
measures in proving itself of value. There 
is much more general appreciation of the 
need for posture work by the pediatrician 
than by the orthopedic surgeon. It seems 
rather peculiar therefore that such a large 
proportion of them should refer their cases 
to orthopedic surgeons. 


Most of the schools of physical educa- 
tion give instruction in body mechanics 
in various ways. The type of this in- 
struction may be somewhat determined by 
the fact that 99 used standard charts, 70 
silhouettes and 112 personal illustrations. 
It is seen from this that the schools of 
physical education do give a_ certain 
amount of instruction in posture and body 
mechanics. It may be said that the 
courses are by no means uniform and that 
each school apparently goes its own way 
in this department. Until some standards 
for such education are developed it’ will 
be impossible to tell whether the instruc- 
tion in this respect is adequate. 


Conclusions 

It seems perfectly evident from _ this 
survey that in a large measure beds for 
the care of children in hospitals are suf- 
ficient. It would take a more detailed 
study than the present one to determine 
whether this was true throughout the 
country. There are probably areas where 
hospital beds are not readily available. 


On the whole, it may be said that the 
side of the situation for which the layman 
is responsible, that is, the supply of 
hospital beds for child care, appear to 
have been well realized and taken care of, 
if we may draw conclusions from the data 
at hand. The other side of the picture 
is not so bright. Most hospitals that have 
beds for children show no disposition to 
have these beds definitely ‘controlled by 
a pediatric staff. While many of these 
doubtless have a group of attending men 
not assigned to any special service, still 
there are many more of them that have 
definite medical, surgical and obstetrical 
services than have pediatric service. This 


is to be blamed very largely on the medical 


profession itself. If the medical profes- 
sion were as interested in pediatrics as 
the people at large are there would be 
no discrepancy of this sort. They would 
insist on pediatric service as they have 
on surgical and medical service. This lack 
of interest on their part is to be carried 
back directly to medical education. Until 
the medical schools of this country real- 
ize the importance of pediatrics to the 
community and until they assign a propor- 
tionate amount of time to this branch of 
medicine we cannot expect the profession 
at large to take an enlightened view. 
There is no dispesition on the part of 
the hospitals, either general hospitals, 
children’s hospitals or orthopedic hos- 
pitals, to regard the problem of hospital- 
ization of children from a financial stand- 
point. A large proportion of the hospitals 
accept children for any price they can 
afford to pay, and free, if necessary. 


Care of Colored Children Inadequate 

The care of colored children in hospitals 
in this country certainly is woefully in- 
adequate. Racial prejudices exist even in 
childhood. The health of any group in 
the community—white, black red or yel- 
low—determines to a large extent the gen- 
eral health of that community. 


It is of some interest to note that the 
proportion of children transported from a 
distance to hospitals is as large as it is. 
The possibilities of this situation are per- 
fectly clear. With the development of 
good roads and automobile travel sparsely 
settled districts will be able to have excel- 
lent hospital facilities by pooling their in- 
terests and enlarging the hospital unit to 
the point where it is feasible for it to 
maintain laboratory and other facilities 
requisite for the proper conduct of med- 
icine as it % practiced today. 

There is something more to be desired 
in the way of hospital care for certain 
groups of diseases. While the general 
surgical and medical conditions are well 
looked after, the care of mental and ve- 
neral conditions are not provided for as 
they should be; neither in the general 
nor children’s hospitals is there adequate 
provision for these two types of cases. 
The reason for this is quite evident. 
Venereal disease is in many instances a 
definite menace unless adequate provision 
for isolation is made, while the care of 
the mental cases in a hospital ward or 
room offers great difficulty if the hospital 
be not specially prepared to look after 
them. Apparently there is very little 
distinction made between cases of syphilis 
that are contagious and those that are 
not. Nearly all cases of congenital syphilis 
can be taken care of in a hospital ward 
if the nursing staff be properly trained. 
There would seem, therefore, to be very 
little reason for discrimination . against 
syphilis. Gonorrheal cases, however, offer 
a distinct problem which must be met 
by isolation. There is some question 
whether these children should be hospital- 
ized at all. That they shculd be confined 
is perfectly evident but this confinement 
should rather be in the form of con- 


valescent home care where they can get 
special treatment for their condition and 
where they will have full freedom to en- 
gage in exercise and other activities for 
their benefit. In other words, these chil- 
dren are not sick but they are dangerous 
to the community and should be treated 
as such. There is certainly not sufficient 
provision for mental cases. This situation 
needs special study. 


It is not surprising that with the lack 
of a pediatric stafi in the various hospitals 
special interneships in pediatrics should 
be so few. This is a situation which pro- 
ably can be corrected. In this connection 
it is rather interesting to note that the 
number of pediatric residencies through- 
out the country compares very well with 
the number in other branches of medicine. 
There seems to be a definite tendency on 
the part of the better conducted general 
hospitals, as well as on the part of the 
children’s hospitals to recognize the need 
of such services. 

There is some difference of opinion as 
regards the care of the new born. At 
the present time there is a growing ten- 
dency on the part of the best hospitals 
to turn the new born. over to the care 
of the pediatrician immediately after 
birth. This would seem to be the natural 
thing to do in those instances where the 
accouncheur is a specialist in obstetrics, 
or obstetrics and gynecology. Where, on 
the other hand, he is a general practi- 
tioner. the most that should be urged is 
that he should have as profound a 
knowledge of pediatrics as he has of 
obstetrics. 

It may be said without fear of con- 
tradiction that Social Service work is far 
from being appreciated in the hospitals 
of the United States. Tunis is peculiarly 
interesting to one who has to do with the 
care of children because it is in such care 
that the needs of Social Service work of 
the highest order are demanded. That 
so many of the hosvitals do not under- 
stand this need and do not care to fill 
it is as surprising as it is disheartening. 
This must be corrected. 

As to the teaching in hospitals, that of 
medical students and of ward clerks is 
not all that could be desired but is a 
thing which is being more and more real- 
ized as a responsibility as well as an 
advantage to the hospital and, therefore, 
is one which will probwvably rapidly be 
set right, if proper measures are taken. 
It is very hard to estimate just how ade- 
quate the teaching of medical students 
in large hospitals is. This is a matter 
which concerns the medical schools rather 
than the hospital. As a rule, hospital 
facilities for this purnose are readily. 
available when desired, In fact, in certain 
portions of the counirv the desire of 
hospitals to have ward clerks assigned to 
them by medical schools is very evident. 
They feel, and rightly, that such teach- 
ing by the members of their staff is of 
the greatest benefit to the patients in their 
wards, as well as to the physician doing 
the work. 

Probably no situation is of greater inter- 
est than is that pertaining to the training 
of nurses in pediatric wards of hospitals. 
It is very easily seen, from the report 
herein contained, that this is entirely 
inadequate. Even.from what meager data 
we have been able to, glean it is perfectly 
safe to say that only a very small propor- 
tion of the nurses in the country receive 
proper training in pediatrics. Considering 
the necessity for such training and the use 
to be made of it the situation is inex- 
plicable. The nursing care of a child is 
so different from that of an adult that 
it should go without saving that a nurse 
not so trained lacks those essentials which 
should be fundamental to her profession. 
When we think of the number of nurses 
that are needed for welfare Work among 
children, oftentimes in rural communities 
where they have no chance to train them- 
selves further along these lines, it seems 
remarkable that so little attention has 
been paid to this type of nursing. To a 
certain extent this may be blamed upon 
the medical profession because certainly 
if the medical profession had demanded 
such: training ‘the hospitals and nursing 
schools would have supplied it. 

The situation as to hosnital dieticians is 
not altogether clear. Unlike the nurse, the 
hospital dietician has not grown up in 
intimate contact with medicine. Hers is 
a special field but it would seem that 
the very fact that her previous environ- 
ment had not been medical would be the 
chief reason for bringing her in definite 
contact with medical conditions. 


Special Hospitals 

When we come to a consideration of 
the children's hospitals as a whole we find 
that there is very evidently a great dif- 
ference in the conduct and ideals of these 
institutions. The larger and better con- 
ducted children’s hospitals in this coun- 
try compare very favorably with any to 
be found any place in the world. Some 
are very evidently not in this class. It 
is apparent that many are run to meet 
special conditions and that others rep- 
resent a beginning of something which in 
the future may be most creditable. 

As all of us know, orthopedic hospitals 
have been much improved, both as to 
number and service, within the last few 
years. The problem of the orthopedic 
hospital is distinctly different from that 
of the children's hospitals. The ortho- 
pedic hospital treats in a large majority 
of instances essentially chronic cases. 
These cases usually can without harm, be 
transported long distances. It is, there- 
fore, not necessary that these hospitals 
be great in number, but it is necessary 
that they be most efiiciently run. 

The isolation hospitals in the United 
States number 86, with a total of 4,722 
beds. The need for’such hospitals is gen- 
eral—that is, every community has need 
for facilities for isolation of contagious 
diseases. While the number of beds in 
these hospitals may not be adequate the 
need is not so much for more beds in 
larger hospitals as it is a wider distribu- 
tion of smaller hospiials. Certainly 86 
hospitals for isolation purposes are en- 


tirely inadequate to meet the needs for 
the care of contagious diseases in this 
country. 

It is very evident that industria] hos- 
pitals play a very minimum part in the 
care of sick children and, therefore, they 
demand no discussion here. Certain of 
these, however, take the place of general 
hospitals and furnish the only suitable 
facilities available to their communities. 
A further study of these in relation to 
the cafe of children is desirable. 

It is well recognized today that con- 
valescent -homes and foster homes are 
very necessary for a continuation of hos- 
pital care. Many children need such con- 
valescent care which is just as important 
to a child during convalescence as is hos- 
pital care during acute illness. These 
convalescent homes, taken the country 
over, are not in sufficient evidence. Many 
hospitals have not such provision for the 
after care of acute illness. This situation 
is deplorable, not only from a medical 
but from a financial standpoint. The care 
of a child in a convalescent home is not 
so expensive as in a hospital and if more 
beds for congalescent children were avail- 
able, hospital beds for children would not 
be necessary in the same number. 


Children’s Dispensaries 


Dispensaries care for more sick children 
than do hospitals. It is, therefore, doubly 
necessary that these be properly con- 
ducted. That there is not a realization 
in many dispensaries, or out patient de- 
partments of hospitals of the necessity 
for referring children directly to the 
pediatric department is to be deplored. 
Nor is there a general recognition on the 
part of dispensaries as to their duty in 
providing health clinics for children. 
Their attitude. however, towards diph- 
theria and smallpox vaccination is, on the 
whole, very good. 

Certain things with respect to dispen- 
saries should be urged. There should be 
a definite coordination beiween the dis- 
pensary service and the hospital service. 
These should be under the same general 
medical authority. Internes and nurses 
of the hospital should be trained in the 
dispensary, as well, and a coordinating 
system of records should be developed. 
In the dispensary even mor2ethan in the 
hospital is the medical social service for 
children absolutely indispensable. It is 
hard to see how any dispensary service 
for children can function without such 
medical social service. This offers an- 
other reason why new children coming 
to a dispensary should be referred first 
to the pediatric department, regardless of 
their ills, so that the medical social serv- 
ice activities for children will not be du- 
plicated by several departments. Every 
dispensary should have a separate pedi- 
atric department which functions closely 
with a similar department in a hospital 
and which has definite social service aid. 
All children coming first to the dispen- 
Sary should go directly to the pediatric 
department. Such a department should 
include in it facilities for preventive ped- 
iatric work including infant welfare work 
and should be used in the training of 
the internes and nurses from the hos- 
pital with which it is connected. 

It is very evident from our summary 
that the need for instructions in body 
mechanics is much better appreciated by 
the pediatrician than the orthopedist. 
Such clinics are conducted in only a small 
proportion of the orthopedic departments, 
probably in a large measure due to Jack 
of interest of the orthopedist in charge. 

Dental care is inadequate in most hos- 
pitals and dispensaries. The need - for 
medical social servic? has already been 
emphasized and the lack of appreciation 
of this brought out. This iack of appre- 
ciation is not due to any failure on the 
part of the leaders in medical organiza- 
tions to lay stress on this essentia) in 
hospital care of children. 

Kecommendations 

1. That the medical schools of the coun- 
try be urged to give adequate instruction 
in pediatrics. This nust be done if hos- 
pitals are to give adequate care to chil- 
dren. 

2. That adeguate nursing education in 
pediatrics be urged. That a medica) ad- 
visory committee be formed to help out- 
line such training, in association with a 
like committee from the nursing pro- 
fession. 

3. That a national organization of pedi- 
atricians he urged to make a study of the 
gencral hospitals of th‘s country, with the 
idea of developing pediatric 
staff, interne and resid services. 

4. That a national organization of pedi- 
atricians be urged to cooperate with the 
American Association of Hospital Social 
Service Worsers in promoting the appre- 
ciation of this work and the establish- 
ment of departments of medical social 
service in the hospita's. 

5. That an effort be" made to acquaint 
nutrition workers with the necessity for 
a proper realization of medical conditions 
and medical problems as they affect their 
special work. 

6. That a committee of pediatricians 
and obstetricians representative of these 
two branches of the medical profession 
be formed to discuss the question of the 
supervision of the care of the new-born 
in hospitals and make recommendations. 

7. ‘That a national organization of pedi- 
atricians take up the study of children’s 
hospitals in this country with the idea of 
raising the standards of some and help- 
ing others to better meet local conditions. 

8. That a national organization of pedi- 
atricians confer with the American Hos- 
pital Association and the American Med- 
ical Association with the idea of develop- 
ing standards for convaiescent homes and 
the development of these where the need 
presents itself. 

9. That a national organization of pedi- 
atricians should also take up the subject 
of dispensaries for the purpose (1) of 
urging that all children be’ sent first to 
pediatric departments. (2) of stressing the 
necessity for health clinics, (3) of urging 
the advisability of developing the proper 
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attitude toward immunization measures, 
especially diphtheria immunization and 
vaccination, and (4) of coordinating dis- 
pensary work with hospital service. This 
same committee should make a study of 
the need for posture clinics in association 
with a like committee from the American 
Orthopedic Society. 

10. That a national organization of pe- 
diatricians be urged to attempt, in coop- 
eration with the American Dental Asso- 
ciation, to promote adequate attention 
to the proper care of children’s teeth, both 
in hospita!s and dispensaries. 

CHAIRMAN ABT: The discussion will 
be opened by Dr. William Pa!mer Lucas, 
professor of pediatrics, University of 
California Medical School. 

DR. LUCAS: Mr. Chairman, Ladies and 
Gentlemen: Dr. Grulee has covered this 
very important subject, and if you in 
small part realize the tremendous amount 
of work he has done you will agree that 
he has covered the subject in a most 
complete and beautiful fashion. He has 
left very little for a discusser to say. 

There are certain points which need dis- 
cussing, as he has brought out in his 
recommendations, and that is what I 
want to emphasize. There are certain 
things in his recommendations which need 
a great deal of thought by those interested 
in pediatrics, in nursing, in social service, 
in dietetics and all the collateral branches 
that go to make up a round program for 
the welfare of the child. 

There is no question nor any debate 
about the need of the better education in 
medical schools, a greater appreciation in 
the hospitals for the teaching cf students 
and of nurses. The great problem, as Dr. 
Grulee has pointed out. is not with the 
children’s hospitals, so much, though there 
is a great deal of improvement to be done 
in the future with them. It is in the gen- 
eral hospitals. 


The General Hospitals 


The general hospitals, if grouped just in 
that one term, is a rather difficult organ- 
ization to understand, because the general 
hospital, as I know it, varies so much. 
If you take a general hospital that has 
a separate department for children, you 
may be able to understand them. In a 
great many there already is a well or- 
ganized pediatric department. In a gen- 
eral hospital which has no definite pedi- 
atric department, but may have a given 
floor where children are sent, the educa- 
tion of students is imposs.ble because 
there is no staff. 

The education or the follow-up of chil- 
dren from that type of a genera! hospital 
is very difficult because of the fact there 
is no unit staff. The cases beiong to the 
private patients of individual doctors who 
come in. It is one of the most difficult 
problems to analyze and get any fair and 
adequate picture of what the general hos- 
pital is. That is one of the problems 
which needs the most study. 

There is no possibility in mest of the 
general hospitals I have seen of develop- 
ing any social service, of developing any 
medical type of teaching for medical stu- 
dents unless we change the way private 
cases are sent into the hospit2!. 

In the same way with maternity cases 
in those hospitals, they do not fall into 
any definite unit group. They are in- 
dividual, private cases. 

There is a different type of general hos- 
pital, as I said, which is a community 
hospital or a city hospital or a group 
hospital, in which there is a definite chil- 
dren’s department. That is an entirely 
different type of general hosvital and 
could much more easily be considered in 
the same category or in the same way in 
which we consider our children’s hospitals. 

There is no question but that the educa- 
tion of nurses in children’s work is one 
of our greatest needs. The discrepancies 
that Dr. Grulee brought out and the op- 
portunities for the study of children’s 
diseases for nurses is very evident. The 
deplorable condition of social service work 
I am going to leave for Miss Cannon to 
discuss. The question of nutritional work 
is the same way. We need to have some 
definite program worked out as Dr. Grulee 
has brought out. 

On the question of dispensaries, there 
again there are a great many general 
hospitals that have no dispensary con- 
nected with them and there is no 
nection with the city handiing of their 
clinic material and the general hospital. 
They may have welfare stations, welfare 
clinics, but they are not correctly con-_ 
nected up except through the central 
munic'nal government so that the dis- 
pens staff in direct connection with the 
hospital is a very difficult problem and 
one which also needs very careful atten- 
tion. ‘(Applause.) 

CHAIRMAN ABT: The discussion will 
be continued by Miss Ida M. Cannon, 
chief of social service, Massachusetts 
General Hospital. 

MISS CANNON: Mr. Chairman, Ladies 
and Gentlemen: In my few minutes I am 
not going to turn propagandist for hos- 
pital social work. This last year’s study 
on the part of the sub-committee on 
Medical Social Service has made us pause 
on this question of trying to urge exten- 
sion of hospital social work. Dr. Grulee 
has quoted his figures of 311 social service 
departments. He has questioned the qual- 
ity of those departments. We have found 
in our study from various sources, 598 so- 
called social service departments. We also 
question the quality. Our study has am- 
plified the quantity, but not increased the 
quality of social service departments. 

We find that about 9.4 per cent of the 
hospitals in the country have social 
service; 10 per cent of the general hos- 
pitals; 57 per cent of the children’s hos- 
pitals; 25 per cent of the orthopedic; 4 
per cent of the tubercular institutions; 14 
per cent of the eye and ear infirmaries 
and dispensaries. 

We are taking this question of the qual- 
ity of hospital social work so seriously 
that I am sure at least our subcommittee 
on medical social service, if by any magic 
we could extend hospital social work to 
the hospitals of the country, we would be 
very much troubled. We would not want 
it to happen at this time. The reason for 
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that is we haven’t any properly qualified 
people to take the positions, nor is the 
function of the hospital social worker 
clear. We believe that is particularly 
true where they are placed in dispensa- 
ries. We believe that is probably due to 
the fact that dispensaries, clinics, have 
grown very rapidly within the period of 
the growth of hospital social service in 
the last twenty-five years. 

That growth has been more a growth in 
an accumulation of patients who have 
come to clinics, increased the confidence 
of people in hospitals and the increase 
of patients in the dispensary and there 
has not been an accompanying clear 
thinking of the function of the manage- 
ment of the clinics. 


Confusion of Function 


We found in an analysis of 500 of our 
so-called medical workers a definite evi- 
dence of a considerable number of those 
so-called workers who were carrying on 
clinic administration. A great many of 
them were health teachers. So far as we 
could nd out, there was no function 
they were performing that was not neces- 
sary, but we guestion very much whether 
the trained social worker in medicine, the 
sort of person we want to have, is a 
proper companion to work with the doc- 
tor. and nurses and needed for the func- 
tions that are performed now under the 
name of hospital social service work. 

Nor do we believe they could function 
properly unless there were better trained 
functionaries in the dispensary, adminis- 
trators who have a social and medical 
conception of how to manage a clinic, 
who have some basis for determining 
eligibility. 

There is not among the social workers 
emploved in these dispensaries the same 
sort of clear distinction of funciion that 
you find in dispensaries where the phy- 
sician or the nurse is delegated to admin- 
istrative and clinical functions. There is 
confusion between the clinical and the 
administrative functions of hospital social 
service work. We believe this is not only 
a thing for hospital social workers to 
face; it is for administrators, for phy- 
sicians. or hospital social workers. 

We have in our American Association 
of Hospital Social Workers various study 
comm that are seriously considering 
not only the question of adequate train- 
ing, but of the study of suitable function 
and the relation of hospital social work 
to hospital dispensary administration. 


















The problem of the small hospital 
hasn't bee& brought out as clearly as I 
had hoped it might. There is a serious 
problem on the small hospital in medical 
social ‘vice. Every human problem that 
is fou in the big hospital may appear 





in-the small hospital, and the small hos- 
pitals are largely under the administration 






















of n *s and many of them are deeply 
troul with the individual medical 
social lems that they find. Many of 
them as complicated and as difficult 
as I ve ever met with. 

We believe that the problem of adapta- 
tion of medical social work to the small 
hospital is something for serious consid- 
erati We believe it will probably be 
met t by a careful thinking out, not 
onl f the function of the medical so- 





cial in the institution, but care- 
ful ation of the resources of the 
comr y 


We need to do some things in this line. 
First of all, the 
crease the 


persistant efiort to in- 
1umber. of adequate people, 
attention to the clarifica- 
tion; and then the third ac- 
we believe would help solve 
ficult problem is beiter organ- 
the hospital facilities with the 
the community. The place- 
iildren in the foster home 
the re. 
we had Dr. Chapin’s work in 
ind, the extension of the fos- 
as a placement for medical 
ilt on the long experience of 
in placement of c iren in 
This medical placement is 
yn of their normally accepted ac- 
development of public 
with the better knowl- 
rt of the social workers in 
t significance of the physical 
al aspects of their problems. We 
re is a better possibility for co- 
n of the medical service with the 
v social service. (Applause.) 


2MAN ABT: Dr. Percy R. Howe 
present 

































evented from being 
ated Dr. Frank A. Delabarre 
ent him 
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DELABARRE (Boston) : Mr. 

n, Ladies and Gentlemen: I as- 

I audience that the profession 
welcomes the recommendations of Dr. 
Grulee to have dental services in hos- 
pitais and dispensaries. It is only within 
the last ten years that dentistry has 





changed its objective from purely repair 
work to the attempt to prevent the oc- 





currence of dental decay. It is a new 
problem with us. We are enthusiastic 
about the possibilities that will accrue 


from our service from the preventive as- 
pect, but we have nfo exaggerated idea of 
the ir rtance of dental health service 
in the whole stupendous scheme of gen- 
eral health service. But we are eager to 
do our part. 








Dental Care Essential 

In an audience like this, where there 
are few dentists, I feel sure that it will 
be news to most of you:to realize the 
extent of decay in the mouths of child- 
ren, the very young children, and the 
figures that will be presented to this Con- 
ference will reveal that 90 to 98 per cen 
of the children have dental decay. 

In Massachusetts the eight-year-old 
child has been surveyed this year and we 
find an average of eight cavities per child 
and two abscesses per child. The abscess 
is tl.» enc result of neglected decay and 
the thing leads to pedalogical conditions in 
ether organs of the body. This fs an es- 
tablished fact in the dental and medical 
relationsiiins now. 

The dental service in hospitals can give, 








first of all, ® consultation service with 
the medical staff on the hospital] cases to 
determine whether there is any possible 
dental or oral involvement that might 


account for the condition of the patient. 


Another important service that can be 
done is the care of the mouth a pre- 
liminary sieov to major operatic where 
@ general anesthetic is given in order to 
minimize the possibility of pneumonia fol- 
lowing the anesthetic. ~\ 

In addition to this, the attent 
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emergency way to bad mouth iditions 
can be given. in order to help the pa- 
tient toward health. 

The profession of dentistry is soon go- 
ing to ask, I am convinced, that child 
that nes multiple extractions under an 
anesthe should be hospitaliz 1 order 
that he ay get the advantages a hospital 
gives in the care before and after an op- 
eration 

To illustrate the possibilities of dental 
service and dental health in the re of 
sick chi 1, Iam going to quate to you 
a case from Illinois, where a child of 
three and one-half years of age was pre- 
sented o the attention of a visiting den- 
tist. The child could not sit or stand 
alone. His hands and arms were all con- 
torted with arthritis. The expression on 


his face was scarcely human. There was 
no light in his eye of intelligence, of in- 
terest in the world at large. Examination 
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of the mouth revealed abscesses the 
necessity for extraction. The entire max- 
illa was relieved of the broten-down 
teeth. All the posterior mandibula teeth 
were removed. There was an nediate 
improvement to a degree on the removal 












































































of these infections. 

There was another problem presented 
by the irritation of the front te< strik- 
ing the it palate. This was met by the 
insertion of a smal] rubber plate in the 
maxiila. There was still furthe ef be- 
cause that gave a bit of fu n. My 
friend, In Willett, proceede further 
than that and we provided that child 
with a full upper set of porcelain teeth 
and a lower set in part. 

A comparison of the origina] picture 
of that child with a picture taken two 
months ‘r, during which ix he 
gained n pounds, showed rk- 
able and marvelous change on the high- 
way to 1. A recent portrai aken 
two and one-half years after the era- 
tion showed the child nearly well, a 
bright smiling face, color in his face, a 
snap in } eye. and he has been dragged 
from > brink of the grave by dental 
attention ve largely. That is part of the 
thing dentis can do in this effort for 
health. ‘Applause.) 

CHAIRMAN ABT: Dr. Robe Bayley 
Osgood continue the discussion 

DR. OSGOOD ‘Boston): Mr. Chairman, 
Ladies and Gentlemen: Dr. Grulee’s re- 
port covers h ground and is most 
helpful and informing. We find ourselves 
in agi with all the recomme 
tions wh » has made 

We wisl had made one more This 
might be a larger number of Chil- 
dren’s Ho Is should be organised into 
General C ren’s Hospitals, using the 
word general in its most inclusive nse. 
There is reat advantage, it scems to 
us, in ha a sufficient number ds 
in Children’s Hospitals tc ke p 
the conduct of active medical, su ral, 
orthopaec neurological, otolaryngologi- 
cal, Roe: nological, physical th 
laborato and Social Service Depar 
ments, and an Isolation building f 
care <¢ ldren suffering from contagious 





diseases 
More General Children’s Hospitals Needed 














hose of us who have been ected 

with such Genera) Children’s 
realize ow much more adequate, i 
gent, and I believe we may say e¢ 
cal, cai given to childr: 
these j Only such ho 
offer the muc 1eeded opportunity 
satisfactoi education of medical stu- 
dents in the new pediatrics which con- 
Siders the child a whole and str 
induce practitioners to recognize the 
ical, surg orthopaedic I 0) 
and oto! ological aspects of the 
in relation to his health and well-b¢s 

Transpo. ion, as Dr. Grulee ha 
has beco relatively simple, and wh 
is pro! n gener he suggest 
fewer and lamger hospitals « d ren 
a better vice to the publi than 





number ¢ iall hospitals, it seems 

























that General Children’s Hospitals repre- 
sent almost a necessity While there is 
undoubt a great and alarmi! over 
supply of nerally trained nurs 
own loca and apparent); 
the country, the supply of 
trained pediatric nurses is wi 
fully in yuate, Or General Child en's 
Hospitals can provide the we ded 
training which the pediatric nurse should 
receive 

We believe that such hospitals may 
expected toc ribute more to pedi 
and to con nd a higher grade of 
fessional -e than the average 
dren's Ser in a General Hospital ad- 
mitting both adult and juvenile patients. 


The la 
larger staff 
likely to oy 
the childrs 
with Dr. Gri 
dition in 


iber of adult cases and t 
which they necessitate a 
srshadow the importance of 
service. We do not agree 
2 that the orthopaedic con- 
General Hospitals is not as 


ger tr 














serious as with the pediatric staff, though 
its problems may involve fewei ases. 
Much of the orthopedic work as he says 


is done by the general surgeon and this 
is one of the reasons he advances for the 
lessened seriousness of the situation. To 
me this seems to increase the seriousness 
of the situation, and this I say holding 
the general surgeon in greatest respect. 
When I was in charge of an Orthopaedic 
Service, in a General] Hospital, whose gen- 
eral surgeons represented the hig 
grade of skill. we were almost embar1 
by the number of cases which 
eral surgeons were eager to place under 
the responsibility of the Orthopaedic 
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partment. There was unusual good fel- 
lowship to be sure, but there ought, al- 
ways to be such understanding. ere 
there is casual interest and incidental ex- 
perience on one side, and acute interest 
and mature experience on the other, given 
comparable mental alertness and skill 
on both sides, acute interest and mature 
experienfe should be able to give the 
better service to the patient. We believe 
that orthopaedic surgery is faced with as 
serious a condition as pediatrics in the 
general hospitals. but that when this sit- 
uation is as clearly visualized as Dr. Gru- 
lee has visualized it, the remedy is at 
hand. We are grateful to him for saying 
that it is desirable that orthopaedic sur- 
gery receive its due attention in the com- 
position of the hospital staff, and that 
it is deplorable that such a smal] per- 
centage of the hospitals accord such rec- 
ognition. 


Orthopedic Hospitals 
Dr. Grulee remarks “that very little 
need be said about the orthopaedic hos- 
pitals of the country.” I hope he does not 
mean that the least said the better. Fifty- 
six hospitals devoted to one branch of 
children’s diseases is a considerable num- 


ber, and they ought to be rendering an 
important service. I am sure that they 
are not rendering as much service as if 
they were larger General Children’s Hos- 
pitals, but as an explanation, if not as 
a justification, for their existence we would 
remind you that orthopaedic surgeons 
have been faced and are still faced by 
the serious problem of the orthopaedic 
crippled child. I have intimate knowledge 
of only one group of such hospitals for 
the orthopaedic crippled child, 15 in num- 
ber. These are scattered throughout this 
country and in Canada and are entirely 
supported and conducted by the Masonic 
Order of the Shrine and a few by other 


Masonic orders. They receive only en- 
tirely charity cases without regard to 
race, creed, or color. Several of these 


were Organized as small mobile units in 
Honolulu, Winnipeg, Salt Lake City. and 
Lexington, Ky., in connection with‘ al- 
ready existing hospitals. It was expected 
that when the crippled child preblem of 
these communities was in a fair way of 
solution the unit would move on to an- 
other needy community. But the supply 
of the locaf cripples has never been ex- 
hausted, and all the larger Shrine hos- 
pitals, in several instances of Over 100 
beds, have waiting lists for admission run- 
ning into the hundreds. Their useful- 
ness continues to be g t. They are gen- 
erously but not extravagantly adminis- 
tered. They are splendidly staffed by full- 
time or half-time well-salaried orthopaedic 
surgeons, and are being utilized as teach- 
ing hospitals. This great charitable serv- 
ice of the Shriners’ hospitals deserves 
mention 

We congratulate Dr. Grulec 
emphasis which he places on Med 
cial Service as a necessity 
and efficient endeavor. In 
Children's Hospital we believe that the 
Social Service Department may well be 
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al So- 
humane 


General 
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conducted as a separate department re- 
sponsible to the hospital superintendent, 
a committee of the staff and tot Board 
of Managers. The need for al serv- 


urological 
of a Gen- 


ice is quite as acute in the n 
and orthopaedic department; 











eral Children’s Hospital as in the pedi- 
atric department. It exists in the sur- 
gical departments and in all other de- 
partments. Coordination of its work by 
a director, and assignments to various 
departments of workers specially conver- 
sant with the needs of the different de- 
partments has furnished outstanding serv- 





ice in the General Children Hospital 
with which I am connected. 


The sub-committee on Orthopaedics and 


Body Mcchanics, is naturally most in- 
terested in what Dr. Grulee says con- 
cerning Posture Clinics. We agree that 
the need for such clinics is not generally 
acknowledged. We hope that the investi- 
gation which the sub-committee dealing 
with Body Mechanics has been making 





may lead to a 

of this need 
Pilled with enthusiasm for the subject, 

we can hardly be expected to agree with 


more general recognition 





him, that what he considers to be the 
conservative attitude of orthopaedic sur- 
geons because of their lack of close as- 
sociation with preventive medicine, is 
probably responsible for the existing lack 


of interest 

The first strong advocate of good body 
mechanics and correct posture was Audry, 
the aged dean of the Faculty of Medicine 
in Paris nearly 200 years ago. When he 
was 80 years ok. he successfully defended 


\ 


his thesis entitled, Orthopaedia, holding 
that most of the ills of childhood arose 
from body machines which were mal- 


aligned. and could be prevented by train- 


ing in correct body mechanics. Thus the 
very Origin of orthpaedic surgery was in 
preventive medicine. 

Since Audry’s time the voices crying 
most loudly in the wilderness of neglect 
have been voices of orthopaedic surgeons 
with an occasional most welcome pedi- 


atric and surgical voice chiming in. 
Pediatricians Should Help 
We are most eager to nave a pediatric 


chorus drown out the orthopaedic voices, 
and take over the training of their charges 
in good body mechanics and in the cor- 
rection of poor body mechanics. with per- 
haps an occasional bit o. help on the sly 
in methods and apparatus from the ortho- 
paedic surgeon, to whom most of them, 
as Statistics show, now refer their cases. 
They should not do so. They should equip 
themselves to give this instruction, But 
they must see to it that this equipment is 


thorough. It is not a simple task, but 
more intensive preventive education in 


the Medical Schools may do it. Then 
the wilderness in which we have been 
crying will become a garden of children, 
for indeed body mechanics should begin 
in the kindergarten, 

We again wish to thank Dr. Grulee for 


his far-reaching report and his wise rec- 
ommendations. (Applause.) 

CHAIRMAN ABT: The next report will 
be on “Convalescent Care,” by Dr. Adrian 
V. S. Lambert, chairman of the Execu- 
tive Committee on Convalescence, Welfare 
Council of New York City. (Applause.) 


Cenvalescent Care 


DR. LAMBERT: Mr. Chairman, Ladies 
and Gentlemen: The Committee on the 
Convalescent Care of Children present the 
following report which consisis of two 
parts: First, a statement of the present 
conditions and what is being done in con- 
valescent care for children; second, a pres- 
entation and discussion of what, in the 
opinion of the committee, should be done. 


As considerable confusion already exists 
in regard to the significance of the term 
convalescence, and as there is a grave 
danger that this question will become 
still further complicated rather than sim- 
plified, due to the ever-widening interest 
in preventive medicine, we shall define 
convalescence as used in this report, as 
follows: 

Convalescence is that period following 
an attack of iliness during which an in- 
dividual is unable to return to what would 
be for him a normal routine of life, and 
during which he does not require the 
constant, thoughtful supervision of a phy- 
sician, and it implies that he will be able 
to return to his normal life, if relieved of 
life’s burdens, after a reasonable period of 
time. It should be especially noted in 
this connection that no fixed period of 
time is stated, as this will vary with the 
particular individual and not necessarily 
with the nature of the particular malady 
he may have had. It should also be noted 
that the normal routine of life will vary 
with each individual’s personal capacity. 

The large majority of cases requiring 
the facilities offered by the convalescent 
homes present no problem, and it is 
only among the border-line cases that 
difficulties are encountered. These diffi- 
culties have given rise, at times, to severe 
criticism of these institutions, and have 
resulted in an _ antagonistic attitude 
toward convalescent care on the part of 
referring agencies and physicians. The 
fault can be laid at the door of each 
element in the situation—on the conva- 
lescent homes because they receive cases 
without careful discrimination in regard 
to whether they are equipped to care for 
these important cases; on the part of the 
referring agencies because of ignorance 






of the true nature of the case; on the 
physicians because of their failure to re- 
alize t the case is not convalescent or 


from their lack of information in respect 
to what service the homes can render or 
their failure to make clear just the care 
which is needed. 

This situation is well illustrated by the 
cardiac and neuromental group of cases, 
many of which. although at the time they 
do not appear acutely ill and seem to have 


recovered from their attacks, may still 
require the expert professional care of a 
physician. Such cases do badly in the 





alescent home, and should be 
ition which might be desig- 
spital for the subnormal or 


general ¢ 
in an instit 
nated as a he 








mildly ill We have not employed the 
word chronic. as we wished to avoid a 
new controversy as to when a case is 





chronic, and hope to eliminate the ques- 
tion of time from the convalescent care 
field because we are convinced that this 
time element should be made as elastic 


as possible and that convalescence should 
not be measured in days, weeks or months, 
but judged on the progressive improve- 
ment in each individual case. 

Convalescent care in children must be 
approached from a different angle from 
that in adu!ts, because it presents certain 
distinctive features. 


What Is 








Being Done 








In order to form an estimate as to what 
is being done for children in the field of 
convalescent care, a questionnaire was 
sent to 1 institutions listed as conva- 
lescent hom Replies were received from 
101 homes, and this report is based on an 


analysis of th data. We cannot allow 
this opportunity to pass without express- 
ing our Si re thanks to homes which 
have cooperated with us, and to extend to 
them our sympathy and our apologies for 
having annoyed them with anoth ques- 
tionnair yur excuse for having done so 
being that there seemed no other way to 
obtain the information. 
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The inst 1s are distributed widely 
over the country and are, as might be an- 
ticipated, most numerous in and about 
the more densely populated areas, notably 
in New England, Middle Atlantic, and East 





divisions. 
there are 


North Central 
however, that 


It is significant, 
large areas in 





which no such thing as a convalescent 

home exist This would seem to indicate 

that the value of convalescent care in chil- 

dren is not as fully appreciated as it 
10uld be. 


The homes are located in about equal 
proportions in cities, towns and suburban 
areas, and in the country. As a rule, 
however, their immediate surroundings 
are such as to afford sunlight, fresh air, 
and adequate space, although in a few 
instances having small areas. On the 
whole it appears that the institutions ear- 
ing for a number of children in a group 
are judiciously situated. 

The character of the buildings in which 
a number of children are housed and 
cared for is an important matter, and 
should receive most serious consideration 
by everyone interested in the work. Every 
institution which receives a child is per- 
sonally responsible for its safety, and 
should take every reasonable precaution 
looking toward this end. One of the fun- 
damental precautions is concerned with 
the fire hazard. There are 46 homes, hav- 
ing facilities for 3,218 children, whose 
buildings are not fireproof. Seven of these 
report various precautions against possible 
fire danger; e. g., outside stairways, iron 
fire escapes, one-story pavilions, one or 
two buildings not fireproof. It appears 
from these facts that certain institutions, 
which gather together and. care for a 
number of children, consist of buildings 
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of an inflammable nature. This is con- 
trary to the present-day ideas of safety. 
These homes are assuming an unwarrant- 
able risk, and in case of a catastrophe 
would subject the institution to merited 
and severe criticism. 

In this criticism the foster-homes have 
been excluded, on account of the very 


nature of the service rendered. It seems 
that no unusual risk is assumed in placing 
a child in a home of nonfireproof con- 
struction, as most of the people in the 
country live in such buildings, and we 
do not feel that anyone would be justly 
criticised if an accident occurred. 


Study of Homes 


The matter of the number of months 
in the year during which an institution 
remains open involves the fundamental 
conception of what is convalescence. We 
shall defer the full consideration of that 
question at this time, and will deal with 
it in a later portion of this report. But it 
is a significant fact that 16 per cent of 
the homes are open onjy during the Sum- 
mer months, while 84 per cent are open 
during the entire year. This suggests the 
possibility that there is a confusion in 
the minds of many between true conva- 
lescent care and fresh-air Summer vaca- 
tion activities. This question is not a 
purely academic one, for in attempting 
to estimate whether adequate facilities 
for convalescent care exist one might be 
misled by a simple enumeration of the 
number of beds in institutions denomi- 
nated convalescent institutions. It in- 
volves in great measure the question as 
to how we should consider anemia, mal- 
nutrition, underweight, and fatigue inci- 
dent to school activities. There is no 
doubt that these children are benefited 
and rehabilitated by a stay in the coun- 
try. But are they recovering from an 
attack of illness? 

We have recorded 6,858 beds available 
for convalescent care of children, which 
includes both the homes open all the year 
and those open during the Summer 
months. There is one very interesting 
organization in the Middle West, which 
apparently is trying to meet both needs. 
During the four Summer months, June 
to September, it operates as a recreation 
camp; October to May as a “Health Camp.” 
From the number and type of cases cared 
for and the number of days’ treatment 
it appears that this institution supplies 
true convalescent care, when the children 
are at school and the need of fresh air 
activities are not urgent, thus utilizing 
the plant 12 months in the year. 

The institutions vary considerably in 
size, the average having about 60 beds. 
This latter figure seems to represent the 
number of children which can be cared 
for by one executive staff, representing 
overhead. Much of an increase over this 
entails a reduplication of units and so 
increases the expense disproportionately, 
unless the number of children is about 
doubled. : 

The admixture of children and adults 
has been found to be inadvisable, as one 
group often annoys the other, and the 
problems and care are peculiar to each 
group. In the institutions caring for both 
adults and children they usually recognize 
this fact and manage the children in a 
more or less isolated unit. Sixteen per 
cent of the homes devote over half their 
space to children, and 66 per cent take 
children only. 

The homes which admit children under 
two years and those which do not accept 
them are about equally divided; 51 per 
cent of the former, 49 per cent of the 
latter. 


Twenty-two thousand one hundred and 
forty-one children were cared for in 95 
homes during 1929. Twenty-seven per 
cent of the homes are affiliated with 
hospitals, while the remainder are not af- 
filiated with any other institution. This 
makes it possible for any member of the 
medical profession to obtain convalescent 
care for this patients. It is a fortunate 
condition. It shows, however, how limited 
is the appreciation of the value of con- 
valescent care among those in charge of 
our hospitals. It would be interesting to 
know how many hospitals have con- 
valescent homes affiliated with them. The 
number must be small indeed. When one 
considers how much less a convalescent 
case can be cared for than a _ hospital 
case, with all the elaborate overhead which 
this latter implies, it would seem as though 
our hospitals might enlarge their useful- 
ness by employing convalescent care to a 
greater extent. Many of us who have 
been closely affiliated with an active 
hospital service know how often a true 
convalescent is kept in the hospital occupy- 
ing a bed at $4, $5, $6 or even $7 a 
day who might just as well, and often 
to his advantage, be in a convalescent 
home at $2 or $3 a day. 

Special Forms of Care 

It has become increasingly evident that 
‘certain types of cases require special 
forms of convalescent care. 
and careful studies by physicians inter- 
ested in the subject have enlarged our 
knowledge of these problems. At present 
there are homes devoted exclusively to the 
care of orthopedic and cardiac cases, also 
to those surgical cases requiring simple 
dressings. Many of these institutions 
might better be classed as country 
branches or hospitals for the care of the 
handicapped child. Their activities are 
not strictly convalescent care. They are 
eminently useful and fill a place in the 
care of children which is worthy of uni- 
versal support. Eighteen homes specializ- 
ing in these four groups are represented in 
our list. There is also a group of cases re- 
quiring convalescent care, namely the 
children who have been exposed to tuber- 
culosis but who. show no definite signs of 
the disease, the so-called “non active con- 
tacts.” Most homes refuse to accept such 
cases, probably with propriety. More 
facilities are need for such cases. There 
appears to be a woeful lack of facilities for 
the care of diabet.c children who have 
to be on a strict diabetic regimen, al- 
though convalescing fiom sme intercur- 
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rent malady. The same is true in respect 
to the neuromental group and the choreic 
child. It is unwise to mix these cases 
with normal children. At least half the 
homes state that they receive asthmatic 
children. This subject is a fruithful field 
for study, as there is at the present time 
wide divergence of opinion as to the value 
of their residence in the ordinary home 
which receives this type of child. 

At times it is difficult to place a con- 
valescent nursing baby in a home with- 
out separating it from its mother, as only 
11 homes receive such mothers with the 
baby. There would appear to be a lack 
of facilities for such cases, as the average 
number of accommodations is only 12. 

There are at present inadequate facili- 
ties for the convalescent Negro. Forty- 
eight per cent of the homes do not admit 
them at all, 24 per cent to a small part 
of their capacity, and 19 per cent state 
they have no limit. Testimony as to 
whether it is desirable to mix the two 
races during convalescence is somewhat 
divided, but there appears to be a pre- 
ponderating sentiment that it does not 
work out well. One home has attempted 
to solve the difficulty by taking Negroes 
exclusively for certain periods of the year 
and refusing them at other times, which 
really does not solve the question at all. 
It is an activity in our problem which 
might with advantage be seriously con- 
sidered by those interested in aiding that 
group of children. 

There are three homes which specialize 
in the care of children afflicted. with 
vaginitis. This has become necessary, as 
most homes refuse to accept them. 


Inasmuch as children are prone to 
epidemics of various contagious diseases 
and also contract many acute diseases to 
which adults are not especially susceptibke, 
it is wise to have a group of children 
most carefully watched for the first 
symptoms of such maladies. In most 
institutions some form of quarantine is 
declared and maintained at the outbreak 
of these diseases. Ninety-four per cent 
have some form of visiting medical staff 
available and most of them are visited at 
least once a week. This varies greatly, 
however, and there are a few homes which 
have neither a resident staff nor an at- 
tending physician. Some have only an 
attending staff which makes desultory 
visits when summoned, while others have 
both resident and attending staffs with 
every known form of specialist. A child 
during convalescence should receive the 
careful attention of a physician and this 
duty should not be delegated to nurses, 
trained attendants or volunteer workers 
or matrons. This lack of supervision by 
a physician gives rise to many of the 
difficulties of the homes, and to much of 
the dissatisfaction on the part of the re- 
ferring agencies and the doctors. A 
weekly visit of inspection, not simply a 
perfunctory call, should be made by a 
physician on every home which cares for 
a group of children. In the larger homes 
a daily visit should be made, as all chil- 
dren do not progress steadily and satis- 
factorily. 


Type of Personnel 

There is a wide divergence in respect 
to the type of those who give the actual 
care to the children. In most of the 
homes a trained nurse is in charge and 
in the majority a certain proportion of 
those caring for the children are trained 
nurses. Some homes, however, have no 
trained nurse connected with them, and 
a few have neither trained nurse nor semi- 
trained nurse nor trained attendants. It 
is true that a group of children receiving 
convalescent care do not require the serv- 
ices of a large percentage of persons in- 
tensively trained in the details of the care 
of the sick, but every institution should 
have a certain number of those so quali- 
fied. In considering this question, how- 
ever, we must bear in mind that we are 
not running a hogpital and not lose sight 
of the financial side, for it is proper and 
desirable to give convalescent care at a 
lower cost than hospital care, and it is 
possible to do so and still maintain a 
high standard of excellence. 

In 24 per cent of the homes a trained 
dietitian plans the diets, while in the 
others this is done by the superintendent, 
a nurse, a doctor and nurse, or the matron. 
There are very few homes equipped for, 
or willing to take, cases requiring special 
feeding. More facilities should be pro- 
vided for the care of such children. 


All of the homes, except one, have pro- 
vided recreational facilities for the chil- 
dren. These present wide variations, but 
all are evidenced by a thoughful considera- 
tion of this important element in child 
convalescent care. In all but two of the 
homes these activities are carefully super- 
vised; some by people especially trained, 
others by the nurses or attendants. The 
impression is gained that a determined 
effort has been made, and successful, too, 


” to carry on this part of the work. 


In over half of the homes school facil- 
ities are provided, and in 60 per cent of 
these the work is in charge of a public 
school teacher. This provision is espe- 
cially important as it is closely correlated 
with the question of how long a child may 
remain in the home. 

The most recent ideas in regard to plac- 
ing a time limit on the period of con- 
valescent care have become more and 
more crystallized. It is now felt that the 
homes should not place any such limit, 
but determine each case on its merits. 
Only 25 per cent of the homes at present 
place any time limit. A few still con- 
tinue the obsolete idea that two weeks is 
sufficient, but fortunately their numbers 
are rapidly decreasing. 

As most of these institutions receive 
cases from any source, they quite properly 
require a medical and social history of 
each case prior to admission. Without 
such data it would be impossible to carry 
on the convalescent care intelligently. In 
actual practice it is often difficult to ob- 
tain these facts. Oftentimes a home is 
severely criticised for refusing a case be- 
cause insufficient information is given. It 
may be a chore at times to fill out the 


application blanks, but on mature thought 
everyone must realize how necessary it is 
from the standpoint of the home for its 
protection, and how helpful it must be 
from the standpoint of the child. Most 
of the homes also keep a record of the 
child during his stay. The large majority 
examine the cases before admission, inde- 
pendent of any previous examination by 
the referring agency. This has become 
almost a universal practice,,because often 
an appreciable time may have eiapsed be- 
tween the date of application and that of 
actual admission. It is a wise precaution 
to prevent the admission of any case which 
might have developed some contagious dis- 
ease during this interval. 

Only about half of the homes send a 
report of the child's condition on discharge 
to the referring agency. This should be- 
come a universal practice in order to 
bridge a possible gap in the administra- 
tion of the child’s welfare. 

What Should Be Done 

We offer these suggestions cn what 
should be done in a spirit of construc- 
tive criticism. We appreciate cecply the 
efforts that have been made to offer the 
advantages of convalescent care to the 
children. Many of the homes are doing 
excellent work; others, possibly less for- 
tunate from the financial standpoint, are 
doing as well as they can under the cir- 
cumstances; and it is our wish and hope 
that these suggestions may raise the 
standards of all to a high level. This will 
result only if the report is taken in the 
spirit in which it is written. If it is used 
by those actively engaged in the actual 
work to draw the attention of those fi- 
nancially responsible to their possible 
shortcomings, it is hoped it will lead to 
improvement. Recommendations toward 
carrying out a program as to what should 
be done are based on considerable prac- 
tical experience and study of the existing 
convalescent homes. We hope to focus 
the attention of everyone on the im- 
portance of convalescent care, and from 
discussion to gain valuable information 
looking toward the formulation of a def- 
inite program of improving the character 
of the service rendered and increasing 
the number of those making use of con- 
valescent care. 

Any consideration of convalescent care 
in children should be approached from a 
somewhat different angle than that in 
adults, because it presents certain dis- 
tinctive features. 

1. Economic. The child is rarely, if ever, 
an important element in the economic 
maintenance of its home. Therefore there 
is always a place to which it can return 
from a hospital and receive care. Whether 
the home is the best or even a proper 
place in which it can advantageously con- 
valesce, can only be determined by an 
intimate knowledge of the condition of its 
home surroundings. This can only be 
ascertained by a personal inspection of 
home surroundings which is usually con- 
fided in hospital work, as opposed to 
private practice, to some social service 
agency. No doubt this accounts in great 
measure for the lack of interest on the 
part of many physicians in the work of 
the convalescent homes and their failure 
to make greater use of their facilities. In 
many instances if they stopped to con- 
sider the crowded conditions and cramped 
quarters of the home, the multifarious 
duties of the mother with numerous chil- 
dren and the lack of opportunity for rest 
periods in such surroundings, more phy- 
sicians would insist on a child being re- 
ferred to one of these institutions. The 
failure on the part of the physician is due 
in great measure to the necessarily im- 
personal relationship that exists between 
him and the child. It is difficult to see 
how this could be otherwise, but it should 
be corrected as soon as he fully realizes 
that his responsibility does not cease with 
the recovery of the child from an acute 
Stage of an illness. If the same con- 
sideration were given to his hospital cases 
as is extended to his private practice this 
discrepancy would no longer exist. If the 
physician would take the time and trouble 
to inform the social service worker as to 
what he considers should be done in each 
case, as he does the family or mother in 
private practice, most of the present mis- 
understanding would disappear and the 
referring agencies could place their cases 
more intelligently. 


Limitation of Homes 

2. Specialized Homes. Much of the 
criticism of the convalescent homes and 
much of the discontent with the results 
obtained. is directly due to the failure on 
the part of the physician to appreciate the 
limitations of these homes and because he 
does not consider carefully the particular 
needs of each individual child. The homes 
are also responsible in some measure for 
being willing to receive cases for the care 
of which they are not equipped. In some 
localities this has begun to be realized 
and has resulted in the establishment of 
specialized institutions. This is a develop- 
ment in the right direction, as it em- 
phasizes the importance of considering the 
particular requirements of each child. 
This is notably the case in regard to the 
cardiac cases. Some of these homes par- 
take more of the character of institutions 
or hospitals for the subnormal or handi- 
capped child than true convalescent 
homes. Their work requires constant, 
careful supervision by a physician, and 
consists more of rehabilitation than of 
convalescent care. Another type of such 
institution is represented by those devoted 
to the care of orthopedic cases. These are 
really country branches in which the treat- 
ment of the child is carried on quite as in- 
tensively but amid more favorable sur- 
roundings. There appears to be a lack of 
facilities for the care of these specialized 
cases. Certain groups are inadequately 
represented, notably the diabetic and 
neuromental cases, while there is an ab- 
solute lack of facilities for others. These 
children do badly among a groun of more 
fortunate children not similarly afflicted. 
They are looked upon as peculiar and may 
be the subjects of ridicule, hath of which 
attitudes react badly on the individual and 
place at times a cruel burden on the child. 
It is nobody's fault in particular. It seems 
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to be an inherent characteristic of child- 
hood, a failure to realize how much we 
may hurt other person’s feelings—a poor 
sense of what is funny. 

The problem of the asthmatic child at 
present seems to be unsolved. There is 
such a wide divergence of views concern- 
ing the cause and nature of this affliction 
that the care of such cases appears to 
consist in the unscientific and unsatis- 
factory principle of trial and error—if a 
child does well, it is well; if he does not, 
then change his environment. We are not 
speaking of the children who present 
known allergic reactions, but of the cases 
which, despite all known treatment. con- 
tinue to have asthma. The regulations 
required to remove all possibilities of con- 
tact with deleterious substances are so 
multitudinous that the ordinary home is 
not equipped to carry them out, and the 
problem resolves itself into a specialized 
institution having the character of a hos- 
pital for further study. In our knowledge 
no such institution exists, and it would 
seem that there is a need for such an 
undertaking. 

The entire subject of malnutrition is 
a perplexing one, where there is a gradual 
gradation from the case of acute inan- 
ition, which requires expert medical] care, 
to the child who is below par on account 
of the ordinary wear and tear of life. 
The former should be in a_ hospital 
equipped with every modern facility for 
laboratory aid, nursing service, and spe- 
cial diet; the latter will recuperate in any 
of the camps or recreation centers com- 
monly spoken of as fresh air camps. It 
becomes a serious question whether or 
not the convalescent homes should allow 
themselves to be filled with children of 
the latter type. At times those children 
who require true convalescent care, and 
for whose benefit the homes are estab- 
lished, are excluded because the homes 
are filled with fresh air children. The 
question becomes acute during the Sum- 
mer months when the children are on 
vacation. We have raised this question 
not because we fail to recognize that these 
children need rehabilitation, but because 
we doubt whether the convalescent homes 
should be criticized for refusing such 
cases when they were established for and 
are interested in the real convalescent 
child. We believe this is properly a fresh 
air activity and should be recozrized as 
such. 

Another group of specialized homes is 
represented by the societies which care 
for babies in what are spoken of as foster 
homes. Among such societies the pioneer 
in this field is the Speedwell Society in 
New York. Its work is carried on suc- 
cessfully because it is constantly super- 
vised by competent physicians who spend 
the time and effort to visit the homes 
and inspect the children, and because it 
supplies adequate careful nursing. This 
type of service is admirable. There seems 
to be a dearth of such institutions. The 
care of babies and small inianis over 
prolonged periods appears to be more syc- 
cessfully carried out on this plan than 
in large institutions. It requires a most 
careful sup2rvision and a degree of watch- 
fulness that can only be undertsken with 
an efficient staff. But when ii is well 
done, it gives results which amply war- 
rant the amount of energy enéailcd. 

Buildings, Site, Equipmesi 

3. Buildings, Site and Equipment. It is 
as true today as when it was first stated 
that the time has passed when a chare 
itable person can rent a place in the coun- 
try, install a cook and a matron and be 
credited with having established a con- 
valescent home. Convalescent care has 
advanced a long way beyond that. and 
the questions of site, buildings, and equip- 
ment are most important. This is es- 
pecially true where children are gathered 
together in groups. Earlier in re- 
port this subject has been discussed, but 
we beg leave to emphasize again the ex- 
treme importance of the fire hazsrd. We 
feel it is better to care for ten children 
well, or to care for none at all. rather 
than to house a group of children in 
inflammable buildings; and we b-lieve it 
is unjustifiable to neglect ob: ious pre- 
cautions and to run the risk of repeating 
the horrible experience of the past of 
those responsible to provide ageinst such 
a contingency. There should be no com- 
promise on this question. We have spoken 
strongly, because we are deeply concerned 
so long as any possibility exists of repe- 
titions of such catastrophes. 

Much has been written on th¢ 
and many institutions have been built 
on modern lines, which can serve as mod- 
els for those interested in the deiails of 
plant and equipment. Under the cir- 
cumstances, it is unnecessary to burden 
this report with the enumeraiion of the 
many requirements of a model convales- 
cent home. 

4. Responsibilities. The management of 
convalescence in children’s homes entails 
a greater responsibility than in those for 
adults, great as the latter may be. This 
responsibility concerns constant. careful 
supervision, protection of the individual 
from his neighbors—not only in their so- 
cial relations but also in respect to con- 
tagion—their nutrition, education, and 
everyday activities. Each child must of 
necessity have constant care. This is gen- 
erally recognized, and provision made to 
this end. It has ben found by exp:rience 
to be unwise to group children of widely 
different ages, as in childhoos! a compara- 
tively few years makes a vast difference 
in their several capacities. It is best for 
them to have common activitie. This is 
true in regard to nutrition, arausement, 
recreation, and periods of rest. 

Medical Responsibilities 

Every home should have a medica! staff 
connected with it, whose dutics should 
include a weesty visit of inspection and 
who should be subject to call in case of 
any emergency. In the large homes a 
physician should make a daily visit 

The recognition of the early signs and 
symptoms of a contagious discase will 
often prevent the outbreak of a serious 
epidemic, and to rely wholly on nurses, 
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superintendents, or matrons for this serv- 
ice does not appear to be wise, as it places 
too great a responsibility on those who 
are not sufficiently qualified for the task. 
The homes must assume the responsi- 
bilities of the children under their care 
who contract, during their stay, some 
acute intercurrent disease, and must make 
proper disposition of such cases. At times 
discussion has arisen as to who should 
bear the expense of such a case and of 
its transportation to a hospital. It would 
seem fair that the referring agency should 
assume this expense if the disease is 
directly the outcome of the affection from 
which the child is convalescing, and that 
the home should assume the expense if 
the disease is one which is entirely dis- 
sociated from any previous illness. 


Before admitting a child many homes 
require that its teeth and tonsils be in 
satisfactory condition. This provision has 
been insisted on because of long experi- 
ence with children who arrive in such 
wretched condition in this respect that 
convalescence is materially interfered with 
and hampered; frequent instances of 
acute suppurative inflammatory conditions 
connected with the teeth having arisen. 
There is much to be said in its favor, 
though it may work a hardship in cer- 
tain cases. It does not seem possible to 
dogmatize in the matter, but an under- 
standing should be reached in each indi- 
vidual case. This situation, however, em- 
phasizes the importance of dental care 
in children and draws attention to its 
utter disregard in many hospitals. There 
is a lack of facilities for work of this 
kind, at least in most large centers of 
population. It presents many difficulties, 
as it requires the cooperation of ,the par- 
ents, who—if one may judge from the 
condition of their own mouths—are not 
impressed with its importance. Many of 
the homes which .insist on a satisfactory 
dental condition of all admissions feel 
that it may be used as a club over re- 
calcitrant parents. They are made to 
realize that on account of the poor con- 
dition of its teeth their child cannot re- 
ceive the needed care. 

Every home should provide facilities 
for recreation, amusement and play, and 
this should be carefully supervised, as 
this is best carried out as a group activ- 
ity. The segregation of the sexes is not 
necessary among the young children, 
while among the older groups it has been 
found advisable. The custom in this re- 
gard is to have separate sleeping quarters 
for the two sexes for children over five 
1d to maintain units independent 








years i 
in all respects for children over ten years 
of age 

There should be provision for educa- 
tion of ihe older children. This is appar- 
ently well recognized. 

If one considers convalescence as the 


period required for an individual to re- 
gain his health and strength in order 
to return to active life, it is self-evident 
that no fixed period of time can be ar- 
bitrarily set in which this can be ac- 
complished. It would seem as though 
manaezing boards of some _ institutions 
judged the value of the work solely by 














the number of cases they had cared for, 
and completely disregarded the results ob- 
tained. The larger the number, the more 


satisfactory the work. It is as absurd for a 
convalescent home to say we will care for 
every convalescent typhoid patient for 
two weeks, as for a hospital to say we 
will care for every typhoid case for eight 
weeks In certain cases such a period 
of time may be ample to complete the 
task and accomplish the desired end re- 
sult: in others the individual patient may 
require more. In the case of the homes, 
if they have inadvertently admitted a 
chronic invalid and not a convalescent, 
that case should be judged on its merits 
and proper disposition be made of it. The 
length of stay in all convalescent homes 
should be made quite elastic. No limit 
to the period of stay should be arbitrarily 
fixed, for this destroys the very essence 
of convalescent care. 








Central Admission Bureaus 

In large congested areas in which there 
are a considerable number of convalescent 
homes the difficulty of securing admis- 
sion for a case is often great. It may be 
necessary for a referring agency to call 
up several homes before finding a vacancy. 
This is time consuming, annoying and dis- 
couraging. Some homes may have a long 
waiting list of applicants while others less 
well known, though offering the same serv- 
ice, may be only partially occupied. Cases 
are constantly admitted to the homes, 
who are not adapted to their surroundings 
and who have to be returned to the re- 
ferring agency after only a short stay. 
This is an expense to the homes and 
works a hardship on the patient through 
no fault of his, and is often most dis- 
couraging to him. 

The homes and referring agencies should 
establish a central admission bureau where 
a daily census of available vacancies could 
be kept and where the type of case could 
be determined to minimize as far as pos- 
sible the chance of admitting a case to 
a home, the facilities of which are not 
suitable to his particular needs. 

We were surprised and discouraged that 
physicians and hospitals fail to recognize 
the importance of convalescent care, at 
the meagre facilities throughout the coun- 


try for rendering this serwice, and at the 
apparent confusion in the minds of many 
of the true nature of convalescence and 
the value of convalescent care. 

It is a cause of satisfaction, however, 
that a beginning has been made and that 
there are certain institutions managed 
along the most modern and approved 
lines. We feel that education of physi- 


cians, hospital managers, and the general 
public will eventually lead to the im- 
provement of the lethargy toward this im- 
portant activity. 


Conclusions 
1. Many physicians fail to appreciate 
the importance of convalescent care in 
their hospital work. More attention should 
be paid io this subject in medical educa- 
tion. 
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2. Hospitals should either provide fa- 
cilities for convalescent care, or establish 
liaison with existing convalescent insti- 
tutions. 

3. The problem of providing convales- 
cent care in small communities is very 
different from that in large cities. 

4. In small communities convalescent 
foster homes under proper medical super- 
vision is the more hopeful plan and has 
been proved successful and practical. 

5. There should be a realization of the 
differences between true convalescent care 
and fresh air activities. 

6. Convalescent institutions should not 
be expected to take children requiring only 
fresh air surroundings and good food. 

7. In large communities more institu- 
tions equipped for special classes of cases, 
e. g., diabetics, neuromental, should be 
establisheds, 

8. The facilities for convalescent Negroes 
are entirely inadequate and the matter 
should have serious attention, and more 
facilities be provided. 

9. The importance of the fire hazard 
should be universally recognized and steps 
taken to eliminate buildings where the 
fire hazard is unreasonable. 

10. Every convalescent home should have 
a competent and active medical staff. 


11. Visits should be made at the insti- 
tutions at regular intervals—ihe frequency 


depending on the type of cases cared for 
and the number of beds. In the larger 
institutions, 100 beds or over, visits should 
be made every day. The responsibilities 
of the medical staff should be more than 
the detection of contagious disease. 

12. Every child who seems ailing should 
be immediately isolated and should be 
seen within 24 hours by a member of the 
medical staff. 

13. The home personnel should be ade- 
quate. The size of this should depend 
upon the class of children received and 
their number, and sufficient trained help 
should be provided. 

14. Provision for convalescent care for 
children recovering from contagious dis- 
eases needs careful study and development. 

15. The dietary of convalescent institu- 
tions needs careful study and should be 
controlled by a nutritionist in large insti- 
tutions or by someone understanding mod- 
ern ideas of food needs. 

16. There should be no fixed time limit 
for stay. 

17. The failure of convalescent homes to 
notify referring agencies of results and 
condition at discharge, interferes with 
proper iollow-up of hospital cases. 

18. The is need for further facilities 
for the care of children with vaginitis. 

19. In the large centers of 
central information bureau : 
office should be established. 
tacilitate the placement of 
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duce the costs of convalescent care. 
(Applause.) 

CHAIRMAN ABT: The next paper, 
“Foster Homes for Convalescence,”’ Miss 


Mabel R. Wilson, Director of Social Serv- 
ice, Children’s Hospital, Boston. (Applause.) 

MISS WILSON: Mr. Chairman, Ladies 
and Gentlemen: The subject of convales- 
cence and foster home care is dealt with 
by another subcommittee. There are, how- 
ever, aspects of this subject that especially 
concern medical social worke 
should be considered here. We have in 
mind the discriminating use of such re- 
sources as a part of the projected medical- 
social plane for the patient, and also the 
lesponsibility of this group for helping to 
create such resources when they have evi- 
dence of their need. 

The replies from the 273 questionnaires 
sent to heads of medical social service de- 
partments concerning convalescent and 
foster homes show that the geographical 
distribution of these resources and the 
extent of their use seem to fall as follows: 

From New England and the Middle At- 
lantic States 928 children were placed in 
foster homes during 1929. These place- 
ments were made through 87 social service 
departments in 30 different cities. 

In the East and West North Central 
States 210 foster home placements were 
arranged through 39 departments in 21 














cities. 

In the South Atlantic, East and West, 
South Central, Mountain and Pacific 
States only 251 placements of this type 


were reported. Returns were 
27 departments in 17 cities. 
This made a total of 1,389 placements in 
foster homes made by 153 medical-social 
service departments in 68 c Ss. 
The number of children placed in foster 
homes during convalescence was undoubt- 


made from 





edly much larger than the figures here 
given, for several departments reported 


that they had placed children, but had no 
available statistics. Practically all of the 
placements made were arranged through 
public or private child placing agencies 
and 96 per cent showed adequate medical, 
nursing and social supervision. 


Further Returns on Questionnaire 

During 1929 9,810 children were placed 
in institutional convalescent homes. One 
hundred and twelve cities in 31 States re- 
ported on the availability of special in- 
stitutional convalescent homes. 

Ninety-seven cities reported 168 con- 
valescent homes available and 172 cities 
reported inadequate resources or a total 
lack of them 

Two hundred and fifty-seven hospitals 
with average bed capacity of 337 patients 
were included in these returns. For these 
hospitals convalescent homes were avail- 
able for 61 per cent. For 36 per cent 
there were no institutions available. 

The narrative replies showed that 
whereas the majority of convalescent 
homes had proved satisfactory it was felt 
that occupational, vocational and educa- 
tional activities during the convalescent 
period could be developed with profit. 

Of the 132 hospitals using foster homes 
87 also used institutional convalescent 
homes. Foster homes when used were re- 
ported satisfactory. , 

Forty-two hospitals—or 16 per cent of 
those replying—have neither foster homes 
nor convalescent homes available. This 
would seem to show a lack of appreciation 
of the value of such care. 
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Medical placement of children in foster 
homes according to these figures is most 
prevalent in New England. One reason 
for this may be that the use of foster 
homes rather than institutions for care of 
dependent children has been character- 
istic of social work for children in that 
area for over 30 years. 

The establishment of Social Service De- 
partments in Hospitals provided a method 
of ascertaining the patients who needed 
convalescent care outside their homes and 
through the interpretation of social con- 
ditions affecting the health of the pa- 
tient, the physician in many instances 
was better able to recommend the form 
of after-care which would be most bene- 
ficial. 


As far back as 1914 one medical director 
of a children’s hospital stated in an an- 
nual report that without careful consider- 
ation of the economic and family condi- 
tions under which many children live, and 
especially without consideration of those 
factors which predispose to disease or re- 
tard convalescence, successful results in 
the treatment of illness were often im- 
possible to obtain. 


For all groups of social workers home 
care for the Child when adequate is al- 
ways the first choice. Child ;’acing, how- 
ever, for one social reason or another is 
inevitable. Medical-social work by the na- 
ture of things has the problen. of social 
placement in preventive treatment or con- 
valescent after-care of the sick child. 


In the past social service departments 
finding it impossible to secure institu- 
tional care for all the convalescent chil- 
dren who were unable to receive proper 
aftercare ‘n their own homes called on 
child placing agencies to assist them in 
solving this problem. The difficulty in ar- 
ranging for institutional care was due in 
the first place to the fact that there were 
not enough special institutions and in the 
second place that because of specialization 
in age groups, sex, and medical types, it 
was impossible to provide for certain pa- 
tients. It was not the proper function for 
the hospital for acute cases to keep a child 
indefinitely and it frequently became nec- 
essary to send him home regardless of en- 
vironment to await a vacancy in an insti- 
tution, which sometimes occurred too late 
to be of any great benefit. 


All homes can not be improved quickly 
enough to make the child’s immediate re- 
turn from the hospital advisable and oth- 
ers can never meet his needs as long as 
he requires highly intelligent attention. 
The foster home is the substitute most re- 
sembling his own home and from that 
point of view should be considered. In 
convalescent care the individual needs of 
each child should be met. This is possible 
to a large extent when foster homes are 
selected with discrimination. The infinite 
varieties of demands may be met by an 
infinite variety of homes and great flexi- 
bility of treatment is possible with adapta- 
tion to changing needs. 


Essential Cautions 


Foster homes of the type desired within 
an area sufficiently limited to make con- 
Stant supervision possible must be sought 
with diligence and are often hard to find. 
Foster mothers should either have had 
nurses’ training or be naturally adapted to 
the care of convalescent children. The 
family situation in the home should be 
fitted to the special requirement. There 
should not be too many members to cause 
confusion and excitement and often there 
should be no other children in the home. 
Always there should be an absence of 
friction. Home finders with experience, 
initiative and persistence are needed for 
the work. Too often a task is left to in- 
experienced people and only within a few 
years has good foster home finding been 
recognized as the foundation upon which 
all effective placement must rest. 

The foster home is economical. In hos- 
pitals the cost varies from $5 to $9 a day; 
in convalescent homes from $2.50 to $3.50 
a day, and in foster homes from $1 to 
$2.50 a day. For children who are simply 
in need of the attention that should be 
given in every foster home $5 or $6 a 
week is often paid. There is saving in 
foster-home care because there is no fixed 
overhead cost (except for service) run- 
ning on. Homes are not used unless they 
are needed, an@ the board paid may be 
graded to meet the demands of the case. 
Board should be paid for medical cases. 
There are many demands upon the foster 
home which mean expense, and it is im- 
portant that the children’s agency should 
retain complete control of the situation 
by paying for service. If the child must 
be given free care, then either special 
funds should be raised or the child-plac- 
ing agency should furnish the service and 
finance it. The policy of free home- 
placing is ill-advised and impracticable. 

There are certain prerequisites for the 
success of fcster-home care Specific med- 
ical instructions should be given to the 
social workcr regarding treatment to be 
carried out in the foster home. Careful 
clinic check-ups should be arranged to 
determine the progress after placement. 
In this way it may be determined whether 
the foster home is adequate and the dan- 
gers of kecping the patient away from his 
home too long or returning him too soon 
may be avoided. 

A constant interpretation of the phys- 
ical needs and the medical importance 
of foster-home care should be kept be- 
fore the family and careful explanations 
to the child-placing agency of requisites 
for proper foster-home care for the spe- 
cific physical condition should be made. 
Careful interpretations of medical direc- 
tions should be given to the agency at the 
beginning of placement and during clinic 
visits, and any reports of medical signifi- 
cance received from the placement agency 
between clinic visits should be transmitted 
to the physician and further recommenda- 
tions given to the agency. 


Tests of Foster Home Care 


The ultimate success of foster - home 
care may be tested by: 

1. Physical recovery or satisfactory im- 
provement of the patient. 

2. Improvement in personality in cases 
of behavior problems. 
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3. Home attachments not weakened. 
4. Former obstacles to patient’s physical 
and social welfare removed. 

5. Adequate supervision of patient con- 
tinued by the hospital after placement. 

The foster-home care will fail if there 
is a lack of understanding by the foster 
mother of the physical needs of the pa- 
tient, resulting in inadequate physical care 
or if the placement is over too short a 
period. Difference in‘the social plane of 
the foster home and the patient's home 
is sometimes too great or there is some- 
times placement over too long a period. 
In either case there tends to be a weak- 
ening of the home attachment. The con- 
valescent care may be wasted if inade- 
quate supervision of the patient is given 
by the hospital following the child's re- 
turn home. 


Preventive medicine is constantly ad- 
vancing and for those of us who are do- 
ing social case work in hospitals it is im- 
perative to keep abreast of medical trends, 
particularly where there is a question of 
the placement of the child outside his 
own home for medical reasons. Do we 
wish to see more convalescent homes of 
specialized type established; or do we wish 
people to use those already in existence— 
not more freely, perhaps, but with more 
discrimination? Do we wish the child- 
placing agencies to define more clearly 
and more carefully what types of conva- 
lescent child need they are in a position 
to meet adequately? Should the hospital 
social worker try to make clearer why, 
from her point of view, there is need for 
flexibility in any child-placing program 
which involves medical placement? 

The problem is not one of placement 
in foster-homes versus special convalescent 
institutions, but rather it seems to me it 
is a question of the suitability of certain 
medical and social types for one or the 
other disposition and a more intelligent 
discrimination in dealing with these 
types; in other words, the present diffi- 
culty confronting both children’s agencies 
and hospital social service departments is 
the shifting of emphasis from certain 
medical types to others in cases where 
special placement is advised. If the hos- 
pital social worker can clearly define and 
present this situation it should be a chal- 
lenge to the children’s agencies in formu- 
lating the portion of their program deal- 
ing with plans for placement of medical 
children in foster homes. 


Reasons for Changes in Emphasis 


The reasons why these changes in em- 
phasis have come about are several: 

1. Changes in Medical Recommenda- 
tions. Pediatricians no longer recommend 
vague “convalescence at a nice home in 
the country.” They are more aware of 
the finer distinctions and have seen end 
results obtained from various resources 
over a long enough period to feel that 
certain of these resources are better than 
others for certain medical conditions. 

2. Discriminating Use of Resources. 
Over the last decade workers with chil- 
dren in hospitals and clinics have seen 
that the best medical-social results have 
followed a clear-cut scientific medical rec- 
ommendation for convalescent care. They, 
too, have learned to differentiate under 
what organization or social conditions this 
or that medical advice can be carried out 
and can help the physician or surgeon to 
make a decision as to the proper resource 
with far more intelligent discrimination 
than formerly. 

3. Cost of Medical Care. Economic ef- 
ficiency has tended to govern certain de- 
cisions, i. e., it is more effective to care 
for a group of children needing intensive, 
progressive heliotherapy in a. solarium 
which is properly equipped for sun ex- 
posure or with lamps. 

Longer after-care in bed for cardiac 
children is recommended, with the need 

*of educational and occupational activities 
along with the treatment. 

There is difficulty in finding atiequate 
foster homes within possible price range. 
Increased specialized demands increase 
the cost of care. The subsidization of 
these homes is undoubtedly a heavy bur- 
den on the children’s agencies who so 
freely bear the financial responsibility if 
parents cannot pay. 

Institutions for normal children are 
surely very questionable as balanced 
against foster-home care, but it has, per- 
haps, not been clearly recognized that 
modern institutions for convalescence or 
semimedical care have taken on a very 
new aspect. They should not be con- 
fused with old-time institutional facili- 
ties. These modern special institutions, 
through their well-established educational 
program and very personal individual at- 
tention, contribute to the character-build- 
ing side of the child’s life as well as pro- 
viding specialized medical care, a feature 
which children’s agencies have always 
quite rightly stressed. 

Where should the emphasis now be 
placed? If the ideal thing for a child— 
care in its own home—cannot be realized, 
it is obvious that convalescent placement 
is necessitated because of the combination 
of medical and social factors. 

In making a decision as to the type of 
after-care, i. e. whether special conva- 
lescent institutions or foster homes should 
be used the differentiation should be made 
after a careful consideration of medical 
and social data. 

In a children’s hospital the cases dealt 
with fall in general into two divisions. 

1, Ward cases for which convalescent 
after-care ssupplements hospital care for 
acute illness and which is of a curative 
nature. 

2. Out patient department cases where 
special placement is preventive rather 
than curative. 

A further analysis of specially placed 
ward cases covering a long period of time 
has brought forth some interesting dis- 
tinctions in convalescent placement rec- 
ommendations. This analysis, I again 
wish to emphasize, deals only with chil- 
dren who, for medical and social rea- 
sons, had to be placed for a period before 
returning to normal life. The recommen- 
dations made are a combination of the 
two elements. 

For children with rheumatic fever, poe 
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tential heart disease and occasionally 
chorea, who have had treatment in the 
wards of a hospital, the length of time 
when activity must be restricted is of ne- 
cessity long. The first choice in after- 
care ideally is in a special institution 
which will take children for care covering 
six months to a year, getting them back 
gradually to a less restricted activity un- 
til they are ambulatory for six hours a 
day or more and:providing educational 
and occupational facilities during the 
period. 

A second choice for this group needing 
bed care, is a small nursing unit carefully 
supervised by a child-placing agency. In 
such a unit, the foster mother should be 
a graduate nurse, whose home has a quiet, 
open situation while at the same time it 
is accessible to clinic facilities. 

Foster home placement is_ preferable 
for ambulatory patients or for children 
who are ambulatory for at least six hours 
a day—in many instances supplementing 
still further the care given by the special 
institution or the nursing unit. The 
medical control of these foster home 
cases should fe, I believe, whenever feas- 
ible, centered in a cardiac or pediatric 
clinic connected with the hospital which 
referred the case. This ensures contin- 
uity of medical care, the advantage of a 
cardiologist and the apparatus used in 
connection with the examination—the op- 
portunity of consultation service in other 
clinics if mecessary, and the advantages of 
readmission for ward care in Case of an 
acute exacerbation. 


The weakness in the nursing unit at 
the present time and one which makes it 
a less desirable substitute for the special 
institution is the lack of educational fa- 
cilities for children placed over a long 
period—and this criticism applies also to 
foster home care where school is not yet 
medically advised. It is conceivable that 
children’s agencies may be able to remedy 
this defect where it exists. 

For infants whose own homes are tem- 
porarily impossible, foster home placement 
practically without exception is desirable. 
This has been demonstrated beyond any 
conceivable doubt during recent years by 
our private and public child placing or- 
ganizations throughout the country, Prac- 
tically all infants by the time they are 
ready for foster home placement are well 
established in their feeding program and 
are ready to lead a normal home existence. 
They respond quickly to its atmosphere, 
when it is joined with intelligent inter- 
ested individual attention on the part of 
the foster mother, who must of course 
be of the type ready to accept and follow 
the instructions given in modern infant 
feeding and hygiene. 

The diabetic child has not to any great 
extent been placed in foster homes, but 
it is possible that he is essentially one 
for whom this kind of treatment would be 
beneficial in cases where the patient’s own 
home is not advisable or where a period 
of training for family and child is neces- 
sary before return. The foster mother 
undertaking the responsibility of the care 
of such a child must of course receive 
instruction in the weighing and prepara- 
tion of food and must understand the dis- 
ease and its manifestations. Is it not 
therefore obvious that one of the future 
challenges to the hospital social worker 
and to the worker in the children’s agency 
is the more effective and less apprehensive 
social treatment of the diabetic child? 


Children with marked malnutrition 
seem to do equally well in convalescent 
homes or in foster homes. Heliotherapy 
in certain instances is better available 
and more practical from an_ economic 
standpoint in the convalescent home. Fre- 
quently this care can be supplemented by 
a period of foster home placement with 
excellent results. These cases should not 
be confused with certain underweight, 
children for whom Summer vacations are 
beneficial. 


Orthopedic Cases 

We now come to the question of medical- 
social after-care of the large and impor- 
tant group of orthopedic cases. 

For tuberculosis of the spine, sanatorium 
care is best. The care of the plaster is 
difficult and there is also need of helio- 
therapy and frequent X-ray examination. 
Transportation of the child back and 
forth from a clinic is not desirable and it 
is considered much better and safer to 
have the whole process of after-care cen- 
tered in a special institution. This also 
applies to the other forms of bone tuber- 
culosis—for tuberculosis of the hip a long 
spica or brace necessitates immobility— 
and even with T. B. of the knees, ankles, 
fingers and toes the patients receive in 
addition to local treatment a general treat- 
ment along T. B. lines. Like the cardiac 
children, these patients are able to get 
careful” schooling along with their treat- 
ment. 


With congenital dislocation of the hip 
or hips, foster home care is desirable if 
the child’s own home can not be utilized. 
Eventually these children need physio- 
therapy and consequently must be within 
reach of the clinic—or at least placed in 
a@ locality where a community health or 
district nurse can visit to give treatment. 
Other than the care of the plaster there 
is no special difficulty except the time 
element. It is necessary for these children 
to be out of school for a year or so, but 
we have found that the condition is noted 
by parents and treated so early that there 
are few of school age. 

For cases of infantile paralysis foster 
home care is excellent if the home is near 
enough to the school. It must also be 
within reach of a clinic or a community 
health nurse because of the necessity of 
physiotherapy. 

With children who have the congential 
defect known as club feet, care of the 
plaster, frequent visits to the clinic and 
later physiotherapy are the important 
things .o consider when making a plan. 
Foster homes are perfectly adequate if 
they can bé obtained. It is very essential 
to remember that physiotherapy for a 
child with club feet as with congenital 
hips can be done after instruction by a 
reasonably intelligent persom—whereas 
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physiotherapy for infantile paralysis is a 
highly specialized treatment executed by 
specially trained persons. 

Cases of rickets find their best care in 
convalescent homes where heliotherapy 
can be secured. This is particularly true 
in Winter for children with active or post- 
operative rickets. o 

Fractures should go straight to a con- 
valescent home if after-care is necessary— 
as should osteomyelitis cases or any other 
post-operative surgical condition where the 
first step at least is continued bed care 
and need of dressings. 

I have purposely omitted any discus- 
sion of the psychiatric problems found 
im a general hospital for children. Let 
it suffice to say that many of these are 
foster home problems, including behavior 
problems where change of environment 
and training are needed, or certain minor 
habit difficulties which imply a need for 
improved mental hygiene. 

Two great problems of placement 
whether in foster homes or special institu- 
tions have confronted both hospital social 
workers and children’s agency workers for 
years anc still have mot been worked out 
to satisfactory solutions. 

1. The medical-social placement of the 
child outside his owm home is doomed to 
medical and social failure unless some 
consistent social case work in the family 
can be done during his absence to pre- 
pare the home for his return. I feel that 
this educational preparation sometimes 
falls through because of the lack of con- 
ference between the two groups to settle 
im each individual case where the re- 
sponsibility lies. ‘The situation is even 
worse when it is a question of institutional 
care. I fear that many hospital social 
workers send children to a sanatorium or 
other special hospital where there is no 
ome to take social responsibility and 
promptly dismiss the case simply because 
the individual patient is provided for for 
@ year or two, without taking into con- 
sideration his ultimate discharge to a 
still inadequate environment. This is 
wasteful for the hospital, the patient, and 
the special institution. 


2. There is just as great need for the 
thoughtful study amd discussion of the 
question of what should be done in cases 
of children whose backgrounds are so 
poor and whose mothers are so ignorant 
that a return to the home marks a loss 
of all the gain made during the period 
of special convalescent placement. 


Suggestions 

It might help if physicians, hospital 
social workers and children’s agency 
workers consider together more carefully 
what type of placement resource is the 
most effective for the patient—most prac- 
tical from an economic standpoint for 
the agencies—and most permanently satis- 
factory in medical-social end results. 


It might also be well if workers in chil- 
dren's agencies could acquire a little 
sounder background of medical informa- 
tion—not technical, but intelligently use- 
ful—and a little more accurate conception 
of the cost of hospital care and the com- 
plexities of a great medical organization 
striving to the best of its ability to relate 
itself intelligently to a community of 
which it has now become conscious. 


It would be of great value if hospital 
social workers on whom rests the responsi- 
bility of linking up the medical-social 
Placement of the child outside his own 
home, could train themselves to refer such 
miedical-social placement problems only 
when the situation has been considered 
socially and medically with the greatest 
care. This would. make for greater con- 
fidence in the value of such placements 
im the minds of the children’s agencies 
and a tendency on their part toward flexi- 
bility in accepting cases, as well as an 
increasing willingness to participate occa- 
Sionally in the frankly experimental pro- 
gram. (Applause. 

CHAIRMAN ABT: The discussion on 
“*Convalescent Care” will be opened by Dr. 
E. H. L. Corwin, committee on public re- 
lations, New York Academy of Medicine. 

DR. CORWIN (New York): Mr. Chair- 
man, Ladies and Gentlemen: With the ex- 
ception of two meetings of the American 
Conference on Hospital Service, this is 
the first representative national confer- 
ence to discuss the needs and problems 
of convalescent care. Hitherto, this sub- 
ject has not been considered important 
enough and sufficiently worth while to be 
dignified by recognition at important na- 
tional gatherings. ‘Thanks to Dr. Van 
Imgen and his Committee, it has been 
brought into broad daylight from its ob- 
security, and the masterful and statesman- 
like report of Dr. Lambert must have been 
a@ revelation to most of you. 

Not much can be added to what he has 
Said. I will merely emphasize certain of 
the points made by him. 

1. Although the country at large is over- 
hospitalized as judged by the extent of 
utilization there is very scanty provision 
for institutional convalescent care, less 
than one-tenth of the required beds, and 
there are exactly 24 States which do not 
have a single convalescent institution, 
fully 60 per cent of the available bed fa- 
cilities for convalescent care are set aside 
for children. This is due, no doubt, to our 
matural and ready responsiveness to the 
meeds of childhood as well as to the 
greater relative ease with which children 
could be gotten to a convalescent home as 
compared with adults. It is also due to 
the more marked response of children to 
the benefits of country convalescent care. 

2. Listed among the available convales- 
cent facilities are fresh air homes, open 
during the summer months when incidence 
Of disease is at its lowest ebb. These 
homes provide primarily opportunities for 
@ vacation in the country and opportunity 
to see trees, flowers, cows and calves. (I 
have just come from a meeting in Chicago 
where a doctor from Los Angeles re- 
ported that the City Board of Education 
Ciscovered to its surprise that a large pro- 
portion of the children of that city had 
mever seen a cow. ‘Thereupon, arrange- 
ment has been made to bring to every 
school a cow and two calves for the chil- 
dren to see.) 

Worthy as the fresh air homes are, they 





cannot be considered as an important ele- 
ment in the convalescent situation, al- 
though a goodly proportion of the children 
cared for during the customary two weeks’ 
period in the country are many who are 
malnourished or “delicate” as they are 
aften designated. 


3. There is a need in every community 
of a definite policy. for the guidance of 
the convalescent homes as to their ad- 
missions policy. Most of the homes are 
bombarded with applications for the ad- 
mission of children whom the hospital 
social workers or relief agencies desire to 
place pending family readjustments or 
during the mother's stay in a hospital] and 
other like situations. 


Then there are applicants who can be 
more effectively treated in out-patient de- 
partments than in convalescent homes. 
The experience of the Children’s Aid So- 
ciety of New York may be worth referring 
to in this commection. The several con- 
valescent homes maintained by the So- 
ciety were for a time swamped with mal- 
nutrition cases. They found out that the 
results with these children were not sat- 
isfactory because of the devitalizing effects 
of diseased tonsils and frightfully neglected 
teeth. At present, children are admitted 
only after these defects have been at- 
tended to. Educational work with igno- 
rant parents is often more important than 
a stay in a comvalescent home, and the 
results are more lasting. 


Admittance for Certain Tyes of Cases 


4. The medical profession has sadly 
neglected the problem of convalescence. 
Up to a few years ago, there was nothing 
in the literature of this country on the 
subject. The Committee on Public Health 
Relations of the New York Academy of 
Medicine is, so far as I know, the first 
and only medical body that has ever 
formulated standards relative to convales- 
cent care. These standards are tentative, 
to be sure, but they have helped very much 
to gauge the situation in our city and to 
reorient ourselves as to needs. The most 
helpful has been the clear-cut statement 
as to the types of cases which should find 
ready admittance to our convalescent 
homes, and these are: 

a. Children who have acute rheumatic 
fever, or any one of the zymotic diseases. 

b. Children who are 10 per cent or more 
underweight amd who have not gained 
under medical supervision and have no 
clinical evidence of disease. 

c. Special dietary cases such as nephrit- 
ics and diabetics, 

d. Nontuberculous respiratory infections 
which have not yielded to medical care, 
such as recurrent bronchitis, asthma and 
chronic fibrosis of the lungs. 

e. Cardiacs and choreics. 

f. Certain orthopedic conditions, includ- 
ing tuberculosis of the glands and joints. 

g. Severe intestinal disorders of infancy 
and preschool children, such as rickets or 
prolonged gastrointestinal disturbances 
which result in anemias. 

h. Certain cases seemingly resulting 
from environmental conditions and having 
probably a neurological status. 

To take care of a variety of conditions 
as above listed, more is required than 
merely a place in the country, as Dr. 
Lambert has so fercibly pointed out. The 
convalescent homes have not only a re- 
markable opportunity to hasten the ana- 
bolic processes of convalescence and to aid 
in the recuperative work of nature, but 
also to exercise a -lasting educational in- 
fluence and to be a positive and dynamie 
factor in disease prevention. 


What Facilities Needed 


5. Lastly, how much in the way of 
convalescent care facilities does a com- 
munity need? As Dr. Lambert has stated, 
the answer to this will vary with the 
character of the .community, its indus- 
tries, its housing conditions, the charac- 
ter of its population and the general eco- 
nomic level. What I would like to em- 
phasize, however, is that the demand for 
facilities of this type is even more elastic 
than the demand for hospital accommoda- 
tion. Up to a certain point, and par- 
ticularly with children, the demand can be 
readily expanded if the physicians, hos- 
pital social workers, visiting nurse asso- 
ciations and relief agencies should urge 
the people to avail themselves of proffered 
opportunities. 

In New York City we have approxi- 
mately 4,000 hospital beds for pediatric 
cases and somewhere around 2,000 beds in 
our convalescent homes. In other words, 
we have one convalescent bed for every 
two hospital beds, and the utilization of 
these convalescent facilities is very high, 
especially since we organized under Dr. 
Lambert's chairmanship a coordinating 
committee in connection with the hos- 
pital information and service bureau of 
the United Hospital Fund. 

In addition, the Speedwell Society, or- 
ganized in 1902, under the supervision of 
Dr. Henry Dwight Chapin, supplements 
these facilities amd has done an excellent 
piece of work om a very economical basis. 

For many of the smaller communities, 
foster homes may prove the most practi- 
cal solution of the problem, which has 
suffered much neglect in the past. This 
conference will no doubt give it its needed 
momentum. (Applause.) 

CHAIRMAN ABT: Dr. 
Mitchell. 

DR. MITCHELL (Cincinnati): Myr. 
Chairman, Ladies and Gentlemen: Up to 
this time, you have Keard experts on this 
subject; now you are going to hear a 
really interested auditor. I suppose your 
first reaction to this report is one of 
amazement and a good deal of admira- 
tion and a little bit of awe at the thor- 
oughness with which it has been done. 
It makes it difficult to discuss and a type 
of report with which it is impossible to 
disagree. 

Advice has been given which seems to 
me to be applicable. It is difficult to set 
down standards adaptable to every local 
situation. I think this report has brought 
out the fact that we all need some educa- 
tion on this business of convalescence. I 
hope one of the outcomes of this is going 
to be that it will be very widespread. 

I would imagine that most of us here 
now, even if we didn’t when we came in 
here, agree that convalescence is an im- 
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portant thing. I wish this report could 
be spread around to the people who yet 
do not realize what convalescent care 
means and the great need for it. I think 
we must educate communities to this need 
as well as supply this need. 

I was interested in the discussion of the 
different types of convalescents. I am 
wondering whether it is possible to group 
together in one convalescent home certain 
types of convalescents. Unless we do that, 
it sometimes is going to be economically 
impossible almost to get-separate homes, 
certainly in smaller communities. I am 
hoping that it is going to be possible to 
take care in one convalescent home of a 
number of these different groups; perhaps 
the orthopedic and the cardiac and so on, 

Of course, I don’t include in this gen- 
eralized group the mental or nervous Cases 
which I do believe must be put in sep- 
arate institutions or under some separate 
type of organization, 

One of the things that has been brought 
out here is malnutrition. I hope the 
homes are not going to standardize too 
much. I think if we could just use this 
illustration and think of it as a sympiom 
and not as a condition, we will realize 
that a convalescent home must give, just 
as any other institution or amy other per- 
son taking care of a child with malnu- 
trition, careful study to this. It isn’t a 
group problem. 

I want to say one thing about the site 
and character of the building. I think 
they should be in small units; that is, 
that the children can be taken care of 
in smail units and not thrown into one, 
big, open unit for the general care. I 
know very little about convalescent homes 
all over the country, but I know I have 
seen some which have been so situated 
that it made it difficult. The convales- 
cent home was so far from the city it 
made it difficult for it to function. 

I think nearness is a local circumstance, 
but I feel sure there are local circum- 
stances which make it possible for a con- 
valescent home to be situated very close 
to a city, if not actually in the city itself, 
and we mustn’t standardize to the extent 
of thinking the convalescent home must 
be at a great distance from the city. 

I think that is really the whole question 
of the type of work done and, of course, 
it isn’t only the site of the home or the 
plan of the house or the organization, 
the way the work is done in the home is 
more important. There must be a coordi- 
nation of the different organizations tak- 
ing care of the children. There must be 
coordination with the home and the hos- 
pital. 

Somehow, in this setup, whether the 
convalescent home is responsible, whether 
the hospital is responsible, whatever or- 
ganization is vesponsible, the convalescent 
home ought to be one of a group which 
is so linked up that there is something 
done about the well child. That is a 
convalescent simply recovering from a 
disease and he mustn’t go back into a 
situation from a convalescent home which 
is going to be bad. 

The question of the care of the child 
interests me and I do believe it is possible 
under certain circumstances that the con- 
valescent home may be a place in which 
dental work can be done perhaps even 
better than in the hospital or in some 
other way. Certainly that is better than 
excluding a child from the home because 
he hasn’t had proper care. 


One thing that hasn’t been mentioned 
that might be worth while mentioning 
is that the convalescent home is a place 
in which teaching can be done. I don’t 
mean only teaching of medical students, 
but teaching of nurses, of that group par- 
ticularly interested in child training in 
various ways. I think there is a definite 
field there. I do, of course, think that 
the convalescent home must be on a very 
definite pediatric control. The patients 
ought to be studied from that point of 
view. 

I can conceive of many situations in 
certain localities where it might be much 
more important to have convalescent care 
during the Winter months than during the 
Summer. 

I think we ought to be very grateful 
for a definition of what convalescence is, 
particularly that part of it which states 
that convalescence is not anything we can 
judge by length of time. 

There is one other thing I would like 
to say and that is that while I believe 
we must realize the economic situation 
and we must not make these institutions 
so equipped and so managed that they 
become expensive institutions, neverthe- 
less. we mustn’t allow the other extreme, 
I think that has been very well brought 
out. 

The time is long since past when we 
have any right to do poor convalescent 
work, I think perhaps we had better do 
none, unless we have properly equipped 
institutions to carry on the work, properly 
organized and properly linked up. ° 

There is one other thing I want to bring 
out. These reports are very valuabie. 
Many of the things brought out we have 
thought of a bit hazily, but to have peo- 
ple who know about this subject. who are 
masters in their fields, summarizing these 
things for us is the wonderful part of 
this meeting. ‘Applause.) 

CHAIRMAN ABT: The next speaker 
knows more akout foster homes for con- 
valescent infants and children than any- 
body living or dead, because he is the 
father of the idea. Dr. Henry Dwight 
Chapin, founder and medical director, 
Speedwell Society. 


The Basic Theory of Speedwell Planning 


DR. CHAPIN: Mr. Chairman, Ladies 
and Gentlemen: The Speedwell Society 
was founded in 1902, with a very definite 
purpose: First, to furnish a boarding-out 
system under suitable safeguards that 
could give convalescent care to babies and 
little children who have recovered from 
acute iliness or have had a surgical op- 
eration in a hospital, and, second, to care 
for difficult feeding and ma!nutrition 
cases Of infants. It recognizes the fact 
that, while a hospital is a good place 











handle acute sickness and surgery, it is 
not a favorable spot for convalescents. 
This is especially true of infants and little 
children. Often the lasting benefit of 
hospital care is entirely lost, either be- 
cause the little one is keep too long or is 
not sufficiently watched after discharge. 
At this time of life the danger of cross- 
infection. when sick children are handled 
in mass, is very great and the asepsis of 
the operating room should be carried out 
when possible, but this is rarely accom- 
plished. 

The Speedwell Society believes that 
carefully systematized and standardized 
boarding-out is far superior to any mass 
handling of frail and convalescent babies. 
The 29 years of its operation have con- 
firmed this belief. It has proven that this 
class of child is best relieved by residence 
in the controlled environment of a family 
home. for happy home surroundings have 
been proved to have a real therapeutic 
value. The successful operation of any 
system of boarding out depends upon ihe 
careful selection of close supervision of 
homes and foster mothers 

After operating on the plan of “trial 
and error,” the Speedwell Society has de- 
veloped a technique in the work that gives 
the best results. . 

The first idea is to pick out a localitv— 
either in city or country, by preference 
the later—where foster homes of proper 
type may be found within a circum 
scribed area and where approximately 
cases may be cared for. A local commit 
tee of women is formed, who arrange for 
an attending salaried doctor and the ful! 
time of a registered nurse of high type 












who is peculiarly fitted for the care of 
children. Such a plan constitutes what is 
known as a Speedwell wnit of work. 


Selection of Homes 
Speedwell is not over-fastidious in se- 
Iecting homes; if the foster-mother has 
maternal instincts and healthy children 
of her own, a little training will do the 


rest Foster-homes are found by the 
nurse through suggestion of possible 
boarding homes made by local charit> 
organi tons and churches. Two or more 





member 





of the unit committee must see 


and approve of the hgmes selected, and 
a Board of Health Ifcense must be ob- 
tained before the homes are used. One 


or two children are placed with each 
foster-mother, who must make formal ap- 
plication to board Speedwell children on 
@ prescribed blank. No other boarding 
plication on a prescribed blank to board 
Speedwell children. No other boarding 
childgen allowed in a home used by 
the Speedwell Society. 

Proper dict and hygiene are specially 
Stressed in Speedwell work, and the nurs¢ 
instructs the foster-mother how to carry 
out any necessary plans for treatment 
A careful history of each child is kept on 
prescribed record blanks. Plenty of fresh 
air is ’s insisted upon, and this may 
be secured by a porch, back yard, or from 
any open space. Successful oversight is 
dependent on a daily nursing visit and 
close cooperation of nurse and doctor un- 
der the intelligent supervision of the unit 
committee. There are thus trained in 
every neighborhood in which Speedwell 
operates a number of foster-mothers who, 
by natural aptitude and under instritc- 
tion, become quite expert in handling con- 
valescent children under conditions totally 
unlike thosc found in institutions, and far 
Superior to them. 

Back of all the units is the central 
board of the society, which has always 
given oversight and direction to Speed- 
well units as they have been developed 
This central board directs finances and 
general policies of the society. When the 
fifth unit was added, in 1928, it was found 
necessary to open a eentral office, where 
units report financial, statistical and other 
data, ana where accounting is carried on 
under the direction of a certified public 
accountant. All units are represented on 
the central board and share in the devel- 
opment of rules and policies for establish - 
ing uniform procedure, under which al) 
units are obliged toa, operate. 

An important feature of our work is the 
general educational and hygienic instruc- 





HE Second Joint Session of the Sec- 
tion on Medical Service of the White 


House Conference on Child Health and 
Protection convened at eight-fifteen 
o'clock, Dr. Ray Lyman Wilbur presiding 


CHAIRMAN WILBUR: Tonight we are 
to have a joint session, primarily to dis- 
cuss just what has been accomplished in 
the care of children. The first 
paper will be given by Dr. Philip Van 
Ingen, who is the Chairman of the Com- 
mittee on Medical Care of Children. I 


can hardly call upon Dr. Van Ingen with- 
out thanking him in the name of the 
Conference for the long months of de- 
voted and earnest work which he has 
given to the Conference. It is a pleasure 
to introduce Dr. Philip Van Ingen, who 
will discuss the Status of Preventive 
Measures. 

DR. VAN INGEN: Mr. Chairman, 
dies and Gentlemen: In the many in- 
vestigations which have been carried on 
by the various groups in the Commit 
tee on Medical Care for Children, there 
are three subjects which have received 
special sntion. They are preventive 
measures of proven and recognized value 
in the work of safeguarding the healih 
of children. The first is the periodic 
health examination. 

Our active interest in the health of 
children—protecting their health—is an 
interest of the Twentieth Century. Be- 
fore that time our endeavors had been 
chiefly spent in promoting their spiritual 
welfare Later, interest was aroused in 
their education, and finally their health 
I know of no more interesting story than 
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tion that is carried out among the fami- 
lies taking cur children. We exercise a 
health propaganda, as the foster-mother 
soon learns how to take better care of 
her own children and to conduct her 
household in a sanitary way; thus a 
higher standard of living and improved 
‘ial ideals are contributed to our homes 
and become an important part of ou; 
effort. The increased ncome to the house- 
hold from the board paid affords a means 
of carryng out any required improveme! 
in conditions. The Speedwell method has 











justified its existence by its long record 
of success in handling convalescent chil- 
dren t also has justified itself by accom- 


the work done at a lower cost 





Brief Outline of the Working Pian of 
the Speedwell Society. 
The present capacity of the Speedwell 


Society is 200 beds divided among eight 
units located in and around New York 
City. During 1930 Speedwell served 
every hospital in New York which treats 
children; this included 41 hospitals anc 
Social Service Agencies. 


Speedwell cares for tiny infants, run- 
abouts and a few older children up to ten 
ears Of age. Most of these children come 
cirecuy from hospitals as post-inec 
post-surgical ‘¢who only need nu: 
dressings)’, a limited number of post -< 
tagious cases, and feeding and malnu 
tion cases. A small proportion of these 
last two types come through Child Wel- 
fare Organizations. Cases are received 
trom Hospital Social Service De- 
partments or other sending agencies and 
returned to them on _ discharge Th 
Speedwell Society is directly responsib] 
to the organization sending the ch 

Acmissions are arranged by tcle} ne 
hrough the Convalescent Service of the 
ited Hospital Fund of New York, and 
€ confirmed by letter. The Sending 

cy has to arrange for the delivery 
hild for admission, at the office of 









ri- 


airectl 





























+m 





physician of the particular unit to 
h the child has been allotied. A 
ve nose and throat culture, and a 
] smear on girls, must be on record 
re the child is examined for admis- 





The standard application card for 
1ust be filled out in full and 
danied by any X-ray or labora- 
s if any have been recently 
. in the case of infants, a copy 
ent formula, and for difficult 
ses, records of formulas tried 
results. 
nurse meets the child for 
at the doctor's office while the 
rker fr the Sending Agency waits. 
e child is thoroughly examined and the 
cings recorded on prescribed record 
blanks with treatment and feeding plan- 
ned by the physician. Our physician 
always has the privilege.of refusing ad- 
ion to any case he deems it unwise 
to accept. From the doctor's office the 
ld is taken to the foster home by the 
nurse and the treatment and care 
carefully outlined to the mother. The 
is record card of general diagnosis, 
Y nent and feeding, and weight chart 
are left in the foster home. Duplicates 
of these records kept up-to-date are also 
filed at the nurse’s own home. 
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Nurse’s Visits 

The child receives a dally visit from the 
Unit nurse who always reports to the 
doctor — the progress of the case is 
not in very detail satisfactory. The 
doctor must authorize any change of 
feeding or treatment and must visit the 
case as often as necessary besides the 
required routine visits. In case of serious 
acute illness the Sending Agency and the 
parents of the child are immediately 
notified, and the child transferred to hos- 
pital care. Less serious acute conditions 
are cared for in the foster home by two 
or more nursing visits a day and the 
close attendance of the physician. Each 





Unit, beside the salaried attending physi- 
cian, always has several consulting spe- 
cialists wh advice is given without cost 





where highly specialized advice is need- 
ed. 
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Cases are kept until convalescence has 
been completed and stabilized. About a 
week before discharge, the Sending 
Agency is notified that the child is to be 
discharged the following week and ar- 
rangements are made by the Sending 
Agency to call for the child at an ap- 
pointed time. If cases are on formulas 
they are dismissed with a copy of the 
present formula pinned to them, and a 
duplicate of the formula is mailed with 
the Dismissal Blank (outlining briefly the 
child’s history while with Speedwell) to 
the Sending Agency. 

All Speedwell Units must provide beds, 
bedding, clothing, medicine, nursing sup- 
plies, baby carriages, toys, etc., and one 
quart of grade A milk daily for each 
child and all formula requisites for in- 
fants. Older children are permitted to 
use their own coats, hats and shoes if 
they are suitable. : 


Specialized Units 

The last two Units of Speedwell have 
been developed for specialized work. The 
first of these was one for the exclusive 
care of Negro children in Harlem. Negro 
oster homes in charge of a competent 
Negro physician and registered nurse, are 
used. The great amount of sickness, high 
mortality of infants and little children 
and the poor homes from which they 
come have shown the great necessity for 
this work; already a number of families 
taking our children have been moved 
into improved tenements, this being made 
possible by the Speedwell support. 


Another highly specialized Unit was 
started last November for the immediate 
care of children discharged from the 
communicable disease hospitals of Great- 
er New York. It is well known that ordi- 
nary institutions are afraid to take con- 
valescing children from communicable 
disease hospitals as a spread of infection 
to other children sometimes happens in 
spite of careful watchfulness; as many as 
21 days have been advised to get rid of 
this hospital danger before other means 
have been taken in the line of recupera- 
tion. The Speedwell does away with this 
long interval and takes the children at 
once on discharge. 

The director of all the communicable 
disease hospitals of New York, Dr. James 
D. Smith, has written the following: 

“We feel that post-hospitalization care 
of cases discharged from the communi- 
cable disease hospitals is quite necessary 
= in many instances, absolutely essen- 
tial.” 
and Miss Susan McGowan, Director of 
Social Service of Willard Parker Hospital: 

“Placing a child directly from the hos- 
pital has always been one of our greatest 
problems. Many of these children have 
had to be returned to their basement 
homes, with little incentive for living and 
hardly amy chance of improving their 
conditions.” 

During November, 1930, the Post-Con- 
tagious Unit started work in the East 
Bronx section of New York City. This 
Unit is carrying on work under regular 
Speedwell procedure with a few necessary 
special rulings which follow. Only board- 
ing homes where there are no other chil- 
dren are used. and not more than two 
children are placed in one home. These 
children must be admitted at the same 
time convalescing from the same disease, 
come from the same hospital and if pos- 
sible from the same service. In cases of 
post-diphtheria one additional culture 
beside the usual number is required by 
the Unit. The children remain in the 
Post-Contagious Unit four weeks. If they 
then require additional convalescent care 
they are placed in another Speedwell 
Unit. 

The Unit has so far had post-diphthe- 
ria, post-measies, post-chicken-pox and 
post-whooping-cough-pneumonia and the 
cases have all done well. 

In conference with Dr. James D. Smith, 


director of hospitals for communicable 
diseases, it was decided not to accept 
post-scarlet fever cases until further 


Study develops the necessary precautions 
to be followed. The Speedwell Society is 
convinced that it is quite practical to 
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his gradual development as described by 
Payne in “The Child in Human Progress.” 
Today our interest is in health, mental, 
moral and physical. 

Why periodic health examinations? 
For a good many years physicians, par- 
ticularly those interested in children, have 
been carrying on such examinations to an 
ever increasing extent. It was, however, 
the startling number of physical defects 
revealed by medical examinations of young 
men during the World War, and the high 
incidence of underweight and defects dis- 
covered in preschool children examined in 
1918 and 1919, that really aroused the 
laity and professional workers to the sit- 
uation. 

It is during infancy and early childhood 
that these defects of one kind or another 
begin to show themselves. If they are 
to be checked and corrected before they 
develop to a damaging extent they must 
be detected early. The earlier their de- 
tection, the quicker and surer is their 
cure 

The physician is the one who naturally 
hould cover these conditions. But he 
must know their importance and realize 
his responsibility. His training is there- 
fore very important. Accordingly the 
pediatric departments of the various med- 
ical schools were asked whether they 
stressed the importance of periodic health 
examinations in jheir part of the educa- 
tion of the phy@ician. A large proportion 
do emphasize it in varying degrees, but 
nearly one-fifth said they did not discuss 
it at all. 

What is being done by the physician in 











his private practice? ‘There are over 
150,000 physicians in the United States 
To question each of them was naturally 
too much. But we selected three groups: 
Those who limited their practice to chil- 
dren; those who, while not limiting their 
practice were specially interested in chil- 
dren; and general practitioners in locali- 
ties of under 50,000 population. These 
three groups numbered some 4,500. Re- 
sponses to personal letters were received 
from nearly 3,000. It was pretty hard 
work getting those 3,000 answers. But it 
paid. A great many very interesting facts 
were secured, which will be brought out 
fully in the report on pediatric education 
tomorrow. It was ecouraging to find that 
a very large proportion made it a practice 
of giving regular health examinations and 
did it in “nearly all” their patients under 
one year of age. As might be expected, 
those practicing only among children did 
it more regularly than those specially in- 
terested, and both of these groups more 
often than the general practitioner. 


But after the first year this practice 
fell off very markedly, till when school 
age was reached. very few made any ex- 
aminations. That is distinctly discour- 
aging. 

These physicians were asked about the 
attitude of parents toward health exam- 
inations. In their opinion, while many, 
very many, were willing to bring their 
babies to be looked over, as they grew 
older, and perhaps as new babies arrived, 
they lost interest, till toward the school 
age very few would do ic. In the physi- 
cians’ opinion this was because they tailed 
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undertake post-scarlet cases and is look- 
ing forward to the time when its facili- 
ties may be increased to carry these cases 
also. 

The Speedwell will continue to study all 
plans of home care for frail and conva- 
lescing children and wiil still further im- 
prove its methods if occasion requires. To 
this end yearly conferences are held by 
the attending doctors and every few 
months the nurses get together to discuss 
various problems as they may arise 

The work of the Speedwell combines 
efficiency as shown by results; economy as 
exhibited by the daily per capita cost; and 
a social vision that works in the homes 
by education and by raising the standard 
of living 

The net results of 1930 show the fol- 
lowing: 1,098 children received 65,875 days’ 
care at a daily per capita cost of $1.64. 

The Speedwell Society is not as yet an 
endowed organization and is only able to 
offer free care to a limited number of 
children. The working plan that has been 
developed to cover this situation requires 
that a dollar a day be paid through the 
Social Service Department of Hospitals 
and other Welfare Sending Agencies to- 
ward the daily per capita cost. Of course, 
all cases coming as city cases are also 
received on a charge basis. 

We will co-operate with any locality 
that wishes to start work according to our 
methods and will be pleased to conduct 
a visit of inspection to any of our units 
of work. (Applause.) 

CHAIRMAN ABT: May I say a word? 
I have listened wiih very much interest 
and profound admiration to these»beauti- 
ful reports. In his report, Dr. Grulee 
made a very wonderful survey, but there 
is one thing that occurred to me. I hesi- 
tate to say it. I know it isn’t tuneful, but 
J take it most of you are hospital workers 
and know all about children’s hospitals. 
I am going to say it anyway. It isn’t 
only the professionally equipped, it isn’t 
only the beautiful building, it isn’t only 
the nursing staff and the eminence of 
the attending staff that make that hos- 
pital, in my judgment. There is some- 
thing @lse. I have traveled a good deal 
myself I have been a wandered over 
the face of the earth so far as hospitals 
are concerned. I have been thrown into 
a good man; There is one thing that 
struck me, and that is that the children 
don’t always get the best care, because 
sometimes the nursing is insufficient. 
There aren't,enough to go around. Some- 
times the administration isn’t particularly 
interested in the children’s food and care, 
and I think the watchword of all these 
hospitals ought to be devoted and loving 
service 


Need of Devoted Service 


sounds sentimental, but I think 
that is the way to conduct a children’s 
hospital, and people around children’s 
hospitals get rather cold and in a way 
disregard the finer feelings of those little 
patients. If the spirit of the people on 
top is kind and tender and gentle, that is 
communicated to the nurse and to the 
young interne who is kind of cold and 
hardboiled 

I don’t think we need more children’s 
hospitals as much as we need better chil- 
dren's hospitats and better service and 
better. nursing and, to repeat what I have 
already said. a more devoted and loving 
service 

Dr. Grulee has a very few words to 
say before the meeting is adjourned. 

DR. GRULEE: In closing this discus- 
sion, I want to say one or two things. 
If we stop here, what we have said is 
empty air. We simply must continue this 
thing on, or what we have done will go 
for absolutely nothing. 

The second thing is that I want to 
apologize for the rather peremptory way 
in which I spoke of the orthopedic hos- 
pitals. I have been very much interested 
in preventive pediatrics for over twenty 
years, and 1 want to compliment Dr. Os- 
good on the extreme modesty of the ortho- 
pedists, because I had not detected that 
intense,interest in preventive pediatrics 
which he says they possess. 

The meeting adjourned at 5:45 o'clock, 


That 


to see the necessity and while the cost 
was an element, it was secondary. 

There wou!d seem to be an encouraging 
interest in these examinations on the part 
of physicians, and need of much more 
education of the parents as to their im- 
portance all through childhood. Also 
more education of the physician as well. 

A large number of children receive their 
medical advice through the dispensaries. 
These are mainly located in the large 
cities So the dispensaries were ap- 
proached and information was received 
from nearly 500. To our question as to 
whether well children were encouraged 
to come to the dispensary for health ad- 
vice, a little more than half replied yes, 
while 119 frankly stated they were not. 
Even in those dispensaries where there is 
a special Children’s Department, only two- 
thirds encouraged children to be brought 
for health examinations. It would seem 
that the dispeasaries do not consider this 
is their function in a large number of 
cases. It must be remembered, however, 
that in the larger towns and cities there 
are often one or more health centers where 
this is the primary activity. Whether this 
is the function of the dispensary may be 
open to question. In this report we are 
merely stating the fact that only in a 
little more than half, do the dispensaries 
encourage children to come for health ex- 
aminations 


The investigations of the Committee on 
Health Centers indicate that 10 per cent 
of all (pre-school) children in the United 
States receive health supervision in a vary- 
ing degree through that source. 

While the Health Examination is a gen- 
eral preventive measure, there are two 
others which are of specific nature, ane 
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value—Vaccination against 
and Immunization against 


of proven 
Smallpox, 
Diphtheria. 

What smallpox isin places where several 
zenerations have not had extensive vacci- 
nation, few know. To appreciate how 
terrible a scourge it was before the dis- 
covery of vaccination over a century and 
a quarter ago, we must rely on the litera- 
ture of the time. The medical authors of 
that day, the early part of the 19th 
Century, tell us that smallpox committed 
its chief revages upon children two years 
of age; that one-fifth of all children born 
died of smallpox before they were 10 
years old, and that one-third of all deaths 
of children were due to smallpox. 

In the Registration Area of the United 
States, in 1928, embracing 95 per cent of 
our population—there were only 131 deaths 
from smallpox, but 30 per cent were of 
children under five. More than two-thirds 
of these were of babies under one year. 
Many do not think of smallpox as any 
longer a menace. Perhaps it is not, thanks 
to the- vigilance of our public health au- 
thorities. But Dr. Samuel B. Wood 
brought together the statistics for the 10 
years, 1919-1928, and showed that over 
553,000 cases occurred in continental 
United States during that period, an aver- 
age of over 55,000 cases a year. 

The same sources of information as 
were tapped in regard to health examina- 
tions have been used in this connection. 
Physicians are practically unanimous in 
their belief in its value. Of close to 3,000 
only 5 were found who did not believe 
in it; and only a very few admitted they 
did not suggest it unless parents asked 
for it. 

In the dispensaries only two more 
physicians were found who did not believe 
in it. But the proportion who specially 
urge parents to have their children vacci- 
nated when they come to the dispensary, 
is regretably small. 

To what extent health centers carry 
on vaccination is hard to determine. So 
many are definitely parts of Health De- 
partment activities, or associated with 
them, that they seem to be inclined to 
refer patients to the Health Department 
or some central station. Vaccination is 
a simple procedure, and not very time- 
consuming. It is .much more likely to 
be done if, the mother being persuaded, 
it is done then and there, than by having 
her make a trip to another place after 
she has had time to think of all the 
fantastic ghost stories she has heard of 
the dangers of vaccination. So far as we 
know it is actually done in only about 
one-half of the individual health centers. 


Attitude of Parents 


The attitude of parents is interesting, 
if not particularly encouraging. Sixty per 
cent of the general practitioners found 
nearly all were favorable. The other two 
groups had better experience, over 80 per 
cent finding nearly all favorable. In the 
dispensaries only 50 per cent found this 
so. The older the child, the more willing 
they seemed to be to have it done. 

In this connection the information gen- 
erously given by some 350 full time County 
Health Officers is of value. Many of them 
find considerable opposition to vaccina- 
tion. The people are said to be “afraid” 
unless there has been a case in the neigh- 
borhood. It is also of interest to note 
that many report that the physicians in 
their locality usually refer their patients 
to the Health Unit, preferring to have 
it done there, than to do it themselves. 

It may be said, I think, that the facili- 
ties for vaccination are ample. The 
physicians believe in it, urge it in a large 
majority of the cases, and the various 
health agencies are also willing and able 
to do it. The attitude of the parents is 
discouraging and hard to understand. 

Immunization against diphtheria needs 
no argument as to its value. There are 
many striking examples of the rapid fall, 
and even practically complete disappear- 
ance of the incidence of the disease in 
communities which have made a united 
effort to immunize the child population. 
In 1928 there were over 8,000 deaths from 
diphtheria in the death registration* area, 
of which nearly 5,000 or 60 per cent were 
deaths of children under five years of 
age. And yet deaths from diphtheria are 
preventable at practically no cost, with 
very little trouble, and no danger. 

The attitude of physicians is overwhelm- 
ly in favor of it. Over three-quarters of 
the general practitioners urge it, and of 
the other groups, over 90 per cent. Just 
as in regard to vaccination there is prac- 
tically the same negligible number of 
agnostics. 

In the experience of physicians, parents 
are only fairly favorable toward it. They 
did not feel there was as much interest 
as in smallpox vaccination. But quite the 
opposite to their attitude in vaccination, 
they were more interested in having the 
younger children immunized than the 
older. 

The responses on which these facts are 
based are not from a few seelected areas. 
The specialists in pediatrics and those 
specially interested in it, number nearly 
2,400, and practice in 954 towns or cities 
scattered through every State in the 
Union and the District of Columbia. The 
general practitioners number just under 
500 and are in practice in 42 States. 

Our information would indicate in gen- 
eral that there are abundant facilities for 
carrying out these recognized preventive 
measures throughout a large part of the 
country and that the supply is greater 
than the demand. That parents are in- 
terested in health examinations for their 
babies, but very much less so for the 
older children; that they are fairly favor- 
able toward vaccination, and more so for 
the older children than the babies; and 
that toward diphtheria immunization they 
show slightly less interest, and then more 
for the younger than the older children. 

When this committee met in- January, 
1939, to consider the scope of its work 
and to prepare its plan of action, at the 
end of two long, hard days’ work the 
procram had been practically completed. 
We were just about ready to adjourn 
when one member rose and suggested that 


agricultural colleges. 


we had an excellent plan for finding out 
about the children for whom something 
was being done, but what about the chil- 
dren for whom nothing was being done? 

That was rather upsetting. We had 
a pretty big job on our hands already. 
But we could not get away from that 
remark. Generous as were the funds 
provided for our work, we could not em- 
ploy a small army of investigators. 

Finally a plan was worked out. We 
were dealing with medical care for chil- 
dren. We were trying to find out what 
were the facilities for such care—espe- 
cially for preventive measures. We would 
try to find out to what extent those 
facilities were being made use of. We 
limited ourselves to four main points: 
Whether the child had ever had a health 
examination, a dental examination (not 
dental treatment), whether he had been 
vaccinated against smallpox, and whether 
he had been immunized against diph- 
theria. It was decided to limit the in- 
vestigation to children under six years of 
age. That constitutes the pre-school age. 
We did this because of the tremendous 
amount of work being done for children 
as soon as they come in contact with the 
school. 

We spent days preparing and testing a 
“family interview form.” We prepared in- 
structions for those who were to use it. 
And then, as fools rush in where angels 
fear to tread. we decided to tread gently 
before we rushed in. The first experiment 
in democratic government was developed 
in Philadelphia. So we chose Philadel- 
phia to try it out. There was really a 
different reason. It was that the chair- 
man of our section has an uncanny way 
of getting things done in Philadelphia, 
and he was deeply intercsted in the plan. 


Starting the Survey 


One intensely hot day in early Summer, 
the plan was explained to the assembled 
representatives of the health agencies of 
the city. They agreed to undertake it. 
It proved not only feasible, but not dif- 
ficult to carry out, so simple was the 
procedure devised. So then we did rush 
in, and many thought we were fools! We 
determined to try to make a cross-section 
survey of the United States. The first 
step was to approach all cities of over 
50,000 population. According to the 1930 
census there were 191 cities of that size. 
But in ten States there was no city as 
large as that. So we decided to include 
the largest, or most active, citv in those 
States whatever their size. There were 
four other cities which were thought 
would pass 50,000 in 1930, and they were 
included before we found out definitely 
they had not. That gave us a total of 
205 cities to approach. 

We were not over-optimistic. We feared 
it would seem to be too big an undertak- 
ing, for we were asking organizations to 
give their time to get this information, 
and most of the asking had to be done by 
correspondence. But we failed to appre- 
ciate the tremendous impression the call- 
ing of this conference had made upon the 
people of this country. To make a long 
and interesting story short, 160 cities of 
the 205 agreed to carry out the survey— 
nearly 80%. We shall report to you to- 
night the results in 146 of them. Four 
more have come in within the last two 
weeks, too late to be included in this 
report tonight. But all will be in the re- 
port we expect to publish very shortly 
after this meeting. 

Every effort has been made to make 
this survey accurate—to make it repre- 
sentative of the majority of the people in 
these cities. So I want to say just a 
few words about how we did that. e 

It was important that the families in- 
terviewed should not represent any par- 
ticular economic group. We wanted to 
know about all the children, however for- 
tunately, or unfortunately, they might -be 


situated. The plan which had been used . 


in a previous school health study was fol- 
lowed. The educational authorities were 
asked to grade all their public schools, as 
1, 2, 3, 4 or 5: Those whose pupils*were 
of the highest economic status of the’ pub- 
lic school population of that city, to be 
graded as 1. Those of the poorest status 
as 5. The average as 3, 2 and 4 those 
somewhere between the average and the 
highest or lowest status. Schools for each 
group were chosen quite at random by the 
committee. The selections were submitted 
to the local groups and approved, or 
adjusted. The workers were. asked to 
make a house to house canvass starting 
close to the school and keeping as near to 
it as possible. An equal number of fami- 
lies in economic grade was sought. 

Before the canvass started, if several or- 
ganizations were to take part in it, some 
one person was chosen as the general di- 
rector. To that person was explained by 
printed form in detail just what was 
wanted and the things to try to avoid. 
For the heads of the participating organi- 
zations similar detailed instructions were 
prepared, and they were asked to talk 
it over with their workers, to see that 
the plan was understood. For the indi- 
vidual worker most minute instructions 
were prepared. 


The Rural Survey 


Then we went one step further in our 
investigation. We wanted to find out 
what was the situation in the rural parts 
of our country, wkere about half of our 
people live. Dr. Louise Stanley, chief of 
the Bureau of Home Economics, Depart- 
ment of Agriculture, thought we might be 
able to interest the home demonstration 
agents of the extension service of the De- 
partment of Agriculture and the State 
Mr. Warburton, di- 
rector of that service, co-operated most 
heartily and we are indebted to him and 
many of his county agents for the facts 
we shall show you. 

It has been a long and .tedious job, 
and Dr. Palmer, director of research of 
the American Child Health Association, 
and Mr. Derryberry of his staff, have 
worked ceaselessly in season and out of 
season for nine months to preepare the 
facts we have to show. 

We shall be able to tell you to what 


extent 140,000 children under six years of 
age in 146 cities having a population of 
over 38,000,000, and 37,000 children in the 
rural areas in 42 States have profited by 
the facilities for preventive measure. 
leave it to those better able than I to ex- 
plain these findings. (Applause.) 

CHAIRMAN WILBUR: Report on & 
National Survey to Determine the Extent 
to which Preventive Medical and Dental 
Services Reach Pre-school Children, by 
Dr. George T. Palmer, Director of Re- 
search, American Child Health Associa- 
tion. (Applause.) 

DR. PALMER: Mr. Chairman, Ladies 
and Gentlemen: In presenting the re- 
sults of this survey. I want to emphasize 
again several points made by Dr. Van 
Ingen. t 


It deals wholly with children under six 
years of age, the so-called preschool age. 
When I speak of children, I mean chil- 
dren under six. 


The information was collected by local 
people, a personal inquiry being made at 
each home. 

The districts surveyed in each city were 
selected by our office in an impersonal 
manner and in such a way as to provide 
a fair picture of the city. 

Our term “health examination” means 
a visit to the doctor for health advice, or 
health attention, while the child was well. 

If children when in good health were 
taken to the doctor and vaccinated or 
immunized but were not known to have 
been given a general medical examination, 
this was nevertheless counted as a health 
examination. We adopted this interpre- 
tation to avoid the difficulty of distin- 
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district. Knowing fothing of the pecu- 
liarities of each district other than the 
general economic character _as reported to 
us by the local people, we selected the 
sampling areas at random. We could not 
follow this same method in the rural see- 
tions. We had to rely wholly on the local 
workers to use their own best judgment 
in selecting the families for questioning. 
We supplied specific written instructions 
to each worker, indicating that a repre- 
sentative sampling of the district—better- 
to-do and poor—was desired, but the in- 
terpretation of these instructions had to 
be made locally. We do not know that 
they were always interpreted alike. We 
doubt that the rural results are as typical 
and as representative of the areas as are 
the city results, because of the inherent 
difficulty for anyone to reach a fair cross 
section of the population in a rural dis- 
trict. It must be remembered that these 
interviews were held during the course of 
the regular work of the home demonstra- 
tion agents. f 

The rural records are drawn from fami- 
lies Jiving either in the open country oF 
from communities under 2,500 population. 
What I have said above is not in any sense 
to be taken as a reflection on the character 
of the work done in .the rural districts. 
The cooperation of the county home dem- 
onstration agents who did this work was 
splendid, and this in the face of great 
difficulties. My criticism is leveled purely 
against the representative character of the 
sampling, due wholly to our inability to 
devise for the country districts a uniformly 
impersonal sampling method. : 

Let us turn to what this very extensive 
survey has revealed. 


Chart 1—Map of United States, Showing Cities Surveyed 


guishing between types of health exam- 
inations; therefore our results will appear 
probably a little higher than is actually 
the case. 

Similarly a dental health examination 
means a visit to the dentist—not because 
of a toothache but just to have the teeth 
looked over—in other words a health visit 


_to the dentist. 


I stress these points because our results 
show not the proportion of children who 
have ever been to a physician or a den- 
tist for any cause, but only that propor- 
tion which have sought the physician or 
dentist for health advice and attention. 

The final point I wish to make is that 
the survey does not include every pre- 
School child in a city. These survey re- 
Sults are merely an indication or an index 


of the situation based on a sampling of © 


at least 2 per cent of the preschool child 
population. In some of the smaller cities 
as many as 10 per cent of the preschool 
children are included. These results are 
only as accurate as the replies given to 
the person making the inquiry at the 
home. 

While I wish to emphasize that these 
results are only an index of the situation 
and not the facts about all preschool chil- 
dren, please remember that the most 
painstaking care was exercised to make 
the survey foolproof. 

If any city through misunderstanding 
of our printed instructions visited only a 
Selected group of homes within the desig- 
nated district—such as homes in which 
the baby or child was registered at some 
clinic—then the results for that city are 
not fairly comparable with othcr cities. 
If any field worker asked the questions 
not according to instructions but in a 
way that would strongly suggest a desired 
answer then these results are not fairly 
comparable with other cities. We do not 
know that these mistakes occurred. We 
do not believe they occurred to any ex- 
tent, but if they did occur we feel from 
a study of the records that they were 
so infrequent as not to affect the main 
results. 

Generally speaking and barring a few 
minor mistakes, we believe these results 
to give a very dependable picture of the 
actual facts. This view is supported by 
the statements of many local people. It 
is also supported by the way the material 
holds together when judged from the sta- 
tistical angle. 

And yet may I add again that these 
results are merely an index of the situ- 
ation and not the complete picture. The 
results will be illustrated by lantern slides. 
The lights will be turned off.in just a 
few moments, 

So far I have said nothing about the 
survey results in the rural areas. Alto- 
gether our survey covered 140,000 children 
in 146 cities, and 37,000 children in the 
rural sections of 42 States. 

We do not feel that the.rural survey 
is as truly indicative of conditions as the 
city survey. This is not due to the way 
the field workers perfor! their tasks 
but to the method of sampling. 

The districts to be surveyed in the cities 
were chosen by our committee. The pub- 
lic schools were used as markcis for the 


On the screen you will see a map of the 
United States, with the 146 surveyed cities 
indicated by black dots. All parts of the 
country have participated. In the lower 
left corner you will observe that even far- 
off Hawaii is represented by the City of 
Honolulu. All States are represented ex- 
cept Vermont, West Virginia, New “Mexico 
Louisiana, and Wyoming. Surveys have 
been made in one city each in Louisiana 
and Wyoming, but the returns were not 
received in time to be included in this re- 
port. 

How many children under-6 years of age 
have had a health examination? This is 
the first question that interests us. This - 
depends upon the city. se 


Chart 2 
Health Examinations—Range of Percent- 
age of Children having Examinations 


Largest percentage—Berkeley, Calif. . 82% 
United States City Average ‘8% 


Lowest percentage—Roanoke, Va. : 
In Berkeley, Calif., it is 82 per cent. 


Roanoke, Va., it is 12 per cent. This 
chart suggests the range from the highest . 
to the lowest. The black column midway 
between the two extremes which we have 
called United States city average is 48 
per cent. If more than half of the pre- 
school population has had a health exam- 
ination, then the city is doing better than 
the average. This is not, of course, im- 
plying that the result is as good as it 
ought to be. 

Let me explain the meaning of the 
United States city average. Strictiy speak- 
ing, this is not an average. It is a me- 
dian. Median means the middle city, 
above which are half the cities and below 
which are half the cities. Median means 
midway or middle. But, in order not to 
appear too statistical, I have used the 
words “city average” on the charts. 

Here is the picture of 13 cities in Indi- 
ana, Wisconsin, and Illinois: 


Chart 3 


Health Examinations—Cities of Indiana, 
Wisconsin and Iilinois 

Evanston, Ill. .. 71% 
Kenosha, Wisc. 63 
Racine, Wisc. .. 61 
Chicago, Ill. ... 60% 
Springfield, Ill. 59% a 
South Bend, Ind.,52% Decatur, Ill. ... 32 
Madison, Wise. 49% Fort Wayne, Ind. 

All but three cities come pretty close 
to the average or midway cily. Evanston, 
Ill., leads, with 71 per cent of its pre-e 
school children having had heaith exam- 
inations. Fort Wayne, Ind., seems almost 
out of place in this company, with only 
19 per cent. 


Next we’ can veer off to the south. 


Chart 4 
Health Examinations—South Atlantic 
States 
Baltimore, Md@. 63% Tampa, Tila. .. 38% 
WinstonSalemNC.4% Jacksonville, Fla. 37% 
Atlanta, Ga. .. 52% Dur’ am, N.C. . 3 
Norfolk, Va. ... 51% Wilmington, Del. 
Washington, .. 49% Savanah, Ga. ; 
U. 8S. City Aver.. 48% Richmond, Va. 
Charleston, 8. C. 42% Roanoke, Va. 
Miami, Fla. .. 42% 
Fourteen cities in the Seuth Atlantic 
States are mostly below the Unitcd States 


U. S. City Aver. 
Milwaukee, Wis. 
Evansville, Ind. 
Indianapolis,Ind. 

Peoria, Ill. 3. 


48% 








average or midway city, more so than 
the previous group. Baltimore . stands 
well, but preschool! examinations are evi- 
dently very infrequent in Roanoke. 
Pifteen cities of the east and west south 
central States appear to be a little more 
uniform in the propertion of children ex- 
amined. Most cities are below the av- 
erage, but not very far below. There are 
no very high percentages, and yet no very 


low ones. Memphis leads, with 56 per 
cent, and San Antonio trails, with 28 
per cent 
Chart 5 
Health Examinatiens—East and West 
South Central States 

Memphis, Tenn. 56% Birmingham, Ala. 43% 
Nashville, Tenn. 54% Montgomery, Ala. 43% 
Little Rock. Ark. 51% Ft. Worth, Tex. 43% 
Okiahoma City 49% Jackson, Miss. . 42% 
Austin. Tex 49% Dallas, Tex. .... 41% 
U. S$. City Aver.. 48% Covington, Ky. 40”, 
Louisville, Kv. . 46% Knoxville, Tenn. 33%, 
Houston, Tex 46% San Antonlo.Tex. 28% 

The figure representing the United 


States city average or midway city is 48 
per cent. If we threw together the rec- 


ords from all cities and compute the per- 
centage of children having health exami- 
nations in the entire group, this figure 
will be 51 per cent. This is the true grand 
average. This is higher than the figure 
of 48 for the midway city because a large 
proportion of the records are from the 
large cities «here health examinations are 
more frequent. When we use the midway 
city for comparison New York counts the 
Same as any smali city. In the grand av- 
erage the 14.000 records from New York 
count as much as 50 of the smaller cities 
put together 

Now at what age de these health exam- 
inations occur? Does the baby get the 
most attention or de the older children? 
We can answer this question by dividing 
the entire 140,000 records by age groups. 











Chart 6 
Health Examinations—140,000 City 
Children 
Percentace having health examinations: 
Under 1.. 51% Under 3..... 48%, 
Under 1 54% Wmaer €....-.. 48% 
Under 2 50% Under $...... 52% 
The inferenee te be drawn from these 


figures is that there are practically no 
health ex nations after the first year 
The figure of 52 in the fifth year means 
that 52 per cent of the children five years 
of age, some time in their lives, have had 
a health examination. This does not mean 
just during tne fifth rear but at any time 
up to and including the fifth year 

If health examinations were given for 
the first time im the second year and in 
the third y« and so on we would expect 
to see these percentages increase from 
year to year. The reason for the younger 
children ha\ing more examinations may 
be that more bebr examinations were 
given in 1939 than in 1928 and more in 
1929 than in 1928. Or it may be that no 
child gets 2a health examination in the 
second, third and fourth years who did 
not receive ag a baby. Or finally, it is 
possible that whereas mothers with two or 
three children under six remember about 
the baby. they forget about having had 
the older children examined when they 
were babies. One family had seven chil- 
dren under six years of age. You cannot 
blame the mother fer forgetting. The last 
explanation is prebably the correct one. 
At any rate, we believe that these figures 
indicate that very few children have 
health examinations between their first 
and fifth vear, when some of the children 
enter schoo). This bears out the state- 
ment of the preceding er that par- 
ents as a rule are net interested in health 
examinations after the first year. 


The next peint that I want to draw to 
your attention is the relation of economic 
status to health examinations. You have 
heard the statement that it is the well- 
to-de and the peer that get medical serv- 
ice. The middie class gets left out. 
Whether this is true I do not know, but 
it is certainly net true for health exami- 
nations. According to our figures health 
examinations vary directly with economic 
Position 















Chart 7 
Heakb Examinations 
Percentage im median city of each eco- 
nomic group ‘146 cities). 


Economic Group I - Highest) 
Economic Group WI 
Economic Grovup IFT 
Economic Group IV ..........-. 
Economic Group ¥ Lowest) 


Each figure is a median for that eco- 
nomic group. Thue within the highest 
economic croup, the median or midway 
city has had 62 per cent of its children 
examined. In the next economic group 
the median is 53 and so on. 





The hichest economic group has the 
most—the lowest economic group the 
least. The difference is not great how- 


ever. Why 
groups have more 


de the higher economic 
health examinations? 
Is it because thew are more likely to be 
able to pay fer it? Or is it because they 
are more appreciat.ve of its value, or be- 


cause there are better facilities for ob- 
taining them? We can’t answer that 
We can merely speculate as to the rea- 
sons. The oniy thing that we can say is 


that here are the facts so far as our sur- 








vey results imeticate 

Just a word as to these economic 
groups. You may get the idea that Eco- 
nomic Group ] vepresents the so-called 
wealthy. This is not the case. We se- 
lected our areas around public schools 





Public schoo!s are -ocated usually as close 
as possible to the people they serve. In 


many of the cities, especially the larger 
cities. public scheels are far from the 
areas where the ‘o-called wealthy live 


Economic status ¥ 
cities. In the sma 


.] differ in the various 
est ones it may include 


the clvildren of the most prosperous. Our 
classification simply distinguishes as far 
as possible ihe re 
the children 
Qur Economic 







.ve economic status of 
ding public schoois 
ip I is more likely to 


atte 














include the relatively more prosperous of 
the middle class and not the small num- 
bers of wealthy people, many of whose 
children attend private schools. 

Let us consider how much health atten- 
tion the preschool child is getting from 
the dentist. Our records are confined to 
the three, four and five-year old children 


Chart 8 
Dental Health Examinations 











Cleveland Heights. Ohic 46 per cent 
U. S. City Average - 10 per cent 
Knoxville, Tenn. . 1 per cent 

The percentages range all the way from 
46% in Cleveland Heights, Ohio, te 1% 


in Knoxville, Tennessee. In the average or 
midway city 10‘. ef children have had a 
dental health examination. 


Where 50 well youngsters out of a hun- 
dred got to the cocier for health ad- 
vice, only 10 out of 2 hundred go to the 
dentist for health ecvice. 

Nearly half of the families in Cleveland 
Heights think it worth while to have their 
children’s tceth leeked over early. In 
Knoxville—to borrow the very expressive 
language of the hool—the status of 
preventive dental aitenticn for youngsters 
is not “so hot 











Chart 9 


Ex2zminations—Massacha- 
setts Cities 


Dental Health 








Newton . ‘ £2¢; UL. S. City Aver.. 10% 
Boston . 6 Fall River ..... 9% 
Springfield z PICCRMEIE  oscciene 9% 
CURED. ...ncnes 146% Brockton .....- ¥ 
Somerville ..... 14% BORE. vedo cceses 6% 
Holyoke... 12¢ EOE c60cessem 3% 
Dental health examinations in the 11 





cluster around 
with 42% stands 


cities of Massachuset 
the average. Newton 
in a class by itself 

Among all the 
vey, Newton  stanés 
heaith examinations 
taking place in Newten that is not oc- 
curring in any other of these Massa- 
chusetts cities 


146 cities in our sur- 
second in dental 
Something must be 





The twelve Mi gan cities average 

better than those cf Massachusetts 
Chart 16 
Dental Health Examinations—Michigan 
Cities 

Saginaw 3 F a -. 11% 
Kalamazoo 2% City 10% 
Grand Rapids . }§ City Aver.. 10% 
Pontiac | 6% 
Jackson | errr 3% 
Highland Park 1S<; Bamtrameck ... 39 
Dearborn . 13%% 


ner Kalamazoo, how- 
as Newton. Only three 
es are below the 


Neither Saginaw 
ever, are as hi 
of the Michie 








in 





average or midway ¢ whereas five of 
the Massachusetis cities are below the 
average 


Chart il 


Dental Health Examinations 
Mountain States 


Sait Lake City 28°, U. S. City Aver.. 10% 
Renmo-Sparks.Nev. 286 Butte. Mont. 5% 
Boise. Idaho .. 24‘, Tucson, Ariz 2% 
Denver, Col 1€%, 

There is quite an extreme variation 


in the six cities of the mountain region 
The first three ciies are exceptionally 
high, relatively. 

As you can see it isn't a question of 
the size of the city. Boise and Reno- 
Sparks are small cities, not as large && 
Salt Lake City. tut much  smalier 
than Denver or Salt Lake City. Tucson 
has ome of the lowest percentages for 
dental health examizations of any city 
im the survey. 


You will remember my pointing out 
that whether a chiid had a health ex- 
amination depends somewhat on the 
family's economic pesition. The same 
may be said for dental health examina- 
tions. In fact, the ecenemic position is 
even more important with the dental 
health examination 


Chart 12 


Dental Health Examinations—Percentage 
Im Median City ef Each Econemic 
Group ‘146 Cities) 






Economic Status I .Kighest).... eee 21% 
Bcomomic Status li cave eee 15% 
Economic Status Til : Ya 
Economic Status IV ae eee Te 
Ecomomif’ Status V Loweet) .........0c 4", 

Among the -vrelatively  better-to-to 
about one child in five gets dental 


health attention; in the poorest group 
only one in twenty-five. In, other words, 
there is apparentiy tlle of this work 
being done for the poorer children. 

Up to the present, we have been con- 
sidering the heeitn examination as given 
by the physician and the dentist. These 
are matters largely fer personal decision 
and to an apprec.aktie cegree the child- 
ren who get this attention belong to 
families whe are mere likely to be able 
to pay for it. 

Next we shall cens: 
ly public health 
against smallpex a 
against diphtheria E 
these protective 








jer two more strict- 
vices—vaccination 
dad immunization 
w extensively are 
soeascures made use of 












among pre-schoe] children? First vac- 
cination: 
Chart 13 
Vaccimation 
Range Range 
New York City 4t*, Winston-Salem 
U.S. City Aver 146, ie See ntkbounas GED 
Allentown, Pa... i, Pittsfield, Mass.. 2% 
This chart is ¢xt:emely interesting. In 
the first place, we “nd that the largest 


city in the country 
protected against 
school population 
The second point cf 
though vaccina 
practiced for over a 
is unquestioned thei¢ 
where its use for » 
parently almost whe. 
The third point c} 
cination among pe 


New York—is the best 
a..pox among its pre- 


interest is that al- 
cas been known and 
entury and its value 
are still some cities 
ing children is ap- 
v ignored. 

nterest is that vac- 
ool children is not 








much more commen than dental health 
examinations. The percentage in the mid- 
way city for vacc-nation is 14 and for 
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dental health examinations 10. This, I 
think, is an unexpected finding. 
Chart 14 
Vaceination—Connecticut Cities 

New Haven . 35° Waterbury ...... 18% 
Stamford . -+. "38" New Britain - 19% 
Bridgeport ...... 23% U. S. City Aver. 14% 
Hartford ‘<.— 

The Connecticut cities are pretty well 
vaccinated—that is relatively speaking. 


All six cities are above the average or mid- 
way city. New Haven leads with 35 per 
cent, Stamford, a much smaller city, is a 
close second 

In contrast to Connecticut. the 15 cities 
of over 50,000 population in Pennsylvania 
are not so well vaccinated. 

Chart 15 
Vaccination—Pennsylvania Cities 





Philadelphia ~» '2B% Erie . sais 
Pittsburgh » McKeesport ..... 8 

Scranton 18 Bethlehem ...... 7% 
Harrisburg 15° Chester 6°; 
U. S. City Aver... 14% York 3% 
Wiikes Barre 13 Lancaster 5% 
Jobnstowa 11° Pc ee 3% 
Readiag 9 Allentown 2% 


Philadelphia leads with 28 per cent. 
Eleven of the 15 cities are below the na- 
tional average. The lowest city in Con- 
necticut, New Britain, with 17 per cent 
would stand fourth, among these 15 
Penusylvania cities 


In the eight States of the East South 


Central Section, Jackson, Miss., leads with 
26 per cent vaccinated. 

Chart 16 
Vaccimation—East South Central States 
Jackson Miss 26 Nashville. Tenn. 9 
Louisville, Ky 21 Montgomery, Ala.. 7% 
Covington, Ky 16 Birmingham, Ala. 6% 
Memphis. Tenn... 14 Knoxville, Tenn. 4% 
U. S. City Aver. 11°, 

As a rule, these city percentages are 


relatively low. and yet they will average 
better than the Pennsylvania cities. 
Kroxvitle is low in vaccination. as you will 





recall if was in dental health examina- 
tions. 

Let us see how vaccination stands on 
the Pacific Coast 

Chart 17 
Vaccination—Pacific Coast 

Sana Fraacisco 36” Oakland 14% 
Berketey 3° Tacoma. Wash... 13% 
Los Angeles 22 Portland. Ore 31° 
Pasadena 21 Seattle. Wesh 10° 
Hoadluiu AT 16 San Jove, Cal... 8¢ 
U. S. City Aver. 14° Long Beach rT 


San Francisco is first with 36 per cent. 
Honoiulu has been included in this table. 
Neariy half of the cities are above the 
national average and furthermore none of 
the cities run as low as some of those in 
Pennsylvania Among 146 cities San 
Francisco stands fourth and Berkeley 
ninth 

I have spoken of the influence of school 
requirements on the vcaccination of the 
five-year-olds. This is very evident in the 
following age chart. 


Chart 18 
Vaccination—140,00@ City Children 
Under 1 - 4&9 Under ° -. 21% 
- 11% Under 4 -- 20% 
SOME Bh co ccivccs. 20% Under 5 - 43% 


By the time children reach their sixth 
year nearly half have been vaccinated, 
according to the survey in these 146 cities. 
Physicians, however, tell us that vaccina- 
tiem should be done in the first year of 
life. It is evident that this medical rec- 
ommendation is not widely heeded. 

Please note the distinction between vac- 
cimation and health examinations. Vac- 
cinatiens increase with each year of age; 
this, as you will remember, is net so with 
health examinations. 

We have seen that health examinations 
and dentai health exammat.ons have a 
relation te economic status. What about 
vaccination ? 

Chart 9 


Vaccination by Economic Status—Per- 
cemtages in Median City ef Each 
Econemic Group (146 Cities) 
Economic Group I 
Economic Group If 
Economic Group If 
Economic Group IV.......... 
Economic Group V eA . 
The highest economic group it is true 
are vaccinated in slightly greater numbers 
but the other four groups are almost on 
an equai plane. It would seem as though 
the highest economic group are not as 
favorably inclined toward vaccination as 
they are toward health examinations and 

dental health examinations 

Let us look at diphtheria immunization. 
How far has that progressed among young 
children? 





Chart 26 
Immunization 
Range Range 
Niagara Paiis.N.Y 50°; Columrus, Ohio 1! 
U. S. City Aver..15% Butte, Mcxt..... 1% 
Immunization is a relatively new pro- 
cedure, less than 20 years old, but its 
use has made marked headway in many 
places. Our survey indicates that half 


of the preschool children in Niagera Falls, 


N. Y., have been immunized. This is the 








largest proportion of any city in the 
survey. At the other extreme are Colum- 
bus, Olio. and Butte, Mont.. where but 
1 per cent of children have been immun- 
ized. The average city figure is 15 per 
cent 

The most remarkable headway in any 
State in the anti-diphtheriz campaign has 
been made in New York if we may judge 
from Our survey results 

Chart 21 
Immunization—New York Cities 

Niagara Falls 50 Albany 39° 
Syracuse #9 Schenectacy 39 
Yonkers 46 Troy . 36°, 
Utica 45 New York 35 
Ehiniva 45 Buffalc 27 
R =o ber 43 U.S. City Aver..156, 

Every one of these 11 New York cities 


not only exceeds. but even the lowest per- 












centage, 27, is almost double. the national 
average. Six of the 11 cities re about 
three limes the average or iway cits 
Doesn't this reflect the effects of a uni- 








a 





fied and concentrated State-wide cam- 
paiga against diph heria? 
Chart 22 


Immunization—West North Central Cities 
Kansas City, Mo. 30°; Cedar Rapids, Ia. 12% 


Springfleld, Mo.. 23¢, Farge, HM. D..6.. 12% 
Topeka, Kans... 19°. Des Moines, Ia.. 10% 
Minneapolis .... 17° St. Louis, Mo.... 10% 
U. S. City Aver.. 15 Omaha, Nebr.... 9% 
Kansas City,Kas. 14 Duluth. Minn... 3% 


St. Paul, Minn... 12% Sioux Falls. S. D. 3% 

A contrast to this picture is found in 
the West North Central States where with 
a single exception—Kansas City, Mo— 
none of the 13 cities has immunized as 
many preschool children as in Buffalo, 
the- city with the smallest percentage in 
New York State. 

As you will note, the majority of these 
figures are below the U. S. City Average. 
Duluth and Sioux Falls have percentages 
among the lowest of the 146 cities. 

These northern States are behind their 
immediate neighbors to the south. All 
seven of the cities in Arkansas, Oklahoma 
and Texas are either above the national 
average or even with it 

Chart 23 
Immunization—Wesi South Central Cities 


Ft. Worth, Tex.. 23° Oklahoma City, 18%, 
Austin, Tex 23°; Houston, Tex.... 16% 
Little Rock, Ark. 21 Dalias, Tex...... 15% 
San Antonio, Tex. 19% U. S. City Aver.. 15% 

Immunization is quite uniform in ex- 
tent in these cities of the Southwest. This 


protective measure for young children is 
evidently meeting v&th rather general 
popular approval. although the numbers 
are not high 


Immunization has made relatively ittle 
headway in the cities of the mountain 
Siates. 

Chart 24 
Immunization—Mountain States 
U. S. City Aver.. 15 Denver. Colo.... 8% 
Sait Lake City. Boise, Idaho..... 5% 

Utah . 5 137: Reno-Sparks, Nev. 3°% 
Tucson, Ariz... 9% Butte, Mont..... 1% 

All six cities in the survey are below 


the general city average 

Salt Lake City. with the highest per- 
centage, is below Dallas, which had the 
smallest percentage among the southwest- 
ern cities. Butte shares with one other 
city, Columbus, Ohio, the smallest per- 
centage among the 146 cities. 

While immunization was first started 
chiefly among school children who were 
easily accessible, it is recognized that to 
be of maximum service it should be given 
in the early Years of life. This is the 
period when diphtheria takes its greatest 
toll, diphtheria being one of the principal 
causes of death from the third to the fifth 
vear of life. How well are we succeeding 
in extending immunization to the younger 
children? 


Chart 25 
Immunizatieon— 140,000 City Children— 
Percentage of Children Immunized 
Under 1 3 Under 3 . 25% 
Under 1 Co Under 4 23% 
Under 2.... 23 Under 5 . 32% 


As you can see, we haven't reached the 
baby in any large numbers yet, but very 
good progress is being made with the one- 
year-olds Seventeen per cent of this 
age group have been immunized. At 3 
years of age, a quarter of the children 
have been reached. 


It is well known that official and pri- 
vate health organizations have been very 
active for some years in pushing diph- 
theria immunization. Is this interest 
shared by all classes of the population? 
Are the private physicians advocating im- 
munization as well as the public health 
departments and are the people of ali 
economic groups equally anxious to have 
it done? 


Chart 2 
Immunization by Economic Status—Per- 


ecemtage im Median City ef Each 
Econemic Group 





Economic Group I (Highest) 20% 
Economic Group I1.............-6+6. . 18% 
Economic Group Uff - nw 
Economic Group IV........ 11% 
Economic Group V (Lowest) 9% 


Judging from the chart the children 
of higher economic status are receiving 
the most immunization. In spite of all 
the efforts of the public clinics, there is 
still a vast amount of service to be per- 
formed to reach children in the same 
proportions as seemingly are reached 
among those who are more likely to be 
patronizing private_ physicians. 


Chart 27 








Immunizatien 
Percentage of children immunized: 
Highest Lowest 
Economic Economic 
Status 
Largest cities 18% 
(225,000 and over, 
Smallest cities 19°% 9% 
(Under 65.000) 
There is a difference to be noted in 


immunization 
smallest cities. 


between the largest and 
In the largest cities im- 
munization is reaching the poorer chil- 
dren in fairly large numbers. In the 
smaller cities the children of the relative- 


ly well-to-do are being immunized but 
facilities for the poorer children are not 
extensive 

Chart 28 


Grand Toetals—140.900 Children—Percent - 
age of Preschool Children Reached 


Health Examinations 
Vaccination 
Immunization 





Dental Healt! Examinations. - 138% 
We have considered these four preven- 
tive measures independently. However, 


let's bring them all together and see the 
national picture for cities. Here are the 
grand averages for each measure among 


140,000 city children. These are not the 
averages for the midway city but the 
grand average of all citiés as one city 


group. 

Fifty-one per cent of preschool children 
at some time prior to their sixth year 
have had a health examination; 22 per 
cent have beea vaccinated; 22 per cent 
immunized and 13 per cent have had 2 





48 


dental health examination. Of course, 
the largest cities influence these totals, 
as the figures for the midway city are 
smaller than these shown on the screen. 


This table serves as a very valuable indi- 


cation of the present state of these pre- 
ventive measures among preschool city 
children in the year 1930. What will 
1940 show? That is an interesting ques- 
tion. 

Now let’s see what is going on in the 
rural districts of the country. 


results from 13 counties in IHinois cover- 
ing only 522.children place this State at 
the top with 22 per cent. The North- 
eastern and Southern States are prac- 
tically identical. The Western States 
average a little better. Again it is sur- 
prising to see some of the more strictly 
rural States with as many young children 
vaccinated as in New York or Ohio or 
Pennsylvania. Accepting these records as 
indicative of the true conditions it will 


Chart 29—Map Showing Counties in Survey 


The map shows you the counties from 
which these records are drawn. You will 
see that our survey touches most sections 
of the country altho there are large areas 
just west of the Mississippi for which we 
have but few records. Replies were se- 
cured from 23,000 families which repre- 
sent 37,000 preschool children. We are 
greatly indebted to the Home Demonstra- 
tion Agents in these States for securing 
these records. This required much more 
time and effort than in the cities. Ten- 
nessee and South Carolina each furnished 
records from over 2,200 families. About 
1,800 were obtained in Louisiana and in 
Alabama. North Carolina supplied over 
1,300. A thousand were received each 
from Kentucky, Pennsylvania and New 
York and lesser numbers in other states. 

While all these records are included in 
our grand totals for the rural sections, 
we have selected for special presentation 
24 States in which there are records from 
at least 300 families. These records repre- 
sent families living in the open country 
and in towns of 2,500 population or less. 

What is going on in this rural area? 


Chart 30 


Health Examinations—Rural Sections 
Percentage of Children Reached 


Northeast Oklahoma 
Alabama ... 
N. Carolina. . 
Louisiana 
S. Carolina 
Texas 

West 
Oregon 
Colorado 
Nebraska 
New Mexico 


Connecticut . ae 
Pensylvania .... 


Vermont ..... ore 

South 
Maryland 
Kentucky 
Tennessee 
W. Virginia 
U. S. Grand Average—Rural Areas........ 37% 

To answer this question we have ar- 
ranged the States in three sections— 
Northeast, South and West. From a 
quarter to half of the rural children have 
had health examinations. Health exami- 
nations are less common in the South 
than in the other two sections. New York 
State rural districts lead with 50 per cent, 
Oregon and Colorado are close behind. 
Of course, in this and succeeding charts 
we must bear in mind that rural in Con- 
necticut means something quite different 
from rural in Utah. The use of facilities 
must depend to a considerable degree on 
their accessibility. We should expect to 
see some of the smaller and more urban- 
ized States of the Northeast making more 
use of health services than those more 
sparsely settled in the West and South. 
This is by no means uniformly true how- 
ever. 

Chart 31 


Dental Health Examinations—Rural Sec- 
tions—Percentage of Children Reached 
Northeast Alabama 

Oklahoma 

TMmOls 2... ccese Louisiana 

New Jersey D N. Carolina 

Connecticut .... c Texas 

Maine S. Carolina 

Pennsylvania ... West 

Ohio Nebraska 

Vermont Oregon 
South Colorado 

Kentucky Montana . 

‘Tennessee 

Marvyiand 

W. Virginia 

U. S. Grand Average—Rural Areas 
A similar picture is presented for den- 

tal health examinations. Here the North- 

east and West average ahead of the 

South. Nebraska leads with 24 per cent. 

New York is second with 22 per cent. 

Vermont is the lowest with only 6 per 

cent. 

The figures for the Southern. States are 
surprisingly uniform. In view of what 
was said above about accessibility of serv- 
ice, it is unexpected to find Montana on a 
par with New Jersey and Connecticut. 


Chart 32 
Vaccination—Rural Sections—Percentage 
of Children Reached 


Northeast N. Carolina 
Tiinois Louisiana 
New Jersey Maryland 
Connecticut .... Tennessee 
Ohio 8S. Carolina 
Alabama 

West 
Nevada 
Colorado . 
Oregon ... 
New Mexic 


Pennsylvania ... 
Vermont 
Maine 
South 
Oklahoma . 
Kentucky . Montana . 
Te Nebraska 
Ww. 
U. S. Grand Average—Rural Areas........ 1% 
Not many rural children have been vac- 


cinated against smallpox. Our survey 


be appreciated that the younger genera- 
tion in the rural parts of this country are 
not extensively protected against smallpox. 


Chart 33 


Immunization—Rural Sections—Percent- 
ages of Children Reached ‘ 


Northeast S. Carolina .... 
New York Oklahoma 
New Jersey Kentucky 
Connecticut Maryland .. 
Illinois W. Virginia 
Pennsylvania 


New Mexico .... 
Oregon 
Nebraska 
Montana 
Colorado 


N. Carolina .... 
Tennessee 
Louisiana 
Alabama 


U. S. General Average—Rural Areas...... 18% 

When it comes to immunization there 
are greater differences between the rural 
parts of States. New York leads the pro- 
cession with 39 per cent immunized. In- 
cidentally this is a higher figure than the 
total for all the 11 cities of New York. 
This percentage is 37. North Carolina 


stands second with 36 per cent and Ten- 
nessee third with 28 per cent. The rural 
areas of the South are very definitely 
ahead of the Northeast and West in im- 
munization. ‘The lowest Southern State, 
Texas; is almost even with the highest 
Western State, New Mexico. Four of the 
Northeastern States are below Texas. 
Maine, Vermont and Nevada have made 
scarcely any headway in this preventive 
health field among rural children. I am 
wondering whether this chart doesn’t re- 
flect the work of the full-time county 
health units in these Southern States at 
the top of this table. You will recall the 
remark of the previous speaker that the 
practicing physicians preferred to have 
the county health department give im- 
munizations. 

Let us see how well the farmers’ chil- 
dren stand when arrayed against their 
so-called sophisticated and progressive city 
cousins. Can the country child make any 
kind of a showing in this severe test? 
Here I warn that there are some sur- 
prises in store for you. I must point out, 
however, that in this case we are com- 
paring the grand averages of only 37,000 
rural children with 140,000 city children. 
A more representative selection of rural 
children might show a different result. 
What I am giving you must be regarded 
merely as an index. 


Chart 34 


Preventive Measures Among City and 
Country Children 
City Country 
Health Examinations 37% 
Immunization q ‘ 
Vaccination 
Dental Health Examinations 


In the matter of health examinations 
the rural child is at some disadvantage. 
Whereas half of the city children have 
had health examinations only a little 
more than a third of the rural children 


have had this service. If one stands at 
the top of a cliff and looks down at the 
climber who is only one-third the way 
up, it looks as though he had a long ways 
still to go. If you stand in the bottom 
of the canyon and look upward at the 
climber already one-third the way up the 
wall, it seems as if he had gone a long 
distance. This is the situation with health 
examinations for the country child. There 
is still a long ways to go—but considering 
all the difficulties isn’t it rather remark- 
able that he is as far along as he is? 

In the matter of immunization against 
diphtheria, the rural child is astonish- 
ingly close to the city child. This result 
was quite unlooked for. Obviously a great 
deal of work has been done in this field 
that probably has not been generally real- 
ized. Considering the difficulties of rural 
health work it would seem almost as 
though the rural areas have been pushing 
the antidiphtheria campaign with more 
vigor even than in the cities. 

The country child is very definitely be- 
hind in vaccinations. Only 7 per cent of 
children under six years have been vac- 
cinated, according to our survey results. 
This is a weakness in our health armor 
that certainly merits careful consideration. 

Most surprising of all perhaps is the 
fact that the rural child stands shoulder 
to shoulder with the city child in health 
visits to the dentist. We have no ex- 
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planation to offer for this and I hope 
that some of the discussantc this evening 
will enlighten us on this finding. 

As we look at this table I can’t help 
but feel that with the exception of vac- 
cination, rural areas are getting service 
that is surprisingly close to that obtained 
in the cities. The difference between the 


city and country child is not anywhere 
near as great as was anticipated. 

So far I have tride to give vou a pic- 
ture—a photographic snapshot—of where 
our country stands today in the use of 
preventive measures for the preschool 
child. You have seen where progress 
has been made and where little has been 
done. You have seen at what age these 
measures begin. You have observed the 
higher economic groups are either more 
appreciative of service or are probably 
better able to obtain it. You have seen 
how the country child compares with the 
city child. 

What is the explanation fer these dif- 
ferences? Why are some citics high and 
others low in these health measures? lias 
the character of the health department 
anything to do with the matter? Are 
there differences in the attitude of the 
physicians? 

I wish we could have probed into some 
of these questions further. But we have 
had our hands full these last eight 
months just in taking these pictures to 
see where we stand—to get our bearings. 
We have not had the time nor the facil- 
ities to do more. We have yet to con- 
tinue our analysis further into differences 
between white and colored and among 
different nativity stocks, for we alreauy 
have these facts available. 


There are certain indications in this 
survey, however, that are suggestive Ji 
the reasons for this uneven use of health 
measures over the country. And there 
are also other points that clearly indicate 
some things that ought to be done to 
make the oncoming generation more <e- 
cure in health. 


Chart 35 


Health Examinations—Percentage of 
Children Examined in Each 
Economic Group 


II a iv Vv 
Low- 
est 


19% 14% 


I 
High- 
Columbus, Ohio 


San Antonio, Tex. ... 31’, 20% 55% 
Providence, R. I. ,... 80°. 76°, 63% 


Let us look first at a chart which shows 
the proportion of health examinations 
among the different economic groups in 
three cities. You will note that the high- 
est economic group have health examina- 
tions in Columbus but that the proportion 
is less and less as we go down the eco- 
nomic scale. San Antonio’s relatively 
more well-to-do people have very few 
health examinations for their children. 

t is the poorer people that secure atten- 
tion in San Antonio. Among 146 cities 
Columbus stands one hundred and sev- 
enth in rank im health examinations and 
San Antonio in one hundred and thirty- 
sixth position. Do not these vertical lines 
suggest that Columbus is held back be- 
cause either there are insufficient facilities 
f£6h, the poorer children or else that little 
attempt has been made to educate them? 
I do not know what the facts are but do 
not these figures suggest this explanation? 
In San Antonio doesn’t it look as though 
those who are more likely to be relying 
upon their own physicians for health pro- 
tective measures are not sufficiently im- 
pressed with the importance of these 
things? Again I do not know the facts 
but that is what these figures suggest, do 
they not? Certainly someone must be 
doing a mighty fine piece of clinic or 
health center work in San Antonio, for 
the poorer children are receiving service. 

It is possible for all groups of children 
to have health examinations, as this pic- 
ture of Providence proves. The private 
physicians must be sympathetic with the 
idea, and either the health department or 
Private agencies must be providing ample 
facilities for the poorer children, and the 
Public in general must be alive to the ad- 
vantages of health examinations. Is not 
that perhaps the reason why Providence 
Stands second among 146 cities in health 
examinations? 2 

Now let us turn to the dental situation. 


Chart 36 
Dental Health Examinations 
Percentage of Children Examined in 
Each Economic Group 
(Highest) 
I II 


41°; 


nr ( Lowest) 
Jackson, Miss zV y 


41% % 
Knoxvilie, eae “be Oe 
Portland,’ Maine.: 38% 14% 20°. 24°. 36% 

This picture presents an intensely in- 
teresting drama of community life. It is 
almost as revealing as a psychological ex- 
amination— perhaps even better than 
some. Jackson, Miss., and Portland, Me., 
among 146 cities stand tied for ninth place 
in dental examinations. In each city 25 
per cent of children have been reached. 
In Jackson, however, as you can see, the 
Service is largely confined to the part of 
the population who are in comparatively 
comfortable circumstances. The highest 
economic group in Jackson give more 
dental health attention to their children 
than in any city in this survey. Jackson 
is far ahead of a similar economic group 
in Portland. Jackson ought to stand away 
ahead of Portland. It does not, because 
the dental health facilities do not reach 
the poorer children in Jackson. In Port- 
land the poorer children receive dental 
health attention. There must be public 
dental clinics in Portland. By their at- 
tention to the poorer economic levels, 
Portiand manages to present just as good 
a total picture as Jackson. 

_What is the trouble in Knoxville? Knox- 
ville stands at the bottom of the dental 
table among 146 cities, evidentiy because 
those relying on private dental service are 
not alive to this need. And the poorer 


31% 10% 


*people are behind 


people in Knoxville are either not alive 
to the need or else there are no facilities 
to meet this need. ‘ 

Take the question of vaccination: It is 
the best judgment of the medical and 
public health professions that children 
should be vaccinated in their first year 
of life. 

Chart 37 
City and Country Children—Per Cent ef 
Children Vaccinated at Each Age 
Age 
Under 
Under 
Under 
Under 
Under 
Under 

You can see how far we have realized 
this ambition. We have barely begun in 
the country. In the cities there are as 
many l-year-old children vaccinated as 
there are 4-year-old children in the coun- 
try. The fifth year shows an appreciable 
increase in the city, but only very slight 
in the country. 

This chart is a definite challenge to the 
fathers and mothers of America. Of the 
things that ought to be done for child 
protection one very necessary step is re- 
newed effort toward early vaccination. 

What we do, as you will see from this 
next chart, is to put off vaccination until 
children cnter school. The big increase 
comes in the fifth year. 


Chart 38 
Vaccination Program—Per Cent of Chil- 
dren Vaccinated at Each Age 
es New York 


City 
Under 10°% 


Under ws e 35% 
Under =e a 48°, 
Under , 54% 
Under 61% 
Under 19% i% 
Scranton, Pa., has only 19 per cent of 
her 4-year-old children vaccinated. It has 
79 per cent of its 5-year-olds vaccinated. 
Pennsylvania requires vaccination for 
school entrance. New York City goes after 
the children earlier. Ten per cent of the 
babies are vaccinated, and in the next 
year 35 per cent. There is an appreciable 
increase in the fifth year, it is true, but 
the main thing is that in New York chil- 
Gren have been protected in the important 
years before school. 


We have had campaigns to advance im- 
munization against diphtheria. In a few 
short years diphtneria immunization has 
caught up with the century-old protective 
measure against smallpox. 

Chart 39 
Vaccination and Immunization in Cities 
Percentage of Children 
Vaccinated Immunized 


or 


Age 


Age 

1i% 

23% 

25% 

28% 

32% 
In this chart you can see that at ages 
1, 2, and 3 there are more children pro- 
tected against diphtheria than against 
smallpox. If it were not for the school 
vaccinations at the fifth year, immuniza- 
tion would clearly exceed’ vaccination in 
amount. Seventy-eight (78), or more than 
half of the 146 surveyed cities, have mere 
Preschool children immunized than vae- 

cinated. 
What is holding. back vacciantion? 


Chart 40 
Vacecination—Percentage of Children Vac- 
cinated in Each Economie Group 

(Highest) « Lowest) 

I Zz mz «6 «6 

Allentown, Pa 4% 0% 43 1% 1% 
Yonkers, N. ¥. ... 47% 41% 46% 38°; 59% 
Atlanta, Ga....... 44% 14% 139% 17°) 16% 

Nothing seems to be holding it back 
in Yonkers, N. Y. All groups of the pop- 
ulation seem to appreciate its value and 
are being attended to. 

But in Allentown, Pa. apparently no 
one is interested—laity, or profession, or 
health agencies. 

In Atlanta it would seem that the pri- 
vate practitioners and the betier-to-do 
vaccination, but are 
the public and private health agencies 
Pushing the matter very hard? 

Now, as to immunization, let us exam- 
ine the next chart. 


Chart 41 
Percentage of Children Immunized in 
Each Economic Greup 
(Highest) | 


Des Moines, Iowa 31% 
Boston, Mass. 14% 13% 8% 10% 2% 
Detroit, Mich.... 43% 35% 42% 37% 42% 

In Detroit it looks as if all groups are 
Pulling together. ‘The public is alive to 
the value of the practice. The physicians 
are back of it. The official and private 
health agencies are providing the facili- 
ties for the poorer groups. 

In Des Moines the doctors are appar- 
ently encouraging immunization and are 
receiving cooperation from the public. 
Why aren't the lower economic groups 
getting it? Is it because there are no 
facilities or ne appreciation of its bene- 
fits? 

What about Boston? The poorer people 
are more extensively immunized than oth- 
ers. This is a problem that Boston will 
have to solve. 

I shall conclude with three charts. 

In the schoolroom it is a matter of out- 
Standing interest to know where one 
Stands among his fellows. Even West 
Point and Annapolis rank the members 
of the graduating class from Number 1 
downward. And this same interest holds 
throughout life. ‘Therefore, in order to 
top off this presentation with a somewhat 
personal touch, I shall copy the school 
teacher and announce the highest marks 
on the survey examination papers. 

There are 146 cities. We can arrange 
the cities in sequence from highest per- 
centage to lowest percentage in each of 


( Lowest) 
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24% 90 1% 3% 
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the four health measures and find the 
composite ranking. 
Here is what, the survey tells us: 
Chart 42 
Five Highest Cities in Four Preventive 
Measures Combined. 


Rank in Bach Indi- 
vidual Measure 
° 
Composite < 5 
Ranking pt Pxo ° £ 
Four Measures £3 S s S ak af 
=r PE FEE SF & 
1 Cleveland Heights O.. 5° 1& 10% 8: 
2 San Francisco, Cal. .. 9% 6° 4% 26% 
3 Berkeley, Cal. ........ is 4% 9% 
4 Kansas City, Mo...... 119 3% 18% 
5 East Orange, N. J..... 6% 17%¢ 18% 
Cleveland Heights, Ohio, stands first 


among all these cities. San Francisco is 
second, Berkeley third, Kansas City (Mo.) 
fourth, and East Orange (‘N. J.) fifth. 
The populations of these cities are inter- 
esting. The first, third and fifth cities 
are relatively small, under 100,000. The 
fourth city is nearly 400,000. The second 
eity, San Francisco, is among the dozen 
largest in the country. You will note that 
only two of the cities in this list are 
east of the Mississippi. 

Health examinations and dental health 
examinations are influenced, as we have 
seen, by economic considerations. A num- 
ber of these cities obtain their position 
more by their high ranking in the exami- 
nations than in the public health meas- 
ures of vaccination and immunization. 
Therefore I shall present one more table, 
which shows the five cities with the high- 
est composite ranking for vaccination and 
immunization only. 

Chart 43 
Five Highest Cities in Vaccimation and 
Immunization Combined 


Composite 
Ranking Vacci- Immuni- 
Two Measures nation zation 
1 Yonkers, N. Y....... + 2% 4% 
2 New Haven, Conn..... 5° 4% 
3 Syracuse, N. Y........ 10°% 2% 
4 New York City, N. Y.. lo 16% 
5 Cleveland Heights, O. 10'% 8% 


Yonkers (N. Y.) stands first. New Haven 
(Conn.) is second, Syracuse (N. Y.) third, 
New York City fourth, and Cleveland 
Heights (Ohio) fifth. Again we see large 
and small cities side by side. In this table 
you will note only one city west of Buf- 
falo. 

The collection and analysis of this sur- 
vey material has been a fascinating work. 
But there is a great deal more work to 
be done to realize alf the value from this 
study. However, I am sure that this 
audience will appreciate that considerable 
progress has been made, since the first 
written request for cooperation went out 
from our office on July 14, 1930. 

I want to thank the many hundreds of 
people over the country who have faith 
in the value of this study and have given 
prodigiously of their time to its construc- 
tion. 

The last chart, showing Uncle Doc and 
the thoroughbred hogs, speaks for itself. 
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participating we never would have been 
able to obtain the information which is 
so essential to the completion of this sur—- 
vey. 

In one of our other cOmmittees of the 
Conference we have attempted to make 
a study of the progress or the trend of 
progress which has beem made in public 
health work in the 186 large cities in the 
United States, and one of our tasks has 
been to determine the expenditure for 
the so-called specified services of health 
departments, money spemt by health de- 
partments for recognized public health 
services. 

Dr. Palmer was kind enough to show 
me the last two charts before this meet— 
ing, and I have obtained the informa- 
tion with regard to expenditure. If you 
will recall, you were reminded of the fact 
that Cleveland Heights was first of the 
four different services represented. We 
have no information for Cleveland 
Heights—it was too small to be includea@ 
in our survey. San Framcisco was second. 
So far as expenditures for public service 
are concerned, San Francisco stands 
twenty-sixth on our list among the 100 
largest cities. It does, Imowever, show @ 
tremendous gain in per capita expendi- 
tures over the six-year period from 1923 
to 1929. San Francisco is now spending 
nearly 84 cents for specified public health 
services. 

Berkeley was thirty-sewenth among the 
86 smaller cities. Kansas City, Mo, was 
thirty-second. East Orange, N. J, was 
sixth in the group. There you will see 
comparatively little coordination or com-— 
parison between the expenditure and the 
rating im these four activities. However, 
if we take the second chart, which is truly 
representative of the activities of the of- 
ficial public health services, we find a cor— 
relation which is quite striking. 

Yonkers, which was No. 1 on the sec— 
ond list, is No. 4 so far as public health 
expenditures per capita is concerned, 
spending $1.36 per capita. 

New Haven is thirty-first, with 8 cents. 

Syracuse, which was third on Dr. Palm- 
er’s list, stands first as far as expendi- 
tures are concerned, or $1.53 3/10. New 
York City is probably the exception as 
far as its official agencies are concerned 
and is fiftieth on the list of expendi- 
tures, spending only 67 cents per capita. 
Again we have no figure for Cleveland 
Heights. 

There are, as Dr. Palmer suggested, a 
number of variables which he has not 
yet considered. For instance, New York 
City showed the highest per cent of vacci- 
nation of preschool children, and I won- 
der if that would not occur even though 
there were no health department or no 
health agencies in a city which has such 
a predominating population of Jewish 
people, where it is a part of their re- 
ligion to vaccinate at am early date. Them, 
again, there is the hospital influence 
which may have been Ome reason for the 
difference between the rural and the ur— 
ban immunizations at the early age group. 
I know of one city in which 10 per cent 


Wr 


ent Sikes has had his hogs immunized 
against cholera. His children are still 
unprotected against diphtheria and smallpox 


but of course his pigs are thorobreds,” 


CHAIRMAN WILBUR: I am _ sure that 
you all recognize the great significance 
of this national survey. It indicates the 
great tasks before us in carrying on the 
findings of this White House Conference. 

In the discussion of this survey we are 
going to call on Dr. Henry F. Vaughan, 
Commissioner of Health, Detroit Board 
of Health. He has done excellent work 
in Detroit, both in vaccination and in im- 
munization. Dr. Vaughan! 

DR. HENRY F. VAUGHAN: Mr. Chair- 
man, I am sure that all of you have been 
greatly impressed with the masterly way 
in which Dr. Palmer has presented this 
survey, and you must, of course, have a 
realization of what it has meant. It oc- 
curred to me that if the White House 
Conference hasn’t done anything else it 
has done a wonderful piece Of work in 
making possible a survey of this charac- 
ter. I am sure that without the backing 


of the Conference in which we are now 


© APWA 


of all the births occur in a municipal hos— 
pital and it is the practice in that city 
to vaccinate every child on the first day 
of life. That has been done since 1924 
when that city underwemt a very severe 
epidemic of smallpox, amd that immedi- 
ately accounts for 10 per cent immuniza- 
tion in the first year of life. That prac- 
tice might well be extemded into other 
cities. 

The whole picture, as Dr. Palmer gave 
it to us, is tied up with personality. When 
you saw Newton up there, I thought im- 
mediately of the splendid work that Miss 
Bragg has done in health education in 
Newton, and we see the reflection of the 
personality of organizations, the official 
and the non-official organizations in these 
different cities, 

It would be interesting to have in detail 
(and I hope Dr. Palmér will give us more 
of it) a true story of What has occurred 
in these different cities as far as health 
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department cooperation is concerned. I 
was quite impressed by the fact that the 
second city on the list of large cities which 
has immunized 40 per cent of its chil- 
dren against diphtheria has done it with- 
out a single stroke of that work being car- 
ried on by the department of health. It 
has all been Gone by private physicians. 
The health department has carried on 
the educational program, has spent a 
large sum of money in teaching the peo- 
ple the value of immunization, has ac- 
tually driven the patients into the doctors’ 
Offices, yet the picture shows that 40 per 
cent of the pre-school population is now 


immunized. Im that same city. since Dr 
Paimer's survey was made, a Nhouse-to- 
house canvass has been made by 110 


nurses who im a period of four months 
canyassed every home inthe city in which 
there were children between the ages of 
G months and 10 years, and we found 
that Dr. Palmer’s sampling is correct. We 
found at the begining of the survey there 
were 40 per cemt immunized, exactly the 
figures that Dr. Palmer showed. Since 
the survey the per cent oi immunization 
has been increased to 49 per cent. 

Just a word to my fellow health officers: 
I hope that those of you who may be in 
the class in which I find myself as far as 
physical examimations and dental exami- 
nations are comacerned—away down on the 
list—will feel as I do, that it is some- 
thing which challenges us. We can now 
go back to our medical and our dental 
professions ancl to our public officials with 
this challenge amd show a better report 
in future surveys. 

Again I wish to add my praise to what 
Dr. Palmer has done. I think he has 
given us a very valuable study. I thank 
you. (Applause.) 

CHAIRMAN WILBUR: Dr. Louise 
Stanley, Chief of the Bureau of Home 
Economics of the United States Depart- 
ment of Agriculture, has beem of very 
great service to us all throughout this 
White House Conference study. I am 
glad to call om her to continue the dis- 
cussion. 


Rural Conditions 

DR. LOUISE STANLEY: 
man, Ladies amd Gentlemen, Dr. Van 
Ingen has discussed the status of pre- 
ventive health measures with children of 


Mr. Chair- 


preschool age. He has emphasized the 
importance of periodic health examina- 
tions in any health program, and the spe- 


cial need for such examination of chil- 
dren before school age. 

Results show that most mothers ap- 
preciate the ima portance of examination of 
the children up to one year. The period 
between one year and six has been always 
the neglected age of the child. and the 
health examimation is no exception to 
this rule. 

The war, with the examination in 
wholesale numabers of the drafted men, 
showed the nurmber of physical defects in 


our young mera was quite large. Exami- 
mations sponsored by the Children’s 
Bureau during the Children’s Year after 


the war showed that many of these de- 
fects had their foundation in these earlier 
years. 

Dr. Van Ingen’s study shows that not 
all physicians Ihave as yet the preventive 
point of view, that too little attention is 
paid in medical schools to instruction 
methods for routine physical examina- 
tion. The physicians approached a}) in- 
dicated, however, that the facilities avail- 
able in this preventive field are far in 
advance of the use of them. An apa- 
thetic point of view on the part of parents 
seems to deter the acceptance of these 
more than either availability of such 
service or cost. 

Dr. Palmer Khas presented to you the 
results of the survey. I have been asked 
to discuss with you first the results of the 
rural study, amd second to speak briefly 
about the place of the home demonstra- 
tion agent in this program. I hesitated 
at first to do this because it seemed that 
it might better come from one of them; 
I consented because I thought that one 


not directly im the work, but a sympa- 
thetic onlooker, might evaluate it better 
and speak more freely of their accom- 
plishments ancd opportunitics. 

In the first place I fear that the re- 


sults give too Optimistic a picture of the 
rural situation. The sampling may be, 
and prabably is, somewhat weighted by 
the choice of nome demonstration coun- 
ties. Of course this was necessary, as 
these records were collected by the home 
demonstration agents. Even within these 
counties, they may be further weighted 
if the home demonstration agent went 
to the women with whom she had been 
working. We tried to control that, but 
were unable to do so, and! think a num- 
ber of them were included. In any case, 
the homes visited were chosen from the 
communities im which the home demon- 
stration agent had been working, which 
in itself would Ihave been an influence. 
The lower figures for vaccination in 
rural than in urban districts can _ prob- 


ably be explaimed in two ways. In the 
first place, we saw the influence that 
school age had upon vaccination. The 


school age, the age of entrance to school, 
is usually higher in rural districts than 
in the urban’ districts. In the second 
place, I think the rural preschool chil- 
dren come so little in contact with peo- 
ple outside the home that the mothers 
appreciate less the necessity of early vac- 
cination. 

As I saw the figures thrown on the 
screen tonight im regard to vaccination, 
I appreciated especially the forward point 
of view which was taken by my grand- 
father when he insisted upon having all 
the members Of the family vaccinated be- 
fore they reached one month of age. I 
am presenting this tonight in the hope 
that I can do something to wipe out the 
very bad reputation which the State of 
Tennessee made on the chart. «Laugh- 
ter.) 

My only comment on the high percent- 
age of rural children having immuniza- 
tion against diphtheria is one Of surprise 
and appreciatiom of the cflect of pub- 
licity in this field. The very high num- 
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ber of visits to the dentist for examina- 
tions is also surprising. It seems to be 
as high for rural as for urban children. 
I think this is probably accounted for by 
the emphasis on teeth in the nutrition 
program among mothers which has been 
undertaken by the home demonstration 
agents. This has progressed more rapidly 
in rural than in urban districts. 

In the light of all this it seems desir- 
able to discuss the comtribution of the 
home demonstration agent to a health 


program. I have a chart outside, but it 
is rather a bulky thing and I shall not 
show it. It shows the mumber of counties 


in which there are home demonstration 
agents. It would have been qfite similar 
to the first chart which Dr. Palmer pre- 
sented. Thesé agents are resident county 
members of the State extension service 
in agriculture and home economics. They 
have a very direct contribution to make 
to any health program. 


Opportunities of Home 
Agents 

First, they work with rural homemak- 
ers, bettering home conditions in a variety 
of ways, including suggestions for year- 
round supply as the foundation for diet 
adequate for health, amd they also give 
trainimg in the selection, preparation, and 
sanitary handling of food. They and the 
women in their home demonstration clubs, 
many of them moth@r’ with school and 
preschool children, oftem assume leader- 
ship im promoting and demonstrating the 
value Of such measures as school lunches, 
health education and physical examina- 
tions im rural schools, and they often 
sponsor and assist preschool clinics. 

Second, the home demonstration agent 
helps make the people of the county 
health-conscious and develops proper at- 
titudeS toward preventive measures in the 
homes. 

The rural boys an@ girls in the 4-H 
Clubs have adopted two slogans of “Make 
yourself your best exhibit,” and “Grow 
into a fine club member.’’ These have led 
to the widespread adoption in many states 
of health practices by club members. 
The health rules have popularized physi- 
cal examination not only for club mem- 
bers, but for other children of school age, 
and have set up a standard of health 
that creates interest im both preventive 
end corrective measures 

Third, the home demonstration agent 
serveS as a contact point between the 
homematxer and the health workers of 
various types. Many a_ school county 
nurse has been appoimted because the 
home demonstration agent saw the need 
and organized the demand for this serv- 
ice. M&any other nurses lave had their 
first imtroduction to the rural constit- 
uvency as the guests of home demonstra- 
lion club women. AS a county worker, 
the agent comes in frequent contact with 
school and public health officials and is 
in @ position to bring to the attention 
of mothers, health facilities of different 
kinds and show to them their importance. 

At the end of the year 1929, which is 
the last figure available, there were 12,- 
086 counties in the Umited States that 
had home demonstration agents. In some 
of these counties there are two agents. 
They should be looked upon as avital part of 
the health education program. They 
reach back through their state organiza- 
tions to specialists im different fields. 
They carry to the rural women a vast 
fund of useful information. They are 
developing in the women they reach ® 
health consciousness, am attitude of mind 
which makes these women more recep~ 
tive to preventive measures. 

CHATRMAN WILBUR: Dr. Mary Riggs 
Noble, chief preschool division, Bureau 
of Child Health, Pennsylvania Depart- 
ment of Health, will continue the dis- 
cussion . 

DR. MARY RIGGS NOBLE: Mr. Chair- 
man, Colleagues and Friends: I am going 
to depart slightly from what I am afraid 
is expected of me tonight. I have not 
such figures as perhaps Dr. Palmer would 
like to have about the rural area in 
Pennsylvania. 


Demonstration 


Reasons So Little Is Done 

We have looked at the figures of our 
various states quickly, and where our 
cities were mentioned, we looked at those 
cities. It was 4 message to each one of 
us personally. but are we inelined to ask 
ourselves, when we know all of these facts. 
what is our worst difficulty? Where is 
the biggest gap in all this preventive pro- 
gram ? I believe, if I amswer from my 
own experience, that the biggest gap is 
that we get so litle dome after we know 
what ought to be done. «¢Applause.) 

There are several reasons, it seems to 
me, why there is so little done when we 
know what ought to be done. First, ig- 
norance; I cannot stop to talk about that, 
and I don’t mean necessarily that people 
do no know what is meeded for every 
child im the way of health work. Some 
people, knowing in general the facts, do 
not realize the full menace of this great 
load of defects that rest on the shoulders 
of the little preschool child. I am some- 
umes persuaded there is a lot of cast iron 
and India rubber in them or they would 
never weather ail the things that we find 
are resting so heavily om their shoulders. 
They ae not standing om our thresholds 
and asking to have it proved that they 
have defects. There is a lot of halting 
because the parents do not know, in spite 


of gemeral information, the danger of 
-~ defect. I do not wish io talk about 
that. ? 


Another reason why nothing is done. 
It costs such a lot and there isn't money, 
and it is worse this year than it has been 
lor & good many years. I cannot talk 
about that, but I would like to bring 
one Clinical footnote concerning the third 
reason——parental apathy in the presence 
of information 

We have done a little piece of work 
ina timy bit of Pennsylvania where every 
summer from the first of June until Labor 
Day there is piled up im the offices in 
Harrisburg a tremendous amount of in- 
formation about approximately &,000 little 
childrery in the rural areas. It is about 
aS Sadie number after every summer's 
work. 


Am I going to sit down befon 
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that mass of information, from which we 
cam usually forecast the defects that we 
shall find, the proportion of each single 
one, and say, “Here is @ mass of won- 
derful evidence that our preschool chil- 
dren need to have a lot done to them?” 
No, my friends, I am going to say it is 
a terribly costly way to spend tax money. 
Am I going to sey that we paid this 
much money out and here are the facts 
that we found? No, I am going to say, 
“Was it all worth while, and what can 
we do to make it worth while?” What 
we do to make it worth while is the point 
which I want to consider for just a 
moment right now, 

We examined 8,189 children last Sum- 
mer, we cleaned ¢,261 mouths, we found 
approximately 39,000 cavities. Then we 
wrote to the doctors, every one of whom 
had a personal call from our workers be- 
fore we ‘vent into their territory. We 
sent to every doctor a list of the names 
and addresses of the children examined 
and what we had found in gross defects. 
Make no mistake aout this. I am not 
saying that every one of that mass of 
children had that very careful, exhaustive 
examination, but we lifted out the major 
defects. We wrote to every doctor. We 
sent the lists to schoo) superintendents 
or principals who wanted them and to 
the heads of the ley committees who had 
helped us in getting ready for the cam- 
paign and who were now ready to help 
with this thing that we call follow-up. 
I haven't used the word before. It is get- 
ting to the place where it is almost a 
platitude and it has a different meaning 
in different parts ef the country. I wish 
we could have another word that would 
mean a little bit more. 


Fellow Up Gets Results 

We have fired everybody in that terri- 
tory. so far as we coud, with the desire 
to do something about this child that has 
had the discovery made with regard to it. 

A few months after the whole thing is 
over, when we are afraid that the inter- 
ests. are dying down, that every nurse 
isn’t pulling out her lists from her bag 
quite as frequently as she did just after 
the work was done, we send our workers 
back to visit the doctors. Then when the 
word comes back as to what has been 
done, we make our estimates. All of you 
know that we get about 31 per cent of 
follow-up in the schocis. I wonder if any 
of us are even making a guess as to what 
we get in the rural area when we do 
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thesé’'sporadic pieces of work. From the 
most conscientious estimate that we can 
make (and I wish the statisticians wouldn’t 
listen while I say this; they hate esti- 
mates that are not based on actual fig- 
ures) we believe, based on these visits to 
the doctors’ that we are getting as a re- 
sult 50 per cent corrections. The list 
is an absolutely definite thing. The 
worker and doctor compared the list, each 
child is checked off, and, being as con- 
scientious as we can be, we estimate that 
we get 50 per cent corrections. The other 
50 per cent belongs to that terrible apathy 
that we cannot overcome, but we are at 
least grateful that we have found a way 
of going after the work in this particular 
way, which is welcomed #y the doctors, 
welcomed by the Jay people. We think 
50 per cent of the corrections among pre- 
school children in our rural areas is a 
conservative and conscientious estimate 
of what we get in this manner, and we 
believe that the physicians are taking 
such a hearty interest in this work that 
we can say to them that they are the 
major factor, they haven't sat still when 
those lists came with the old-fashioned 
idea that it would be unethical for them 
to make one little move to get the chil- 
dren to be brought into their offices. 

We welcome the day that is now dawn- 
ing when the doctor takes that interest 
in his or her clientele that warrants the 
going out and seeking to arouse an inter- 
est in having children brought into the 
office. ‘(Applause.) 

CHAIRMAN WILBUR: The last of our 
discussion group is ceneral director of the 
New York Association for Improving the 
Condition of the Poor, Mr. Bailey B. 
Burritt. (Applause. 

MR. BAILEY B. BURRITT: Mr. Chair- 
man and Friends of Children: One of our 
greatest Presidents who wasn't partic- 
ularly noted for his silences once had the 
wisdom to say when he was trying to be 
interviewed that he was sure what the 
country wanted at that time was silence 
and a great deal of it. I have a suspicion 
I sense the fecling of this group tonight 
that that is what vou want from me and 
I am going to be \ brief. 

I do, however. 1t first of all to ex- 
press my persona! appreciation, as I know 
I express the appreciation of all of you, 
to Dr. Van Ingen tor having conceived 
the importance of gathering this data 
for us, and to Dr. Palmer for having 
worked with him so hard in bringing the 
data before us. I feel tremendously en- 
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couraged tonight. We have little with 
which to compare this. Unfortunately, 
we cannot go back by ten-year periods 
and compare this data with data for 1920 
and 1910 and 1900, but we can sit here 
and imagine that if we had that cata be- 
fore us that we would see that after all 
the world does move and that in the pre- 
school work things have happened. 


We have talked at conferences and 
taiked and talked about the preschool 
child. It does almost begin to look as 
though we were really beginning to see 
things. happen with regard to the pre- 
school child. If we could go back still 
farther—I c 1 myself a young man; I 
like to think I am a young man—back 
to my early days in a rural area in west- 
ern New York, did we ever see the doctor 
or the dentist before we got to school? 
The only dentist that we saw was the 
parental dentist with the traditional pair 
of forceps. Surely the world has moved 
Since that time. 


Must Insist On Quality 

Now that we have this data before us, 
we are not satisfied. We are looking for 
ways and means of getting more preven- 
tive work done. In securing a further 
increase in the volume of this work we 
must, first of all, insist on the quality 
of it. The first thing that we must al- 
ways think is, in the extension of this 
program, of improving the qu ty of the 
medical examination, the qua of the 
work all along the line. 

Secondly, I think that practicing phy- 
Sicians are now realizing that there is a 
whole field that they have not occupied 
and they are beginning to occupy it. They 
are seeing the things that can be accom- 
plished, and I have great confidence in 
the further working out of that interest 
in getting us a long step forward. When 
we get the next ten-year period cf what 
is being done for -he preschool child, we 
will find we haye made great progress. 
So back up the doctor. 

Building up our health departments is 
another factor. The well-supported health 
department with a full-time health of- 
ficer, with the trained personnel, with 
public support adequate, with freedom 
from political pressure, that is the thing 
we must depend on locally, in our States, 
and ia our Federal departments because, 
after all, it is the directing minds that 
accomplish results in preschoo) work as 
in other work. 


One of the things that we can always 
count on to increase this is the home con- 
tact we think of largely in terms of the 
public health nurse. The dollar spent 
in the public health nurse fields yields 
large returns in bringing the preschool 
child and its parent to the physician 
and in getting something done in the 
home after the child has been to the 
physician. So building up the public 
health nursing work of our various com- 
munities will give us further large return 
in this field. We find in New York City 
if we make a pin map around our health 
centers that the pins tend to cluster right 
around the health center. In other words, 
we find that people will go a _ short 
distance for preventive health service 
where they will go a much longer distance 
for sick service. 

One of the principles that I think we 
need to keep in mind as far as possible, 
particularly in our larger centers of popu- 
lation, is keeping this work close to the 
people, having the facilities nearer by, 
because I think we have demonstrated 
at least in New York City that the 
nearer the service is to the people, the 
more they are likely to take advantage 
of it. 

I would like to speak of just one more 
thing. The charts brought out very in- 
terestingly the fact that the volume of 
health work is related to the economic 
status of the family. We know from 
other studies that the lower the range of 
income, the greater sickness there is. We 
learn from this that the lower the range 
of income the less preventive work there is. 

It is good national economy for us to 
have good wages as a health measure. We 
have been told that by our Presidents. 
We believe it. It is demonstrated here 
again that there is a direct relation be- 
tween good wages and the volume of 
preventive health work. One of the things 
that we must consider in increasing this 
work still more is to keep before ourselves 
the importance of having no part of our 
population that does not have a way that 
makes it possible for it to have preventive 
health work. 

I am tremendously encouraged by this 
report, as I know you must be also. I 
thank vou. (Applausce.) 

CHAIRMAN WILBUR: I am sure that 
you all join me in thanking the speakers 
for this very interesting evening. 

The meeting stands adjourned. 

The meeting adjourned at 10:15 o'clock. 


Committee B—PRENATAL AND MATERNAL CARE 


THIS meeting of the Committee on 

Prenatal and Maternal Care convened 
at 9:10 o'clock, Friday, Feb. 20, 1931, Dr. 
Fred Lyman Adair presiding. 

The first topic om the program this 
morning is the presentation of the subject 
of Obstetric Teaching and Education of 
Midwives, by Dr. James R. McCord, pro- 
fessor of obstctrics and gyrology, Emory 
University. I wish te express apprecia- 
tion for the energy and efforts of Dr. 
MeCord and his committee in gathering 
together this materia] which will be pre- 
sented to you in the nature of a report. 
(Applause.) 

DR. JAMES R. McCORD: I am sure a 
great many of you do not appreciate the 
real inside joo of this committee. I 
want to preface my remarks by saying 
that the committee does not feel as if 
they have at all selved the midwife prob- 
lem in the United States. Rather than 
read the details of the report, I am going 
to read you only a brief abstract of what 
the report contains and a summary of 
the recommendations of the committee. 

The first midwife ordinance in America 
was passed by New York City early in 
the 18th centixy. This. ordinance dealt 
wit the midwite’s civil activities rather 
thaa her care of the mother, the only 
provision in regard to the latter being that 
in case the midwife saw the mother or 
child in peril she should call in other 
midwives for counsel, and that she would 
not adminisicr amy medicine to produce 
miscarriage. 

The first midwife school in America 
was established at the Bellevue Hospital 
in Mew York City in 1811. 

Most, if not all, of the State laws speci- 
ficaliy referring te the midwife have been 
enacted in the last 30 years, They cover 
such items as registration, reporting of 
births, use of a prophylactic in the eyes 
of the newborn, educational requirements, 
examination and hicensure, and in some 
cases prohibiiions in regard to use of drugs 
or instruments er attendance on certain 
types of cases without calling a physician. 
The Jaws also provide penalties for viola- 
tion. 

In order that it might have the most 
recent information on the midwife situa- 
tion the committee sent a questionnaire 
to the health department of each State 
and Territory and the Philippine Islands. 
The data secured from the several health 
departments on the number of midwives 
practicing and the manner of licensing 
and controlling them will be shown in a 
chart which will be published in the final 
report 

The methods of licensing.and control- 
ling midwives are Cistinguished by their 
variety. In some States the midwives 
must have had a course of training in a 
recognized school of midwifery; in others 
they do not have to take a course of 
training, bul are vequired to pass an ex- 
amination or to satisfy some State or 
local official that they are qualified; in 
still others (hey ave required only to reg- 
ister, and some States have no laws re- 
garding registvation or licensure. 

The reason for this variety and the low 
edueational recuirements in most States 
is easy to undcrstand when the epportu- 
nities for midwife training in the United 
States are considered. There are but two 
schoo!s. Tlie fst of these was established 
in New York City in 1911,.and is limited 
to applicanis who wish to practice there; 
the second schoo! was established only a 
few years ago in Philadelphia. Realizing 
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the uselessness of jaws and régulations 
that require the midwife to have a course 
in a recognized schoel of midwifery when 
there are no schools available, many 
States have set up practical requirements 
which fit the local situation. Most of the 
midwives who ha\e hed a formal course 
of training providing both theoretical and 
practical instruction are graduates of for- 
eign schools. Such graduates are found 
among the white miéwives; with the ex- 
ception of a few nurses who have had a 
course of midwifery training, most of the 
colored midwives are untrained. 

A very interesting educational project 
conducted by a private individual has been 
the work of a woman physician in Salt 
Lake City, Utah. For many years this 
physician has given a formal course of 
instruction to women wishing to become 
midwives, and when she was in active 
practice the students were given prac- 
tical training by accompanying her to at- 
tend her own cases. Other local physi- 
cians have coopsrated to some extent in 
giving this practical experience. 

Most of ine Staie boards of health in 
States having a micwife problem have in 
the last eight or ten years done what they 
could te improve the situation, either di- 
rectly or through the county health de- 
partments. In the southern States nurses, 
and-eccasionally cdectors, have conducted 
courses for midwives in which theoretical 
instruction has been given; the oldest, 
most ignorant and unfit of the colored 
midwives have been eliminated from prac- 
tice, and the requirements for a permit 
or license raised. Work of inspection or 
supervision has been begun or extended. 
In some instances vounger and better ed- 
ucated women have ween urged to attend 
the classes, so that they might replace 
some of the older and less qualified ones. 
The courses of instruction have consisted 
of only a few lessons in some instances, 
and in others have been more extensive. 
In Georgia and South Carolina practically 
every midwife in the State has had the 
advantage of a shert course of lessons. 
In some places, however, a midwife pro- 
gram has been conducted in only a few 
counties. In South Carolina, during two 
successive Summers. one-month courses 
of combined ractical and_ theoretical 
training were conducied at a hospital con- 
nected with a colored school. Many col- 
ored midwives took agvantage of this op- 
portunity for a rea) course in midwifery, 
brief as it was. In Kentucky a course in 
midwifery was given at a small hospital 
located in the mountain section, and one 
class was graduatec. Lack of funds pre- 
vented continuation of the course. Two 
national organizations which have as- 
sisted in this midwife educational pro- 
gram by lending physicians to conduct 
midwife classes are the American Child 
Health Association and the Federal Chil- 
dren's Bureau. 

Many of the States where there are 
large numbers of white midwives have 
increased their supervisory work and made 
efforts to raise the qualifications for 
licenses. The most extensive work has 
been done in New York, New Jersey, and 
Pennsylvania. In a)) three of these States 
an applicant for a license to practice mid- 
wifery must be a graduate of a recognized 
school of midwifery or maternity hos- 
pital, or «New York and Pennsylvania) 


produce evidence that she has aitended a 
ceriain number of confinements under the 
instruction of a physician. In New Jer- 
sey a postgraduate course for midwives 
Was begun at the Jersey City Hospital 
about three years ago, and within the last 
few months Cooper Hospital, Ceaméen, has 
Offered such a course. There is also a 
State association of midwives, which has 
an annual meeting, and a quarteriy bul- 
letin, called the “Progressive Midwife,” is 
issued by the State Bureau of Child Hy- 
giene, which has charge of the supervi- 
sion of midwives. 

With the exception of two or three 
States. the great gap in the educational 
work has been the lack of facilities for 
giving the midwife praétical training and 
experience. The two existing schools can 
accommodate only a few students, and it 
is not economically possible for midwives 
from a distance to attend them. There 
are no schools available for the colored 
midwife, the one in greatest need of train- 
ing and the one who serves the largest 
number of people. 

Another gap in the midwife program 
has been that many of the people who 
have sought to train and supervise the 
midwife have not special midwifery train- 
ing themselves. Much of the supervisory 
work has been concerned with birth re- 
porting, prevention of ophthaimia neona- 
torum, and inspection of the midwife’s 
home and equipment. These things are 
important, but not sufficient. 

With regard to laws and regulations, 
one State frankly admits that local ne- 
cessity makes its laws regarding the li- 
censing of midwives unenforceable. The 
same situation probably exists in other 
places, where the officials are less frank. 
In Massachusetts, because of an inter- 
pretation of the Medical Practice Act 
made in a court decision, miéwives are 
not legally permitted to practice, but a 
Survey conducted by the State depart- 
ment of health in 1921 revealed the fact 
that several hundred births had been at- 
tended by midwives in the six districts 
covered by the survey. Obviously it is not 
logical to institute a program of education 
and supervision for something that is not 
supposed to exist. and therefcre no work 
for the education or supervision of the 
midwife is carried on in this State. 

In the recommendations made to the 
committee by State health officials the 
need for training and supervision of mid- 
wives was particularly emphasized. 
Maternal Mortality in Midwives’ Practice 

Aay recommendations relative to the 
midwife problem must be prececed by an 
examination of the facts to Getermine the 
relation between midwives’ practice and 
maternal mortality. To do this eccurately 
it is necessary to have separate figures on 
the number of births attenced by phy- 
Siciaus, midwives, and others, and the 
number of deaths occurring in the prac- 
tice of each group. Such figures are ob- 
taimable onty from a few communities and 
SO it has seemed worth while to supple- 
ment them with statistics from countries 
and States having a large number of de- 
liveries attended by midwives. For pur- 
poses of this study an effort has bcen made 
to collect as many statistics as possible 
from those communities where records 
have beeu. kept or studies made of the 


number of maternal deaths occurring in 
midwives’ practice and to compare mater- 
nal mortality rates of countries and States 
having large or small percentages of births 
attended by midwives. 

In. aH of the countries of Europe, ex- 
cept Scotland, more than half of the births 
are attended by midwives. the number be- 
ing 80 per cent and more in most of them. 
In the United States the percentage of 
births attended by midwives and “others” 
is estimated to be not over 15 per cent. 
Yet every country in Europe for which 
statistics are available has a lower ma- 
ternal moriality rate than the United 
States except Scotland which surpassed 
the United States’ rate in 1928 by having 
one more death per 10,000 live births. The 
position of the United States is altered but 
little if the colored population with its 
extremely high maternal mortality rate 
is elimimated and figures for the white 
population only used in the comparison. 
In only one year since the establishment 
of the birth registration area has the ma- 
ternal mortality rate for the white popu- 
lation of the United States been less than 
60 per 10,000 live births. 


Comparisem ef States in the United States 

In comparing States with high and low 
percentages of births attended by midwives 
two points should be borne in mind: (1) 
that figures on births attended by mid- 
wives frequently include births attended 
by persons who are not midwives at all, 
such as members of the family and neigh- 
bors acting in an emergency through fail- 
ure of the family to provide a doctor or 
the inability to secure one; ‘2) that of the 


women who serve as midwives only a small 


number are trained in midwifery. 


In the United States birth registration 
area we find that in 1929 there were 13 
States with maternal mortality rates 
higher than 8@ per 10.000 live births. 
Mostly these are the Southern States with 
their large colored population. These 
States also have a large percentage of 
births attended by so-called midwives. 
While the ignorant and untrained colored 
“mammy” undoubtedly contributes her 
share to this high rate, other factors which 
contribute to high mortality rates from all 
causes among. the colored population and 
proportionately to maternal mortality are 
too well known for us to conclude that the 
high rates in the South are due per se to 
the high incidence of so-called midwife 
deliveries. In fact, statistics from three 
States given later in this report show a 
considerably lower maternal! mortality rate 
among the colored women attended by 
midwives than among those attended by 
physicians. 

Aside from these States we find that in 
1929, 12 of the 46 States in the birth reg- 
istration area had a maternal mortality 
rate of less than 60 per 10.000 live births. 
Among these 12 we find New Jersey and 
Maryland with 18 and 19 per cent respec- 
tively of births delivered by midwives and 
others, and Oregon and Iowa both of 
which have no midwife problem. And 
again in looking at the States with rates 
between 60 and 70 per 10,000 live births we 
find Kentucky and Delaware where mid- 
wives attend 13 and 25 per cent respec- 
tively of the births, with Indiana where 
midwives attend 5 per cent of the births 
and Nebraska which “has no midwife 
problem.’ In the group of States with 
rates between 70 and 80 per 10,000 live 
births we have New Hampshire, which re- 
ports one midwife in the State, and Ver- 
mont which reports none, with Virginia 








which has over 4,000 midwives who at- 
tend nearly one-third of the births in the 
State. 

It is recognized that factors other than 
the attendant at birth affect the maternal 
mortality rate of a community and the 
above statistics are presented only to show 
that they do not point to the midwife as 
the determining factor in the high ma- 
ternal mortality of any particular place. 


Statistics from Communities and Special 
Studies 

The data secured from health depart- 
ments and other agencies on the work 
done by midwives and from studies made 
of maternal mortality according to at- 
tendant at birth give us more satisfactory 
ground for conclusions relative to the mid- 
wife’s effect om maternal mortality. In 
only a few studies have such statistics 
been assembled but enough material is 
available to permit of some conclusions 
as will be seen from the following. 

Pennsylvania. In Pennsylvania a pro- 
gram of midwife supervision has been 
carried on in three sections of the State 
for varying periods of time, Philadelphia, 
Pittsburgh, and a group of counties in the 
coal region. Statistics are given below for 
these three communities. 

Philadelphia. The program of midwife 
education and supervision was begun in 
Philadelphia in 1914 under the State Bu- 
reau of Medical Education. The midwives 
practicing there at that time were of 
various nationalities, speaking many lan- 
guages and dialects. With the exception 
of a few women who were graduates of 
foreign schools, most of them were igno- 
rant of any real obstetric knowledge and 
of elemental personal hygiene as well. The 
Bureau began by requiring all midwives to 
register and secure a license. At first the 
requirements were made very lenient but 
were gradually increased until at the pres- 
ent, time applicants for license are required 
to be graduates of an approved school of 
midwifery. Four midwife inspectors, phy- 
sicians with special training in obstetrics, 
were appointed whose dutics were to in- 
struct and supervise all midwives. Each 
midwife is required to send to her inspec- 
tor a report of each case within 48 hours 
after delivery, and the inspector is re- 
quired to visit the case within a few days 
after delivery. If any abnormality occurs 
during labor the midwife must call a phy- 
sician. 

Statistics on the cases attended by the 
midwives have been kept. 
September, 1930, they attended 90,926 con- 
finements. Of this number 1,780 were de- 
livered by physicians and in 1,281 cases 
physicians were called in after delivery, 
leaving a total of 87,865 women attended 
only by a midwife. All deaths occurring 
in the entire group, however, are con- 
sidered here as deaths occurring in the 
midwives’ practice. There were 91,074 live 
births (including plural births) in the 
group of cases, and 77 maternal deaths or 
a rate of 8.5 per 10,000 live births. There 
were 18 deaths from sepsis or a rate of 2 
per 10,000 live births. The lowest maternal 
mortality rate ever attained in the State 
of Pennsylvania is 61 per 10,000 live births 
and the death rate from puerperal sepsis 
has varied from 24 to 27 per 10,000 live 
births during the last six years. ‘In gen- 
eral about one-fourth to one-third of the 
deaths from sepsis follow abortions and in 
order to eliminate this factor from the 
comparison we may reduce the State rate 
for sepsis by one-third, making it 16 to 
18 per 10,000 live births during the last 
six years as compared with 2 per 10,000 
live births for the group. of cases attended 
by midwives. 

The place of delivery is of interest, only 
$4 deliveries taking place in a hospital. One 
hundred and twenty-four women were sent 
to the hospital after delivery but in a num- 
ber of these cases this was due to the fact 
that the baby needed hospitalization rather 
than the mother. 7 

Pittsburgh. The midwife program ‘in 
Pittsburgh was begun at about the same 
time as the one in Philadelphia. The mid- 
wives are required to pass an examination 
given by the Bureau of Medical Education 
and they are supervised by nurses on the 
staff of the City Bureau of Child Welfare 
who visit each case delivered by a midwife, 
During the seven-year period 1924 to 1929 
midwives attended 7.707 women. In 39 
cases physicians were called in to make 
the delivery. There were but 4 maternal 
deaths in the entire group or a rate of 5 
deaths per 10,000 cases. 

Group of 10 Counties. In 1922 an in- 
tensive program of midwife education and 
supervision was begun in four counties by 
the Preschool Division of the Pennsylvania 
State Department of Health. This work 
was later extended to and is now being 
carried on in 10 counties. The midwives 
are instructed in class groups and visited 
in their homes by physicians on the staff 
of the Preschool Division. State nurses 
in these counties visit all women who are 
attended by midwives and the.doctors in- 
vestigate deaths of mothers or young in- 
fants that occur in the midwives’ practice. 
Statistics have been kept and all deaths 
occurring among patients attended at any 
time by a midwife have been charged 
against the midwives’ practice even though 
the case may have been taken over and 
the delivery conducted by a physician. 
There have been 30,364 confinements at- 
tended by midwives in this group of coun- 
ties from 1925 to 1929 inclusive, with 56 
maternal deaths or a rate of 18 per 10,000 
confinements. 

New Jersey. In a report made in 1922 
by Dr. Julius Levy, Director of the Bureau 
of Child Hygiene of Newark, N. J., and 
Consultant to the State Bureau of Child 
Hygiene, he gave statistics for that city 
for the five-year period 1916-1921 showing 
that the maternal mortality rate per 1,000 
live births among cases delivered by mid- 
wives had varied from 1.0 to 2.2 during 
the five years, while that for doctors in 
private and hospital practice had ranged 
from 6.0 to 8.7. 


In the annual report of the New Jersey 
Bureau of Child Hygiene for 1928 some 
figures are given on the number of ma- 
ternal deaths occuring in the midwives’ 
practice. These figures show that of 400 


From 1914 to_ 


puerperal deaths occuring in the State in 
that year, midwives were in attendance 
in only 17 instances or 4 per cent of the 
total. However, they attended 18 per cent 
of the births occurring in New Jersey in 
1928. The midwives of New Jersey are 
probably the best trained and most highly 
organized State group in the country. 

Maryland. In a study of maternal deaths 
in the State of Maryland, exclusive of 
the City of Baltimore for the three years 
1927-1929 information concerning each 
case was secured by a physician who per- 
sonally interviewed the person who had 
been in attendance on the case. There 
were 241 maternal deaths in the three 
years, 65 of which were associated with 
an interruption of pregnancy before the 
seventh month, leaving 176 deaths tak- 
ing place after seven months’ gestation. 
Of the 176 cases only eight deaths had 
been attended by a midwife alone. There 
were 23 cases where there had been no 
attendant, an attendant other than a 
midwife, or where a physician had fol- 
lowed a midwife or other attendant. In 
146 or more than four-fifths of the cases 
a physician had had entire charge. 

States’ included in Children’s Bureau 
Maternal Mortality Study. In a study of 
maternal mortality made in 13 States in 
1927 and in the same States and two 
others in 1928, by the Federal Children’s 
Bureau in cooperation with State Boards 
of Health and at the request of State 
Medical Societies, data were secured rela- 
tive to the attendant at birth. Preliminary 
figures on this subject have been made 
available to the committee. 

In order to eliminate the factor of abor- 
tions which figure largely in physicians’ 
practice, only those deaths following gesta- 
tion of seven months or over are included 
in the tables submitted to the committee. 
These show that out of 4,903 women dying 
after seven months’ gestation or over, for 
whom the attendant at birth was reported, 
only 11 per cent were attended by mid- 
wives. All cases in which the midwife 
was in attendance ‘regardless of whether 
she was followed by a physician or interne 
are included in this figure. 

Another table giving the mortality rates 
according to the attendant at birth for 
the mothers who died in the four States 
included in the study in which midwives 
attended 10 per cent or more of the births, 
shows lower ‘rates for the midwives in 
two of the States and lower rates for the 
physicians in two. In the three States 
for which it was possible to compute rates 
separately for white and colored women, 
the mortality for colored women was 
lowest for the cases-attended by midwives. 
In considering the figures for these four 
States it should be borne in mind that 
with few exceptions the so-called midwives 
are untrained women, and that therefore 


the figures are not so valuable as a basis. 


of conclusions as’are the ones from Penn- 
Sylvania and New Jersey. 

The above statistics show very favorable 
maternal mortality rates in the practice 
of midwives in general, and remarkably 
low rates for the mothers attended by 
trained and supervised midwives. 

Need. for Midwives in the United States 


The question next arises, is there a need 
or demand for midwives in the United 
States? In answer to this the committee 
found that as nearly as can be estimated 
there are approximately 47,000 women in 
this country who at least act in the 
capacity of midwives; only a small pro- 
portion of them are trained women; some 
of them attended only two or three cases 
a@ year, but others have a large practice: 
Altogether, nearly 15 per cent of the births 
in the United States are delivered by 
midwives and others not physicians. By 
States, the percentage of births attended 
by midwives varies from none in some 
States to between 40 and 50 per cent in 
others. In general the States with ‘the 
highest percentage of midwife deliveries 
are the southern States with their large 
colored population. For the most part, 
the midwives who serve the colored popu- 
lation are untrained women. These people 
have to use untrained midwives because 
trained ones are not available and doctors 
cannot be afforded even if they are ayail- 
able. The colored midwives have shown 


themselves eager and willing t9 avail them- - 


selves of such educational advantages as 
have been offered to them in the way of 
theoretical class instruction by State 
Boards of Health. 

The problem is not confined entirely to 
the colored population. In many States 
midwives attend large numbers of white 
women at confinement. The reasons for 
this vary. Custom, sparseness of the 
population and scarcity of physicians in 
some States, and economic conditions all 
play a part. As one State Health Officer 
in a sparsely settled southwestern Staté 
said in speaking of the situation in his 
State: “We must accept the midwife and 
attempt gradually to improve her practice. 
Fewness of physicians and distance people 
live from them make it impossible for a 
large part of the population to employ 
them, because (1) They are not to be 
had at any price. And (2) Because people 
cannot pay the fees. A trip of 100 miles 
at a dollar a mile plus regular obstetric 
fee would consume more than the entire 
cash income of a family for a year in 
many cases. The midwife in this State 
is an institution dating from prehistoric 
times. Any attempt to curtail her activi- 
ties arouses a storm of protest from the 
Spanish-speaking population which com- 
prises about one-half of the total.” 

Conclusions and Recommendations 

After considering all the data which 
have been collected in this study and pay- 
ing particular attention to the needs in 
certain sections of the country the com- 
mittee has the following recommenda- 
tions to make: 

1. The ultimate solution of the problem 
of good obstetrics lies in developing a 
sufficient number of doctors who are well 
trained in the fundamental principles of 
obstetrics. The development of such doc- 
tors is a direct responsibility of the medi- 
cal schools. 

2. At the present time the midwife is 
a@ necessity, ahd every effort should be 


made by the profession to improve her 
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as rapidly as possible. This improvement 
should be brought about by local effort, 
Inasmuch as the midwifery need seems 
greatest in those States where the eco- 
nomic status is low, aid is needed and 
would hasten the relief of present condi- 
tions. 

3. Recognized institutions for the train- 
ing of midwives, which would assure pre- 
liminary education and proper training 
must be established if present conditions 
are to be permanently improved. The 
establishment of such institutions is a 
local responsibility. They should be lo- 
cated in sections needing the services of 
midwives and where they will not conflict 
with the obstetric teaching work of medi- 
cal schools. It is felt that midwives 
trained in or near their own communities 
will be more likely to stay in those com- 
munities where their services are needed. 

4. Inasmuch as the need for midwives 
seems greatest in those communities hav- 
ing a large colored population, it would 
seem wise to establish institutions for 
the proper training of colored midwives 
in the South where a wealth of control- 
lable clinical material is available. 

5. There should be provision for post- 
graduate courses for keeping midwives 
up-to-date. 

6. The committee commends the good 
work that has been done in recent years 
by many State Boards of Health and feels 
that such work should be continued under 
the same supervision. 

7. The committee appeals to the individ- 
ual State Boards of Health to develop 
standards for midwife education, supervi- 
sion and control. Such standards would 
regulate the requirements for licensure 
and insure adequate supervision by ob- 
stetricians, qualified midwives, and public 
health nurses with midwifery training. 
These problems are local and can best be 
solved by local administration. 

8. It is suggested that midwifery train- 
ing would offer the colored trained nurse 
a larger field of activity. 

CHAIRMAN ADAIR: The formal discus- 
sion was originally blocked out mostly 
for members of the committee. 

DR. EDWARD L. KING, professor of 
obstetrics, Tulane University, was asked to 
discuss “The Relation of the Midwife to 
the Teaching Clinic.” 


Relation of Midwife to Teaching Clinic 

DR. EDWARD L. KING: As far as I 
have been able to discover in our part of 
the world. there is no midwife that is 
qualified to assist in any way in the 
Management of a teaching clinic. So we 
can handle the question. you may say, 
from a theoretical point of view. 4 

I am convinced that some such arrange- 
ment would be‘very desirable and no 
doubt is put over in some localities. 

We use the word “midwife” in a rather 
broad sense, not necessarily the real, 
honest-to-goodness midwife but it may 
also include the term the nurse midwife, 
or the nurse who is doing obstetrical 
nursing in combination with the teach- 
ing clinic’ or with some social service 
agency. 

If we can have such a nurse as that, 
or a midwife trained along those lines, 
she can be of great assistance in a teach- 
ing clinic by assisting at the prenatal 
clinic, which is part of the teaching clinic, 
by being present and assisting at the 
actual delivery and by assisting a great 
deal in the postpartum care. 

I do not think that it is fair to try to 
run any formal maternity work of this 
character, whether it is teaching or non- 
teaching. without the assistance of some 
trained woman in maternal work, whether 
you call her a nurse or a midwife. 

It has been suggested that one way to 
run a teaching clinic, particularly out- 
door work, is to have a prenatal clinic 
and then when the time comes for actual 
delivery, to send a medical student out 
on the case on his own responsibility to 
sink or swim as the case might be. While 
that may be a little hard on the medical 
student, it is extremely hard on the pa- 
tient and on the baby. 

I do not feel that it is proper to run 
a teaching service in that way. Many men 
do deliver patients by themselves with 
no assistance or only with the assistance 
of the members of the family. and that 
will have to be done in the future, but 
that is not the way that we should train 
them. If they are trained to have some 
assistance, they can soon realize the ad- 
vantage of it and can entrain their own 
assistants when they get out in the world. 
So that the use of the midwife or the 
nurse wife as an adjunct to the teach- 
ing center in every stage of the work, 
prenatal, intranatal and postnatal, seems 
to be very essential. 

CHAIRMAN ADAIR: Director, Division 
of Child Hygiene, Dr. Joe P. Bowdoin, 
Georgia Board of Health, is to speak on 
The Menace of the Untraincd Midwife. 

DR. JOE P. BOWDOIN: Mr. Chair- 
man, Ladies and Gentlemen: The men- 
aces of the untrained midwife perhaps 
are many and numerous. The midwife 
problem is a serious one. The extent of 
the real menace is dependent on many 
factors and a great deal of it depends on 
the personality of the midwife. There is 
much room for improvement in many 
practices of midwives. 

I cannot speak with authority concern- 
ing the midwives of the entire United 
States, but shall confine my remarks to 
her in the South. Ninety or 95 per cent 
of them are Negroes, and many of them 
old and not able to read and wrile. Mid- 
wifery practice is almost an inheritance. 
as the old granny passes her knowledge 
along with her remedies to a daughter 
or a granddaughter, and we find midwives 
for generations and generations in the 
same families. 

We have to teach our present midwives 
in the simplest way, mostly by demonstra- 
tion; much that we teach deals with what 
they should not do. 

The hope of the betterment of our mid- 
wives lies in the younger generation who 
are capable of receiving instruction. Many 
of them wish to take up the work, and 
I am inclined to believe it would be weil 
for us to consider them. 
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You cannot eliminate the midwife. She 
is a necessity. She is a blessing to those 
who need her and who must depend upon 
her. In Georgia they deliver about one- 
third of the babies born in the State. 
When supervision was undertaken in 1922 
we found approximately 9,000 practicing 
in our State. The process of elimination 
of the very old and the unfit has reduced 
this number to a little over 3,000. We 
are not making new midwives, but are 
trying to distribute them properly and 
keep only the best in the practice. The 
time is coming, however, when we must 
consider giving instruction to others. I 
fear that the highly trained midwife will 
not go into the communities where she 
is actually needed. Georgia, I presume, 
is about like other States as far as the 
scarcity of rural physicians is concerned. 
This must be taken into consideration 
when we think of the need for the mid- 
wife. 

Georgia has 6 counties with only 1 phy- 
sician, 3 with 2, 12 with 3, 13 with 4, and 
15 with 5. In the 6 counties with 1 phy- 
sician there are 25,903 people, or 1 doctor 
for every 4,317 people. In the 3 counties 
with 2 physicians there are 19,406, or 1 
doctor to 3.236. In the 12 counties with 
3 physicians there are 8,400 people, or 1 
physician to 2,233 people. In 6 of the 
larger counties we have 1 physician to 
each 500 ople. 

It must os be remembered that Geor- 
gia is 67 per cent rural. y 

The midwife has been greatly improved 
by the itinerant classes held in various 
parts of the State, and she can be made 
better. 

The midwife must be in good health be- 
fore she receives a certificate in Georgia. 
We have found women practicing who 
had acute tuberculosis. We require all 
of them to have a Wassermann test, and 
refuse certificates to those showing evi- 
dence of syphilis. 

Fifty per cent of the inmates of our 
institution for the blind in 1919 had lost 
their sight because of congenital condi- 
tions. A law in Georgia requires that 
1 per cent of silver nitrate solution be 
put into the baby’s eyes, and the mid- 
wives of Georgia religiously follow that. 

Perhaps the most concrete example of 
the menace of the untrained and unsuper- 
vised midwife I can bring to you comes 
from one of our best health officers, Dr. 
V. H. Bassett. I quote from his report 
on tetanus neonatorum. 


Morbidity and Mortality—Tetanus Neona- 





torum. Numbers and Rates— 
Savannah, Ga., 1920-1959 
Death 
Mortality rate 
from 
Morbidity 38 ° - lock jaw 
Year lockjaw of g & : of a. 
. pe 
saa sind # population 
2 26 28 33.4 
1 26 27 31.4 
1 16 17 194 
1 6 7 78 
oe 5 5 5.5 
ce 2 2 ‘24 
2 3 ei 2 2 24 
SOiicccccs oe oe .- : gore 
“Priory to 1922 there was no attempt at 


control of midwives, and there were from 
10 to 35 deaths yearly from tctanus neo- 
natorum resulting from infections of the 
navel. In 1922 the City of Savannah, by 
ordinance, provided for the training and 
control of midwives, who were required 
to sterilize instruments and put on sterile 
dressings. As a result, tetanus of the na- 
vel promptly decreased, and in 1925, 1926, 
and 1927, for the first times in the his- 
tory of the city, there were no deaths 
from this cause. Since Jan. 1, 1923, when 
this work became established, there have 
been only 16 deaths from this cause, less 
than the yearly rate before control. 

In conclusion I would like to say a word 
or two as a precaution, perhaps, against 
overtraining, because that, in my estima- 
tion, is a menace, The best midwife I 
have in my State—who, by the way, is 
a trained nurse—practiced in a county 
with five physicions. She is a very cbm- 
petent white woman; yet I consider her 
the most dangerous midwife that we have 
in the State. The danger |s that this 
woman is practicing medicine. One of 
our instructors went into her home, took 
her bag and examined it, and found hypo- 
dermics and a syringe, morphine tablets, 
and other things that she had no business 
with. 

I am mentioning this as a word of pree 
caution to you in thinking about the 
training of midwives and the necessity 
of being careful of how we proceed. 1 
believe for the present it is bess to Wain 
these midwives in the community in 
which they live. (Applause.) 

CHAIRMAN ADAIR: The Need for 
Schools for Training Midwives.” Dr. W. 
R. Nicholson, professor of gynecology, 
Graduate School of Medicine, University 
of Pennsylvania. (Applause.) 


DR. W. R. NICHOLSON: Mr. Chair- 
man, Ladies and Gentlemen: 
I am asked to discuss the need for 


schools for midwives, but I hardly think 
that I need spend any time on that sub- 
ject. If you are not convinced by the 
Statistics in the committee’s report of the 
necessity for the training schools for mid~- 
wives, you would not be converted by 
anything that I might say. 

In making @ report some years ago of 
the midwife situation as we knew it in 
Philadelphia, I had occasion to corre- 
spond with the various States and I was 
very much interested to find a report 
from Massachusetts saying that they did 
not have any midwives. A little later on 
they made a survey in one section of the 
State and found they did have midwives. 
They came to the conclusion that they 
could not shut the midwives out of busi- 
ness by any process of the law. That is 
the definite conclusion we reached in 
Pennsylvania. 

You cannot prevent these women prace 
ticing, and the simple reason is because 
if these women aid not practice, a lot of 
Pparturients would go without care. In 
the City of Philadelphia, there are enough 
hospital beds probably to care for the 
obstetrical cases which would develop 








__ CONFERERCH/ONUCHILD HEARN TNNNDPROTHCHONUUMEDICAL SERVICE 


within the first week or tem days. After 
that the hospitals would be putting up 
the S O'S signal. More than that, when 
you realive that the rate charged in the 
wards of a}l private hospitals is as much 
as was charged for a private room 25 
years ago, you will see the condition which 
these people are up against. 

I was v.ry much interested in the state- 
ments of the last speaker’ and I want to 
say one word about the menace of the 
midwife. I believe the menace of the mid- 
wife simply and solely dep-r“* upon the 
type of controlling power in the various 
communities. I think we i°v2 demon- 
strated in Philadelphia that if you exer- 
cise the rieht sort of control, you can do 
a great desl even with the type of women 
that vou have to deal with. When we 
started in- 1914, we couldn’t even find a 
large number of the women whose names 
were on the list at the city hall. They 
were working without any supervision. I 
believe I am right in saying that until 
very recently Philadelphia and Pittsburgh 
were the only locations in which the case 
delivered by the midwife was subsequently 
inspected. I believe this inspection is an 
absolute esscntial in any work with the 
midwives. I don’t think anyone in this 
room will ever see the time when a mid- 
wife can b* given a certificate and allowed 
to go on her own. It might be well if 
the members of my profession had some 
sort of inspection also, 

A Good Record 

There are a few statistics on our work 
that I want to give you. We have been 
operating since 1914, and the midwives 
have delivered 90,926 cases from that time 
up to the end of September, 1930. Out 
of that number there were 77 maternal 
deaths, and 1,780 cases delivered by doc- 
tors, that is the case was in the hands 
of the midwife at first, then there was 
some difiiculty about it and the doctor 
was called. We have the ordinary gen- 
eral praciitioner, not well trained in ob- 
stetrics, unfortunately, who acts as a con- 
sultant, and a good many of our d2aths 
are hones:ly to be attributed to the med- 
ical profession and net to the midwife. 
For instance, if a midwife deals with a 
case for some hours in labor and then that 
case is taken to a hospital and put into 
the hands of an operating obstetrician 
who does a Caesarean on her and the 
case dies, it at least is a point with which 
there is an argument as to whether the 
midwife should be charged with that death 
or the doctor. 

There re only 124 of these women 
sent to the hospital after delivery. A 
good many- of those were sent there be- 
cause the baby needed hospitalization 
more than the mother. 

We have had four Caesareans out of 
90,000 cdd women that we have delivered. 
Our infant mortality in those 90,000 cases 
in thg first four days (this includes still 
births, too) is 1,829 cases, which is better 
than most of the records which the Census 
Bureau publishes. ‘Every woman and 
baby is inspected within four or five days, 
(It is done at that time rather than sooner 
because we want to catch the ophthalmias) 
by a woman physician, @ report is made 
to mé and I make @ report to the Bureau. 
I can vouch for these certificates be- 
cause I have been over every one of the 
more than 99,000 cards on which my re- 
port is based. 

With regard to the eyes of the newborn: 
We have rot lost an eye from gonorrheal 
infection for the past seven or eight years, 
and the one which occured at that time 
was a partial loss. We compel the mid- 
wives to use silver nitrate solution. We 
haven't had any cases of chemical oph- 
thalmia, nor have we found the gonor- 
rheal ophiiialmia incidence any less. The 
reason is pretty evident. If one attempts 
to put a toreign chemical into the eyes 
of a baby, if it is a child of intelligence, 
ft will resent it. The midwife’s technique 
is not good and the result is that silver 
gets on the outside of the face. It doesn’t 
hurt anything; it doesn’t do any good. 
We have just as may cases of ophthalmia 
neonatoruin Now as we ever had, but we 
have by the insistance on the use of this 
silver cut down our nonspecific sore 
eyes to virtually a vanishing point. 

I am afraid most of our women do not 
look upon their professional activities as 
a result of the Divine Father, but never- 
theless if you can put the screws on hard 
enough, you can get results. If we didn’t 
have to wait until we had a cause that 
would stand in the court of law to take 
away the license (anc we used to be able 
to do that until some woman was braiily 
enough to take it to the common police 
court and we were stopped) we could do 
more than we are doing now. In closing 
I want to say that I have never read any- 
tning that has interested me more than 
this report. (Applause. 


Midwife and State Dept. of Health 

CHAIRMAN ADAIR: The Relation of 
the Midwife to the State Department of 
Health was to have been discussed by Dr. 
Felix J. Underwood of Mississippi but 
owing to a death in his family he was 
unable to attend. Dr. J. H. Mason Knox 
Jr., Chief, Bureau of Child Hygiene, Mary- 
land Department of Health, has kindly 
consented to substitute for him. 

DR. KNOX: Mr. Chairman, Ladies and 
Gentlemen: I think those of us who are 
interested in rural mate.nity work, cer- 
tainly in the States which are south of 
the Mason and Dixon Line, feel very 
confident that the midwife is a factor 
which must be reckoned with for many 
years tc come, and that a very important 
part of the work of the State Department 
of Health is to see that the standards of 
midwifery are raised. We should do all 
we can to improve their training, realiz- 
ing, of course, that we have pretty poor 
material with which to start, but judging 
from our exnerience in Maryland. I think 
the material is slowly but very definitely 
improving 

The problems in Maryland are not any- 
thing like as tragic as they were 10 or 
15 years ago. From the standpoint of a 
child health program the thing we must 
stress the most in the immediate future 
is not to further the improvement of the 
milk supply or the eradication of the fly 


but ‘that ‘we must dvegin our child health 
program as soon as conception occurs and 
extend it as far as we can through the 
proper care of the mother. 

I think it is a little presumptuous in 
even well qualified obstetricians to con- 
demn midwives in general when our ex- 
perience the world over is that in those 
countries in which midwives play the 
largest part in obstetrical practice there 
is the lowest maternal mortality. 

There are not physicians enough to go 
around, especially in rural work. Think 
of a county of 30,000 or 40,000 peonle, 
perhaps a rural county, with ‘only a dozen 
or sometimes half a dozen active practic- 
ing physicians, some of whom don’t want 
obstetric cases and will not take them! 
How can you expect these men, if they 
are the sole reliance of these women. to 
resportd to every obstetrical call, especially 
for those cases in which they know there 
will be no remuneration. How can you 
expect them to avoid the use of drugs 
to hasten labor when called to a case 
if they know they have another case 
perhaps 20 miles or 10 miles away which 
is coming, off in a few hours? That 
necessitates almost either the use of drugs 
or the use of instruments. We all know 
that a large part of our maternal mortality 
follows operative interference 

It would seem td me worth while that 
every rural physician doing obstetrics 
would have as his coworkers two or three 
or more competent midwives who would 
work under his direction and deliver the 
cases which he has found by examination 
to be normal, with no disease. no ccn- 
tracted pelvis. He could turn these cases 
over to his midwife assistants with the 
understanding that they would cali him 
and he would come to assist them if 
necessary. 

It seems to me, one thing we need in 
this whole program is patient waiters by 
the bedside of these mothers who are 
normal. Doctors are not patient waiters, 
and they cannot be under rural conditions 
such as we have now. We need someone 
who will represent the doctor, who will 
be clean, who will take care of the mother, 
help to provide for taking care of the child 
and sit by that bedside until nature takes 
its course. 

In order to have the plan of cooperation 
between midwives and doctors work most 
efficiently it is necesary that every prac- 
titioner should have better obstetrical 
training than has been the case in the 
past. 

I can see no better way in which we 
could reduce eariy infant mortality on the 
one hand and maternal mortality on the 
other than by this combination. I be- 
lieve that if the medical profession would 
play ball with those of us who arc trying 
to improve the standards of midwives and 
help us to get the county hospitals having 
an obstetrical service to take in a small 
group of women and give them didactic 
and practical training and then put them 
out, as is done in Norway, into the rural 
territory in which they are at home to 
work under a physician, we would very 
much reduce our rural maternal mortaMty. 

The midwife is a local institution in a 
county; she only covers a territory within 
a two or three mile radius. She walks to 
her cases. If the doctor would scatter 
these people over the territory which he 
covers, and have them work under him, 
I believe a great deal of our difficulty 
would gradually be overcome. (Applause.) 


Discussion 


CHAIRMAN ADAIR: The 


subject is 
now open for general discussion. 


DR. MORRISON (New Jersey): Mr. 
Chairman, Ladies and Gentlemen: I do 
not believe, Mr. Chairman, that in a gath- 
ering of this character, made up of phy- 
sicians, nurses, health officers and social 
workers, the statement that the maternal 
mortality in the hands of midwives is 
lower than the maternal mortality in the 
hands of physicians should be unchal- 
lenged. I have had that statement made 
in our State by the leading obstetricians 
with reference to the statistics in New 
Jersey, and there it is as equally un- 
founded as it is in the States referred to 
here. 

We all know the amount of work that 
the midwives do in all our States, but we 
know that just as soon as they get a 
difficult case, be it a forceps case or a 
case that needs Caesarean section or a 
case that is developing puerperal sepsis, 
it goes out of her hands into the hands of 
a consultant physician or a hospital and 
if the woman dies the death is written up 
either against tNe hospital or against the 
physician. (Applause.) 

DR. NICHOLSON (Philadelphia): May 
I answer tha@? I think the work done in 
New Jersey is outstanding, but I want to 
reiterate what I think I said before and 
that is that every one of these cases that 
I have reported has been followed through 
to its ultimate conclusion. Our midwives 
do not transfer their septic cases to a 
physician without our knowledge, and we 
know the ultimate result of every single 
one of these cases that we have reported. 
It is possible that an unreported case in 
Philadelphia, done by a nonlicensed 
woman, of which we have very, very few 
at the present 
That case doesn’t appear in these statis- 
tics. I simply make the statement, and 
I am perfectly willing to stand by it, that 
among these 90.900 women delivered by 
midwives we had 22 unknown deaths, that 
is, the cause of death was not ascertain- 
able. That is due, to a considerable de- 
gree, to the noncooperation of doctors, 
but we had only 17 deaths from puerperal 
sepsis in those 90,900 cases. That I know 
to be true. Therefore, I believe the state- 
ment that has been made that the mid- 
wife mortality (I am not speaking of 
morbidity) is less in the hands of the mid- 
wives than taken in general throughout 
the profession is true. I don’t think there 
is any question about that. 

In these 90,000 women, we didn’t have 
prophylactic versions or prophylactic 
forceps; we didn’t have Caesarean section 
or occipito posterior. We had the waiting 
type, and while it is true that these women 
are a selected ciass of risks, I have been 
very much interosted in the statistics from 
the South because their women are not 
selected risks. Our women are selected 


time, may die of sepsis 


risks. The statement that in Pennsylvania 
the complicated cases are turned over to 
doctors and the mortality included in hos- 
pital records does not hold water. (Ap- 
plause.) 

»DR. HAVEN EMERSON (New Yoik’: 
Mr. Chairman, Ladies and Gentlemen: I 
suppose this isn’t the place to discuss the 
validity of the vital statistics that have 
been brought to question, but from some 
personal familiarity with the situation in 
Philadelphia, New Jersey and New York, 
I think we must recognize that there is 
sufficiently valid evidence that the trained 
midwife has a superior record in cases ap- 
propriate for her care than the cases 
trusted to physicians exclusively. 

Nobody has mentioned here the study 
by the Buffalo Foundation of the records 
of individual physicians. I think it would 
be a most illuminating thing if the range 
of individual physician’s competence were 
made as much a matter of official record 
as the range of midwives’ individual com- 
petence. I think there is no possible ques- 
tion in the field of statistics that the qual- 
ity of supervision of the midwives has 
improved their standard of care of normal 
cases far beyond anything that kas yet 
obtained by the professional mutual re- 
sponsibility of physicians among them- 
selves. That is a matter that charges di- 
rectly back to the medical profession. I 
think it might also be said that the num- 
ber of examinations of the patient is in 
direct relationship to the success of the 
midwife. We find the midwife is forbid- 
den to do certain things that the phy- 
sicians consider themselves competent to 
do, and I shouid think that the estimate 
in Philadelphia, of Pennsylvania as a 
whole under its admirable system of State 
supervision, the exnerience of New York 
City over perhaps the longest period of 
supervision of midwives, and that of New 
Jersey has convinced all people in the 
field of public health that if they are con- 
cerned with reducing maternal and neo- 
natal mortality, the midwife is the answer, 
and that as soon as physicians organize 
their practice with the assistance or co- 
operation of trained midwives or nurse 
midwives, they will begin to approach in 
some .measurable degree the admirable 
results that have heen found in Enctand, 
Denmark and other countries abroad. 
(Applause.) 


Supervision cf Midwives Nec:led 


DR. GEORGE W. KOSMAK (New 
York): Mr. Chairman, Ladies and Gen- 
tlemen: I want to speak very briefly on 
a certain development in this situation 
which has been gathering force in New 
York City during the past few months. 
We are dealing as regards the midwife 
problem with a very anomalous situation. 
We have made all sorts of rules and regu- 
lations for the control of the midwives 
and yet but little attempt has been made 
to develop centers for their instruction. 
Today there are very few schools in the 
United States that have made a satisfac- 
tory effort to develop a class of practi- 
tioners about whose work all sorts of 
rules and regulations have been entered 
on our statute books. In view of that 
fact. it has seemed desirable to some of 
us that a concerted effort be made in 
the first place to provide for supervisors 
who themselves shall be educated in mid- 
wifery so that the proper supervision of 
the midwives could be developed. 

We have heard a great deal today about 
the necessity for the midwife in rural 
work. ‘Those of us who practice in the 
large cities feel that there is an equal 
need there, but we cannot go on with 
the development of this particular class 
of practitioner until we have provided 
for better supervision than is at hand 
at™present. 

The group in New York City which is 
interested in this work is about to launch 
forth with its first pupils, and I am happy 
to announce that means have been se- 
cured by which that can be done. The 
beginning will necessarily be slow. We 
will have to feel our way very carefully, 
but we hope within a comparatively short 
time to provide trained midwife super- 
visors for work in various localities, so 
that one of the essential things in the 
supervision of midwives will be taken care 
of. I understand at the present time that 
most of the supervisors of the midwife 
work, especially in the larger cities, are 
trained nurses who themselves have had 
no actual midwifery experience. 

As for the necessity of this sort of thing, 
notwithstanding all that we may say 
against midwives, I think it has been quite 
definitely shown that she is in attend- 
ance in at least 10 per cent of all the 
confinements in this country, so whether 
we see her as a desirable person or not, 
we must acknowledge that she is here 
and we must look out for her education. 


A Caution 

One difficulty has been that in speaking 
of and in recognizing the favorable char- 
acter of the foreign midwife system, we 
have tried to ingraft that in our own 
country where the underlying conditions 
are entirely different from those under 
which she practices abroad, and until we 
change that, we cannot hope to have any 
favorable results. I believe that that day 
is coming about because there is nothing 
in which a ereater change has taken 
place in the minds of the profession in the 
last decade than the midwife situation. 
(Applause.) 

DR. LEE (Florida): 
our State are being supervised by 
State Department of Health. 

It is a serious question. For instance, 
in my county, 90 per cent of the deliveries 
of colored children are made by untrained 
midwives. The question that comes to 
us constantly is whether or not after the 
delivery there is some weakness that the 
untrained midwife doesn’t discover at all. 
There come under our direction in con- 
nection with our State institution a great 
many young people whose troubles and 
whose weaknesses can be traced back to 
causes arising at delivery or neglect after 
delivery. 

There is an effort in the State of Flor- 
ida to try to train these midwives in a 
way, but it is pretty hard to train women 
who are very ignorant. (Applause.) 


The midwives in 
the 


CHAIRMAN ADAIR: We will proceed 
with the next part of the program, which 
will be handled by Dr. Geo. W. Kosmak, 
editor American Journal of Obstetrics and 
Gynecology. 


Introduction 


DR. GEORGE W. KOSMAK (New 
York City): Mr. Chairman, Ladies and 
Gentlemen: This committee, in an at- 
tempt to learn how nurses are being pre- 
pared for obstetrical nursing today and 
what they really know about maternity 
care, has made a study of: 

1. The nurse’s knowledge about obstet- 
rical nursing in 1930. 

2. The State regulations governing hos- 
pital schools of nursing where obstetri- 
cal nursing is taught, including the cur- 
ricula for that teaching. 

3. Some of the actual conditions in 
1930 in a number of the schools of nurs- 
ing where obstetrical nursing is taught. 

4. Some of the opportunities for post- 
graduate work in obstetrical nursing. 

5. The trained attendant in maternity 
care. 

This report is therefore presented in 
five sections, each covering one of these 
five points, followed by a summary of 
the recommendations and a conclusion. 


Section I 

Knowledge of Obstetrical 
Nursing in 1930 

Before studying the education of nurses 
for obstetrical nursing, it is well to have 
a@ present day picture of what nurses are 
called upon to do in this field, and of 
just how much they really know about 
maternity care. 


Maternity care should be the same the 
world over. Whether the mother’lives in 
the city or the country, in a palace or 
in a hut, she needs medical and nursing 
supervision, care, and instruction during 
pregnancy; an aseptic delivery under the 
direction of a skilled obstetrician; and 
medical and nursing supervision, care and 
instruction until after she is able to re- 
sume her regular responsibilities and to 
care for her baby. Physical surround- 
ings and the attitude of mind of the 
patient and her family may differ, but 
the actual care of the mother should be 
the same. 

What part the nurse will take in this 
supervision, care and instruction of pa- 
tients, will differ in different communities. 
Just what it will be in any given instance 
will depend on the available medical and 
nursing facilities and on the division of 
labor between the doctor and the nurse. 
Of course, certain parts of the care must 
be given by the doctor and ugder no cir- 
cumstances can these be delegated to the 
nurse, no matter how complete is her 
knowledge of obstetrical nursing or even 
of midwifery. 

Today graduates of hospital schools of 
nursing are doing obstetrical nursing in 
hospitals as “special,” “head” or “staff” 
nurses and in’ homes as “private duty,” 
“hourly,” “visiting” or “maternity and in- 
fant hygiene” nurses. In these various 
positions they are being asked, and are 
expected to know how, to do any or all 
of the following: 

1. Find pregnant mothers and teach 
them their need for medical care during 
pregnancy and persuade them to go to 
a doctor. 

2. Give instructign to fathers and 
mothers individually and in class groups 
aborft 

a. the mother’s hygiene during preg- 
nancyand how it may be fitted into the 
daily regime of the home; 

‘b. the preparation for the baby, includ- 
ing his bed, his toilet supplies and the 
care. of them; 

c. the preparation of delivery supplies 
and a plan for the mother’s care dur- 
ing delivery and the lying-in period; 

d. the care of the baby, including his 
bath, his rest, his exercise, his food and 
his daily regime in relation to the needs 
of the family. 

3. Observe and question the mother to 
learn about symptoms and discomforts 
needing attention—including simple urin- 
alysis and measuring the systolic blood 
pressure. 

4. Study the mother’s home surround- 
ings and family relationships so as to dis- 
cover—and help to solve—any problem 
which in any way may disturb her peace 
of mind. 

5. Consider the health of every mem- 
ber of the family—teaching the funda- 
mentals of personal and home hygiene 
and arranging for health examinations, 
the correction of defects, the following 
of treatments or advice. 

6. Help the doctor or midwife during 
labor and delivery. 

7. Give—or teach some responsible per- 
son to give—the necessary care to mother 
and baby during the days that follow. 

8. Teach the family why a well baby 
needs continuous medical supervision and 
why a mother needs an examination by 
a doctor after the baby is six weeks old 
and help to arrange for them and for 
further care when that is indicated. 

9. Keep the doctor or hospital informed 
by sending a detailed report of each visit 
including findings and advice. 


The Nurse’s 


Committee Procedure 


To learn how much nurses really know, 
today, about maternity care, this commit- 
tee submitted two questions to three 
groups of nurses. 

The questions, chosen because they were 
comprehensive and avoided controversial 
differences of opinion about obstetric pro- 
cedures, were: 

1. State what you consider constitutes 
complete care for a mother from the 
beginning of pregnancy until the baby is 
six weeks old. 

2. How can maternal mortality be pre- 
vented. 

The groups of nurses selected were: 

1. Private duty nurses registered in 1930 
for obstetrical nursing in the 93 Nurses 
Official Registries. 

Each registrar was asked to send the 
names of ten nurses to whom the ques- 
tions could be submitted. 

2. Nurses graduating from schools of 











nursing in 1930 and taking the State 
Board examinations in the summer 
months. 

Each Board of Examiners was asked to 
present the questions to its applicants, 
with the request that they be answered, 
not for credit, but as a contribution to 
the work of President Hoover’s Confer- 
ence. 

3. Nurses taking post-graduate courses 
in public health nursing in nine univer- 
sities in nine States, and writing exami- 
nations in the summer of 1930. 

The directors of the courses presented 
the questions as supplementary to their 
examinations in much the same way as 
the State boards of examiners did to the 
second group. 

The first group includes nurses who had 
their formal education in obstetrical nurs- 
ing few or many years ago and have 
added to that education, more or less ex- 
perience in obstetrical nursing. 

It is interesting to note here that one 
registrar reported no calls for obstetrical 
nurses, 10 reported very few calls and sev- 
eral stated that the number of calls for 
nurses to do obstetrical nursing in the 
homes was decreasing as more and more 
patients were being delivered in hospitals. 
Only one registry reported too few nurses 
to answer the calls received. 

The second group includes the nurses 
who have just completed their formal éd- 
ucation in obstetrical nursing and at the 
same time represents the majority of 
nurses doing obstetrical nursing in the 
hospitals, since most of that work is done 
by student nurses. 

The third group includes nurses who 
had their formal education in obstetrical 
nursing few or many years ago. They 
have had, too, a certain amount of expe- 
rience in obstetrical nursing and that 
staff education which is given by most 
public health nursing organizations. Ob- 
viously they have more than average in- 
terest in improving their equipment as 
evidenced by their enrollment in the pub- 
lic health nursing courses. Furthermore 
they have had also whatever obstetrical 
nursing instruction is included in the the- 
ory and practice of the present post-grad- 
uate courses in public health nursing. 

In all 1,622 nurses returned the answers 
to these questions. This is, of course, only 
a sampling of the nurses doing the obstet- 
rical nursing throughout the country in 
1930 but it can be considered representa- 
tive of the whole number. 


Significant Findings 

The answers to the question about what 
constitutes complete maternity care, con- 
tained no comprehensive statement of 
maternity care as a continuous medical 
and nursing service to*mothers from the 
beginning of pregnancy through the puer- 
perium. The nurses answered the ques- 
tion by listing the various items in the 
detail of that care and supervision. The 
lists were incomplete in almost every in- 
stance. 

The following graph shows how many 
nurses mentioned each one of these items 
as a part of the complete care of a ma- 
ternity patient. 
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that was outlined in the answer to the 
first question. 

And so we must conclude that, with 
few exceptions, nurses do not know that 
many of the deaths of mothers in child- 
birth can be prevented, that obstetrical 
nursing plays a part in that prevention 
or that the great number of those deaths 
in this country is a national problem that 
challenges every doctor, nurse and health 
worker who comes in contact with preg- 
nant mothers. 

It is significant that the nurses taking 
the post graduate courses in public 
health nursing answered the questions 
better than the other two groups and that 
the private duty nurses did better than 
the new graduates. The best answers 
came from the students in a post gradu- 
ate course in public health nursing who 
had recently attended an institute in ob- 
stetrical nursirg. 

Examination questions at best are only 
one means of testing knowledge but if we 
can’t expect nurses to be able to explain 
the care pregnant mothers need and why 
they need it our task of teaching the pub- 
lic is even greater than we thought it. 
Furthermore what the nurse says does in- 
fluence many patients and their friends 
and what can be worse than influence 
based on ignorance of the fundamental 
essentials of good maternity care? Truly 
this is one time when “a little knowledge 
is a dangerous thing.” Perhaps our 
method of including obstetrical nursing in 
the fundamental education of all nurses 
is not so effective as that of requiring 
post-graduate courses for those who will 
do obstetrical nursing. Perhaps it is the 
emphasis of our teaching that is at fault. 
Perhaps we emphasize the “how” of our 
individual hospital routines at the ex- 
pense of the “why” that helps the nurses 
to think and gives them a broader ufider- 
standing. Perhaps it is the amount of 
our teaching and experience that is inad- 
equate. The next three sections of this 
report are devoted to an analysis of the 
teaching of obstetrical nursing. 


Recommendations 


It is recommended: 

1. That this apparent lack of knowl- 
edge about maternity care among nurses 
doing obstetrical nursing be called to the 
attention of State and national nurse as- 
sociations, State and local departments of 
health and organizations concerned with 
the prevention of maternal mortality and 
that they be urged to conduct institutes 
or other refresher courses for all nurses 
doing obstetrical nursing. 


Section II 

State Regulations Governing the Hospital 

Schools of Nursing Where Obstetrical 

Nursing Is Taught 

In this country obstetrical nursing is 
taught as a part of the fundamental 
education for nursitg. In many other 
countries it is considered as supplemen- 
tary to that education and nurses are 
required to take special courses before 
they are permitted to care for mater- 
nity patients. Since obstetrical nursing 
is included in the fundamental educa- 
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There seems to be no escape from the 
conclusion that nurses do not know what 
adequate maternity care is when, out of 
1,622 nurses, 17.9 per cent mention, as an 
essential element of that care, a physical 
examination followed by continuous med- 
ical supervision during pregnancy, 8.4 per 
cent mention pelvimetry, 23.7 per cent 
mention blood pressure, 66.5 per cent in- 
clude any one of the elements of good 
personal hygiene, 24.9 per cent mention an 
aseptic delivery, 8.7 per cent post partum 
medical care and only 5 per cent post 
partum nursing. One wonders if the 
answers would have been any better if the 
question had asked for the details of some 
nursing procedures. It seems hardly prob- 
able when these answers reveal so little 
understanding of the value and signifi- 
cance of the individual procedures in the 
whole service. 

The question about preventing maternal 
mortality was not answered at all by a 
discouragingly large proportion of ’ the 
nurses. Very few of them answered it in 
a way to indicate that they had any real 
knowledge of the causes of maternal mor- 
tality or of the means for reducing it. A 
number answered it in a way that showed 
they had no idea what the question 
meant. The answers included such state- 
ments as “maternal mortality should not 
be prevented,” “by belief in God,” “it is 
now so low that nothing more can be done 
about it,” “oh, dear, I don’t know,” “by 
better obstetrics,” “by enforcing the Vol- 
stead Act,” “by birth control,” and “by the 
above care,” meaning the incomplete care 


tion for nursing some consideration of 
the conditions of that education is un- 
avoidable in this report. That education 
is conditioned by the fact that schools 
of nursing have been established by 
hospitals, in this country, primarily to 
provide nursing services for the hos- 
pitals and only secondarily to prepare 
nurses for nursing in the community 
after graduation. The nurse’s time in 
the hospital is often arranged more to 
meet the needs of the hospital for nurs- 
ing care than to assure to each stu- 
dent a balanced and complete experience 
in nursing. 

Obviously the character of 
pital is of great importance, 
secure its reputation the more careful 
it will be in the selection of its staff 
and the more exacting in its demands 
for a high quality of work. The volume 
and quality of the work done in the 
hospital determine the amount and 
variety of the practical experience in 
nursing which is available for the teach- 
ing of nurses. The educational prereq- 
uisite for admission to a _ school of 
nursing will influence how much the 
nurses really can learn as well as—in 
this day of easy access to educational 
facilities—more or less determine the 
general caliber of the young women en- 
tering the school. The curriculum for 
the course in nursing will indicate at 
least the content of nursing cducation 
that is being attempted. The amount 
and extent of the theoretical teaching 
of the student nurses will depend on 
the knowledge and teaching ability of 


the hos- 
the more 





the medical and nursing staffs of the 
hospital. 

Good apples don't grow on poor trees. 
Obstetrical nursing will not be _ well 
taught unless the hospital school of 
nursing is a good school. Some regula- 


tion of the schools of nursing is at- 
tempted by the laws’ governing the 
practice of nursing. 

The practice of nursing is controlled 


in this country by the state laws gov- 
erning the licensing of nurses and by the 
rulings of the Boards of Nurse Examiners, 
created by those laws, in the 48 States 
and the District of Columbia. Minimum 
requirements for hospital schools. of 
nursing are set by these laws and rul- 
ings. They differ in the different States 
but the purpose of the requirements is 
the same, namely, to protect the public 
from care by registered graduate nurses 
who have not had a specified minimum 
of preparation. Unfortunately this mini- 
mum is often far below what is desirable. 
How it compares with prevailing con- 
ditions will be discussed in Section 3 
of this report. This section is devoted to 


a consideration of the adequacy of the 
regulations as they affect obstetrica] 
nursing. 


Thirteen years ago the National League 
of Nursing Education prepared a Cur- 
riculum for Schools of Nursing. This 
curriculum is a statement of those fun- 
damentals necessary to preparation for 
nursing, including obstetrical nursing, 
which are possible of acceptance by the 
majority of schools of good standing. 


Committee Procedure 
This committee examined the State 
laws and board rulings of 43 States and 
the District of Columbia. While not 
complete, this number gives a fair pic- 
ture of the whole. 
Significant Findings 
The requigement in these 44 States for 
volume of work as determined by the 
size of the hospital varies from 20 to 
50 beds with a daily occupancy of from 
15 to 50 patients. The League Curri- 
culum has this to say about the size 
of the hospital—“It is pretty generally 
agreed that unless .. -hospitals have a 
daily average of about 100 patients and 


a fairly acute service, it is hardly pos- 
sible for them (without affiliation) to 
maintain schools of nursing of the us- 


ually accepted standards.” 

In January, 1928, the majority of the 
States required one year of high school 
and only two States required graduation 
from high school as prerequisite for ad- 
mission to schools of nursing. The League 
Curriculum says: “The general all-round 


high-school course .. . seems to pive the 
best foundation on which to build a 
nursing training.” 

The length of the course in nursing 


required varies from two to three years 
with the majority of States requiring 
a three-year course. The League Cur- 
riculum is set up on the basis of a two 
or a three-year course and says: “The 
length of the course is not so impor- 
tant as the content.” The general im- 
plication, however, is that it is diffi- 
cult to include in the shorter period, all 
the experience now considered essential. 

In 11 of the 44 States the requirements 
do not specify either the theoretical in- 
struction or the practical experience of 
the curric.lum for teaching obstetrical 
nursing. In 26 of the other 33 States the 
requirements specify the number of hours 
of theoretical instruction in obstetrical 
nursing varying from 10 to 45 with the 
majority requiring 16 hours. In 8 of the 
33 the requirements specify the use of 
the League Curriculum. In 2 of the 33 
States curricula have been prepared by 
the Boards of Nurse Examiners of those 
States. In the other 23 there are no 
specifications about the content of the 
instruction in obstetrical nursing except 
that seven of them require lectures and 
demonstrations. 

The League Curriculum includes 30 hours 
of theoretical instruction in obstetrical 
nursing, 10 hours of lectures by an obste- 
trician and 20 hours of classes by a nurse 
who knows teaching methods and obste- 
trical nursing. These lectures are planned 
to give the student nurse an intelligent 
background for understanding the reasons 
for the care and treatments prescribed. 
The classes are planned for discussion of 


the lectures and of the “how” and “why” 
of the nursing procedures pertaining 
thereto. For instance after the lecture 


on the Physiology and Hygiene of Normal 
Pregnancy, come two classes discussing 
the supervision and care of pregnant 
mothers and the details of prenatal] nurs- 
ing. 

In 28 of the 33 States, the requirements 
specify either the time to be spent in 
practical experience in the obsietrical de- 
partment, or the number of obstetrical 
cases each nurse must have, or both. The 
time is usually three months but the 
number of cases varies from five to 20, 
the majority being 10 to 12. The number 
of cases seems to mean the number of 
deliveries at which the nurse must assist 
and usually implies a related amount of 
postpartum and postnatal experience. 
In only two States is there any mention 
—and neither is a requirement—of cor- 
relating the hospital instruction and ex- 
perience with actual supervised work in 
the homes of patients. 

The practical experience outlined in the 
League Curriculum covers three months 
in a special obstetrical department of a 
general hospital or in an affiliated mater- 
nity hospital, and includes the nursing 
care of normal and of operative patients 
and of normal and of premature babies. 
The minimum experience stated as com- 
monly required is the observation of 12 
cases during labor and delivery, the stu- 
dent assisting in not less than 10 de- 
liveries. Experience in antepartum and 
postpartum clinics and a month in out- 
patient work when this is available under 
careful supervision is stated to be highly 
desirable. 

There is no requirement in the State 
regulations about the knowledge and 
teaching ability of the medical and nurs- 
ing staffs in the schools. The League 


Curriculum states that heads of depart- 
ments should be prepared to teach their 
specialties and all who instruct or super- 


vise nurses should not only know their 
subjects but have experience and train- 
ing in teaching. 

This comparison of the State regula- 
tions affecting the teaching of obstetrics 
with a statement of the necessary funda- 
mentals possible of acceptance by the 
majority of schools of good standing 
shows: 

1. Hospitals with too few patients to 
offer adequate variety and volume of 
service are accredited as schools of nurs- 
ing in most States. 

2. The educational prerequisited required 
for admission to schools of nursing is 
too low in most States to assure students 
capable of making the most of good in- 
struction in obstetrical nursing. 

3. The length of the course in nursing 
required is adequate in the majority of 
States. 

_4. The theoretical instruction in obstet- 
rical nursing required is inadequate in 
most of the States where it is specified 
while in about one-fourth of the States 
there is no attempt to specify the amount 
of instruction. 

5. The amount of time for practical 
experience in obstetrical nursing required 
in the majority of States where it is spe- 
cified, is equal to that considered nec- 
essary by the League Curriculum for ele- 
mentary instvuction in obstetrical nurs- 
ing if propeily spent in the different parts 
of the obstetrical department and if ade- 
quately supervised. 

6. There is no requirement in most of 
the States for experience in the care of 
normal pregnant mothers before delivery 
or in the care of patients in labor or post- 
partum patients outside the hospital. 

7. There is no requirement about the 
qualifications of teachers and supervisors. 


Recommendations 
It is recommended: 
1. That since laws and_ regulations 
usually follow rather than lead public 


opinion and practice, no direct effort be 
made at this time to improve the State 
regulations affecting the teaching of ob- 
stetrical nuising; but that enthusiastic 
support be given to every improvement 
proposed by the State Boards of Nurse 
Examiners. 

2. That an effort be made to acquaint 
the public—particularly organized groups 
like Chambers of Commerce Rotary 
Clubs, Federated Women's Clubs, ete.— 
with the community’s need for nurses 
who know obstetrical nursing to help in 


the maternity care that will reduce our 
high maternal mortality, and to urge 
them to support every move to increase 


the State requirements for their prepara- 
tion to do that work. 


Section HI 

Some of the Actual Conditions in 1930 in 

a Number of the Schools of Nursing 

Where Obstetrical Nursing Is Taught. 

State regulations present the minimum 
requirements for schools of nursing, not 
necessarily the conditions in the majority 
of schools. Some of the important condi- 
tions affecting the teaching of obstetrical 
nursing are not touched upon in the State 
regulations. 


Committee Procedure 

The committee prepared a questionnaire 
covering some of the conditions affecting 
the teaching of obstetrical nursing and 
sent it to the directors of nursing in 593 
hospital schools, in order to learn what 
these conditions are today. 

The hospitals were selected from every 
State except Nevada, which has no 
schools teaching obstetrical nursing. The 
State Board of Nurse Examiners in each 
State was asked to send the names of 
five schools teaching obstetrical nursing 
and considered representative by the 
Board. All but five States replied. To 
this list the committee added schools in 
hospitals of more than 50 beds and with 
more than 100 graduates, selected from 
the list of accredited schools published by 
the American Nurses Association 

Questionnaires were returned by 316 
schools, of which 300 were in genera! hos- 
pitals and 16 in special maternity hos- 
pitals. Not all questions were answered 
on every questionnaire. This provides a 
sampling of the schools in hospitals of the 
maximum bed capacity required by the 
State regulations, and represents all the 
States. 

Significant Findings 


The committee learned from the list of 
accredited schools that in January, 1928: 

Sixty-five per cent of schools teaching 
obstetrical nursing are in hospitals having 
a daily occupancy of 50 or more patients, 
the maximum required by any State reg- 
ulation. 

Thirty-one per cent of them in hos- 
pitals having 100 or more, the number 
Suggested as necessary in the League Cur- 
riculum. 

Sixty-seven and four-tenths 
required more than one year 
school as a prerequisite. 
States require one year. . 

Thirty-one and nine-tenths per cent 
required full high school which the League 
Curriculum considers necessary. 

Eighty-seven and five-tenths per cent 
of the schools teaching obstetrical nurs- 
ing gave a course in nursing of three or 
more years. 

The daily average number of obstetri- 
cal patients is some index of the volume 
and variety of experience the nurses re- 
ceive in this field. The daily average of 
obstetrical patients in the wards was un- 
der 10 in 50 per cent of the general hos- 
pitals answering this question and in 18 
per cent of the special hospitals. The 
number of private patients was not con- 
sidered because it is impossible to assume 
that they offer any experience to student 
nurses because of the wide use of special 
nurses. 

The daily average number of babies in 
the nurseries was Jess than 10 in 37 per 
cent of the general hospitals and in 1€ 
per cent of the special hospitals. 

Conside:ably more than half of the hos- 
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pitals answering the question hai no 
antepartum or postpartum clinics. The 
average daily attendamce where there were 
clinics was less tham ten in the antepar- 
tum clinics in 44 per cent of the schools 
and in the postpartum clinics in 63 per 
cent. Most of the hospitals having clinics 
‘ave some home follow-up by either so- 
cial service worker or public health nurse. 


Only 13 per cent of the hospitals have a 
home delivery service. 

Only about 9 per cent of the hospitals 
report any group instruction of mothers. 

When 35 per cent of the schools teack-- 
ing obstetrical nursing are in hospitals 
with a daily occupamcy of less than 50 
patients, it can be assumed that they have 
@ smaller number of obstetrical patients 
and offer even less teaching experience. 


The special hospitals offer a wider vari- 
ety and larger volume of service in prac- 
tically every particular but they are too 
few in number to give experience to any 
but a limited number of the students each 
year. 

The theoretical instruction in obstetri- 
cal nursing in about 95 per cent of the 
schools includes 10 lectures. They are 
given by an obstetrician in about 70 per 
cent of the schools. More than 20 hours of 
additional class room instruction and 
demonsiration was given in most of the 
schools usually by ‘the obstetrical nurse 
supervisor. This imstruction is given in 
about 75 per cent of the schools either 
preceding or during the practical .ex- 
perience in obstetrical nursing. 

Most of the schools required their stu- 
dents to have experience im the medical and 
surgical services before having their prac- 
tical experience in obstetrical nursing; 75 
per cent required operating room experi- 
ence, 70 per cent dietetic experience and 
60 per cent required some pediatric service. 

The material at hand does not show 
the total time spent in the obstetrical 
department, nor the number of deliveries 
for which each nurse had any responsi- 
bility. Service in the wards was less than 
three months in 60 per cent of the hos- 
Ppitals answering the question; in the 
nurseries, in 90 per cent. In 13 per cent 
of the hospitals deliveries were done in 
the operating room and the student’s ex- 
perience in the operating room included 
her delivery experience. As a rule the 
student's work in the delivery room was 
that of a scrubbed assistant. In only 14 
per cent of the schools was the student 
taught by the doctor or supervisor to do 
even one delivery to give her some idea 
of what to do when confronied with the 
emergency deliveries which probably few 
nurses escape. In 60 per cent of the 
schools the students were used for all 
of the obstetrical mursing of the hos- 
pitals, since no graduates were employed 
for staff or floor duty. Only 57 schools 
reported giving students any experience 
in an antepartum clinic and most of them 
gave less than 20 hours. Only 42 schools 
reported siving students any expeerience 
im a postrartum clinic, and 78 per cent 
gave less than 20 hours. Student experi- 
ence in home follow-up from these clinics 
is negligible. 

The student experience in home de- 
liveries and group instruction of mothers 
was practically nil, even considering the 
schools (19 per cent of the total) which 
reported an affiliation with a visiting 
nurse association since few visiting nurse 
associations conduct a delivery service. 

About 40 per cent of the hospitals re- 
Ported some attempt to teach students 
about community resources for mater- 
nity care, but the information at hand 
is insufficient to indicate its extent or 
value. 


Supervision and Instruction 


The educational value of the students’ 
instruction and experience depends largely 
on the quality of the instruction and su- 
pervision they have. This new knowledge 
and experience must be interpreted and 
applied in relation to the student's in- 
dividual capacities. On this hangs not 
only the information the students actually 
acquire, but more especially the attitudes 
they will develop toward their part in 
the whole task of maternity care in. the 
community. One index of the quality of 
supervision and instruction that could be 
measured by this committee is the prepa- 
ration of the teachers and supervisors. 
About 60 per cent of the nurse super- 
visors giving the theoretical instruction in 
obstetrical nursing had post-graduate in- 
struction or experience in obstetrics, about 
30 per cent had had some college and al- 
most all had had full high school. The 
material does not indicate whether the 
college work included any theory or prac- 
tice in teaching, but it is safe to sup- 
pose it did not in most instances. Less 
than half of the supervisors of the de- 
livery rooms, wards, murseries and clinics 
had had post-graduate experience in ob- 
stetrical nursing; less than one-fourth 
had had college work. Presumably very 
few had teaching experience. About 40 
per cent of the clinic supervisors had 
had public health nursing experience. 
About 25 per cent of the schools had 
difficulty in securing obstetrical super- 
visors. The number of nurses who are 
attempting to teach obstetrical nursing 
without preparation in teaching methods 
and, in about half the schools, without 
any more than the minimum preparation 
in obstetrics, is perhaps the reason so 
many schools do not find it difficult to 
secure supervisors. 

The above conditions are those in the 
best 65 per cent of the schools of nursing 
teaching obstetrics, since the question- 
naires were not sent to the 35 per cent 
in hospitals of less than 50 beds. 

The foregoing consideration of present 
conditions shows: 

That 35 per cent of the schools teach- 
ing obstetrical nursing are in hospitals 
with a daily occupancy less than the max- 
imum required in any state regulation, 
and only 31 per cent have a daily oc- 
cupancy equal to that considered neces- 
sary by the League Curriculum, while 
only 319 per cent have the educational 
prerequisite considered necessary by the 
League Curriculum 

Neither the League Curriculum nor the 
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state regulations has anything to say 
service desirable. The amount of educa- 
about the daily average of obstetrical 
tional value in any volume of service 
depends a great deal on the tedrhing use 
that can be made of the service by in- 
structors and supervisors, and that de- 
pends on the abilities of the instructors 
and supervisors and the number of nurses 
on duty and the length of their period 
of practical experience. 

With poorly prepared instructors and 
supervisors and with students doing al 
the nursing and, therefore, not always 
free to take advantage of opportunities to 
learn, it is fair to say that a service of less 
than 10 obstetrical patients a day does not 
offer a sufficient variety and volume of ex- 
perience for teaching obsietrical nursing. 
Yet 50 per cent of the hospitals teaching 
obstetrical nursing and answering this 
questionnaire offer less than that—and do 
not include antepartum or postpartum 
clinics. 

Presumably in those States where a 
requirement is specified the nurses do 
“have” the number of deliveries required. 
With no requirement specified in several 
States and with very few requiring more 
than 10 or 12 deliveries and with poorly 
qualified instructors and supervisors to 
interpret even that pitifully small num- 
ber, it is safe to say the stud in a 
great many of our schools learn little 
more about nursing a patient in labor, 
or really helping a doctor during delivery 
than the routine procedures in their own 
hospitals if they learn that much. 


Most of the schools give the amount of 
theoretical instruction considered neces- 
sary in the League Curriculum but with 
poorly qualified instructors it is prob- 
ably not of great educationa)] value. 

All in all, the conditions in many of 
the schools of nursing teaching obstetrical 
nursing would seem to account for the 
apparent ignorance about maternity care 
among nurses doing obstetrical nursing, 
revealed in the first section of this report. 


Recommendations 

It is recommended: 

I. That these conditions affecting 
favorably ihe teaching of obstet 
ing and the apparent ignorar 
nurses doing obstetrical nursir 
cussed with the Executive Ss 
the National League of Nursing 
tion and a plan made for call 
uation to the attention of Hospi 
tees, Medical Boards, Superint 
and Directors of Nursing, with a 
request from the White House Confer- 
ence that they arrange to give nurses a 
better preparation for helping in the ma- 
ternity care that is s® needed to reduce 
maternal mortality: 

a. By improving obstetrical service in 
accordance with the Standards of Ma- 
ternity Care published by the Children’s 
Welfare Federation in 1930 

b. By using graduate nur: and at- 
tendants—not student nurses—where the 
volume of service and facilities for teach- 
ing are inadequate. 

c. By improving, by a progra) 
education, the qualifications c 
now teaching and supervising 
stetrical departments. 

d. By employing graduate nurses to do 
some of the nursing so the students may 
be freer to make the most o ring. 

e. By making the prerequisite for ad- 
mission to the school, four years of high 
school. 

f. By planning for all students as soon 
as possible, practical experience which 
shall include antepartum and postpar- 
tum clinics (with home follow-up as as- 
sistant to the prenatal or social service 
nurse), general nursing care of bed pa- 
tients in maternity wards, of babies in 
nurseries, of at least 20 patients in labor 
and during delivery, deliver one or 
more patients under supervision, work in 
an out-patient department visiting 
nurse association doing pre deliv- 
ery and postpartum work rr good 
supervision so the students can learn to 
adapt teaching to home conditions while 
still being taught. 

g. By giving the theoretical 
outlined in the League Curricu : 

II. That the White House Conference 
be asked to appoint a Committee en 
Teaching Obstetrical Nursing and to sup- 
ply funds for its work. 

This Committee to include in its mem- 
bership, obstetricians, laymen interested 
in nursing education, nurses who are di- 
recting and teaching obstetrical nursing 
in hospitals and public health agencies, 
and educators interested in nursing edu- 
cation, and to work closely with the Na- 
tional League of Nursing Education and 
the Committee on the Grading of Schools 
of Nursing. 

III. That this 
consider-— 

a. Studying the preparation in obstetri- 
cal nursing in those countries i 
is considered a post-graduate s 
conmiparing it with our pre: 

b. Preparing a fundam 
for theoretical instruction d practical 
experience in obstetrical nursing that will 
be sufficient to teach nurses what ade- 
quate maternity care is and how to give 
the nursing part of it from the beginning 
of pregnancy through the perium. 

c. Preparing a plan for securing the ap- 
proval and gradual adoption of the cur- 
riculum by schools of nursing throughout 
the country. 
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Section IV 
Some of the Opportunities fer Post-grad- 
nate Work in Obstetrical Nursing 


The aim of the fundamental course in 
obstetrical nursing is to teach nurses how 
to give intelligent nursing care to mothers 
and their babies during pregnancy, de- 
livery and the puerperium and also to 
give nurses an appreciation of the signi- 
ficance of such care not only to the indi- 
vidual families but to the race. It is not 
the aim of fundamental nursing educa- 
tion to make nurses expert in this or 
any other of the special fields in nursing. 
In most instances it does little more than 
teach the nurses how to carry out the 


routine procedures of that individual 
hospital, which are determined by the 
Chief Obstetrician and therefore may rep- 
resent the convictions and practices of one 
man in a field where there is wide varia- 
tion in practice and much difference of 
opinion. Im other words it is at best 
elementary instruction in obstetrical nurs- 
ing and graduate nurses seldom feel pre- 
pared, without post-graduate study, to do 
maternity mursing for strange Goctors or 
away from their own hospitals. Many 
nurses refuse to do obstetrica¥ nursing 
partly becauce of this Sense of their own 
unpreparedness. The previous sections of 
this report imdicate that the actual ex- 
perience of the students often shows gaps 
and omissions even in this elementary in- 
struction. 


Obviously then this elementary -instruc- 
tion does mot qualify nurses to direct or 
supervise obstetrical departments or _— 
or to teach obstetrical nursing in sch 
of nursing or in public health agencies. 
Such -vork requires the additional pre- 
paration of post-graduate study and ex- 
perience im obstetrical nursing and in 
administration and teaching. The super- 
visor who has had only the course the 
students are taking will scarcely have that 
essential leadership which comes when the 
students recognize superior knowledge and 
skill. The head nurse or supervisor who 
knows nothing of the principles of teach- 
ing. supervision, and organization may 
neither recognize, nor know how to use, 
the opportunities she has for teaching 
obstetrical mursing and for Aelping the 
students to their best development. The 
courses in organization, teaching, and 
supervision are available in the depart- 
ments of mursing education in colleges 
and universities. But it is the obstetrical 
depaytments in general hospitals. the spe- 
cial ‘maternity hospitals and the public 
health agencies for maternity care to 
which we must look for opportunities for 
post-graduate study and experience in 
obstetrical mursing either through formal 
courses or through programs of continuing 
education for their staff nurses, assistant 
head nurses and _ supervisors. 

Cemmittee Procedure 

The Committee included a query about 
post-graduate work in obstetrical nursing 
in the questionnaire sent to the 593 hos- 
pitals.5 The Committee studied Miss 
Gray’s article about post-graduate courses 
in the American Journal of Nursing. And 
also the work in obstetrical nursing in- 
cluded in the post-graduate courses in 
public health nursing. 


Significant Findings 

Of the 316 schools returning the ques- 
tionnaire, 36 offered post-graduate work 
in obstetrical mursing. These courses are 
practically the same in content as the 
undergraduate, and, in most instances, 
they were established for the same pur- 
pose, namely, to secure nursing service 
for the hospital. The experience of the 
post-graduate students is not arranged 
for its educational value any more than 
is that of the undergraduates. The in- 
structors and supervisors are those found 
in the 316 schools described in the third 
section of this report. These courses do 
not mect the requirement of a true post- 
graduate course for advanced study and 
experience built on a known prerequisite 
of theoretical instruction and practical 
experience im the same field. They do 
give nurses an opportunity to learm some- 
thing about obstetric procedures as they 
are carried out in different hospitals and 
directed by different obstetricians. In this 
way they do offer additional experience 
and may also serve as a means of keeping 
graduate nurses in touch with changes 
and developments. They do not, as now 
organized, offer adequate educational fa- 
cilities for the preparation of experts ex- 
cept as nurses with superior educational 
background can capitalize the experience 
by self-directed study. 

The post-graduate courses in public 
health nursing are based on a prerequi- 
site of fundamental education in nurs- 
ing and are planned to prepare nurses to 
apply that teaching to the problems met 
in public health nursing. They include 
in their supervised field work some ex- 
perience in obstetrical nursing in the 
homes and im prenatal clinics. The re- 
quired readings include a generous allow- 
ance of references on maternity care. 
These courses do not attempt. either in 
time or content, a post-graduate course 
in obstetrical nursing such as would pre- 
pare specialists or experts in this field. 
The emphasis on prenatal clinics and 
home nursing shows that they find it nec- 
essary to make up for the omissions in 
the fundamental education because so few 
schools include either clinic experience or 
an opportunity for the student to give 
continuous nursing care to patients from 
the beginning of labor until an hour or 
two after the baby is born. 

We need the so-called post-graduate 
courses we mow have, improved as sug- 
gested in the first recommendations of 
Section 3, so that nurses may make up 
for the deficiencies in their elementary 
instruction im obstetrical nursing and may 
return to “brush up” and keep in touch 
with changes and developments. 


We need in addition one or more true 
post-graduate courses to supplement that 
elementary imstruction and prepare nurses 
to teach and supervise obstetrical mursing. 


Recommendations 


It is recommended: 

1. That hospital trustees, medical 
boards, superintendents and directors of 
nursing be urged to accept as students 
those graduate nurses who wish to make 
up for the deficiencies in their elementary 
instruction in obstetrical nursing or to 
keep informed of changes and develop- 
ments in obstetric procedures. 

2. That the Committee recommended in 
the second recommendation of Section 3, 
be asked to consider also the preparation 
of a curriculum for a true post-graduate 
course in obstetrical nursing and of a 
plan for secu~ing at least one such course. 
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Section V 
The Trained Attendant in Maternity Care 


In addition to registered graduate nurses 
who are known to have had at least a 
specified minimum of education for ob- 
stetrical nursing, there are many trained 
attendants from registered or nonregis- 
tered schools as well as many women, 
with no formal preparation but with vary- 
ing amounts of experience and skill, giv- 
ing an unknown kind of nursing care to 
maternity patients. The number of these 
women, known generally as practical 
nurses, who are used seems to indicate 
a need for an attendant who will stay in 
the home of the maternity patient and 
will do housework as well as nursing. Only 
a small part of the whole number of 
maternity patients is cared for in hos- 
pitals where the selection and supervision 
of nurses and aids or attendants is com- 
paratively easy to control. 

The registration of schools for trained 
attendants, the licensing of their grad- 
uates and some form of supervision for 
these attendants seems to be necessary 
for the protection of patients and doctors. 

The committee learned from the State 
Boards of Nurse Examiners that in four 
States the schools for trained attendants 
are registered and that there are 14 such 
schools. Questionnaires were sent to all 
these schools and were returned by nine 
of the 14. These questionnaires showed 
that none of these schools gives a suffi- 
cient trainimg in maternity care to qualify 
their graduates to care for maternity 
patients. . 

There are a considerable, but impos- 
sible to determine, number of maternity, 
and other special hospitals, conducting 
nonregistered schools for trained attend- 
ants. Their graduates are probably well 
trained though there can b2 no assurance 
that even a minimum standard of in- 
struction is followed because there is no 
check on schools that are not registered. 
Many of these nonregistered schools have 
undoubtedly dropped their State registra- 
tion because the State requirements for 
the registration of school for trained at- 
tendants did not take into consideration 
the maternity attendant but were framed 
with thoueht for the attendant for the 
care of chronic illness or of mental pa- 
tients. Further study of the use of at- 
tendants would seem to be necessary in 
order to shape a minimum standard of 
requirements for their training schools. 
Untrained and unlicensed attendants or 
practical nurses do a great deal of mater- 
nity work of an unknown quality. Trained 
in registered schools, licensed and super- 
vised they can do a great deal of valuable 
work to supplement the work of the doc- 
tor and the nurse in any community pro- 
gram for adequate maternity care 

Suvervision of a group of work 
employed by an organization or institu- 
tion is almost impossible. Some _ public 
health nursing organizations use attend- 
ants—often called “workine-hous?keep- 
ers"—and teach them to care for the 
mother and haby between the visits of 
the nurse and also suvervise their work. 
Perhavs this may be the best way to use 
attendants in maternity work so as to 
assure their supervision. 

One solution of the whole problem of 
adequate nursing in any community may 
be the development of community nursing 
organizations, directed by boards of rep- 
resentative residents in the communities, 
which would emptoy and supervise nurses 
and attendants for visiting, hourly, and 
full-time care of the sick in their homes. 
Really a combination of the present visit- 
ing or public health nursing and of pri- 
vate duty nursing. To this one agency, 
doctors and patients could applv for every 
kind of home nursing service. The nature 
of the need could determine the kind of 
care supplied and the charges could be 
regulated by the costs and be paid for by 
the patient, the community, or special 
funds. 

Desirable as they may be. we are prob- 
ably a long way from the development of 
any appreciable number of such compre- 
hensive community nursing organizations. 

There is at present one agency which 
offers a kind of guarantee for the private 
duty nurses it supplies. That is the of- 
ficial nurse registry, of which there are 
now 93. Some few of them include at- 
tendants or practical nurses as well as 
registered graduate nurses. ‘Thos? regis- 
tries act as. professional employment 
agencies and are conducted by the local 
associntions of graduate nurses, not for 
gain, but as a service to nurse. patients, 
doctors and hospitals. They look into the 
credentials of their nurses and investigate 
complaints. They do not at present do 
any suvervision but they do exert a meas- 
ure of control and offer a_ protection 
against the partly trained and unlicensed 
nurses. Through these registries, nurses— 
and sometimes attendants—can be se- 
cured for hospital or private di ty nursing. 
Some of the registries also conduct an 
hourly nursing service. Perhavs an ex- 
tension of these registries will prove to 
be the best way to protect the public from 
poor attendants as well as from poor pri- 
vate duty nurses. 

Since attendants or practical nurses 
have been registered or used both by the 
Official regis s and by the public health 
nursing associations, perhaps the work of 
the registries (with the guarantee they 
offer for the quality of private nursing) 
and of the public health nursing associa- 
tions (with the guarantee they offer for 
the quality of visiting nursing through 
the selection and supervision of their 
staffs) might be more closely correlated 
for the greater protection of the public 
from poor nursing care of all kinds. 
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Recommendations 

It is recommended: 

1. That a subcommittee of the commit- 
tee suggested in the second recommenda- 
tion of Section 3 be formed to study the 
best way to prepare, control, employ and 
supervise attendants for maternity work. 

This committee to include in its mem- 
bership obstetricians, public health nurses 
and nurse registrars who have worked 
with attendants, nurse superintendents of 
schools for trained attendants, and repre- 
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sentatives from boards of nurse examiners 
in one or more of the States registering 
schools for attendants, laymen interested 
in the community nursing service and ed- 
ucators. 

2. That this subcommittee be asked to 
consider: 

a. Studying the present use of attend- 
ants for maternity work. 

b. Urging several organizations doing 
maternity nursing to empley. and study 
the best use of, a number of attendants 
supervised by visiting nurses. . 

c. Urging several official registries to in- 
clude licensed attendants. 

d. Drafting a standard of requirements 
for the preparation of attendants, on the 
basis of the findings and reports of (a) 
and (b) and (c). 

e. Urging the States registering schools 
for attendants to adopt similar standards. 

f. Urging an appropriate agency in each 
of these States to conduct some form of 
institute or refresher course in connection 
with the licensing of attendants for ma- 
ternity work. 

g. Presenting a plan for the nation-wide 
preparation, control and supervision of at- 
tendants doing maternity work. 


Conclusion 


The hasty study that it has been possi- 
ble for this committee to make of the 
teaching of obstetrical nursing, has shown 
that teaching to be inadequate and to be 
affected by the conditions in the schools 
of nursing which have assumed or ac- 
cepted the responsibility for the teaching 
of obstetrical nursing as part of the 
fundamental education for nursing. 


Improvement in the teaching of obstet- 
rical nursing is dependent either on cor- 
recting the conditions affecting it un- 
favorably in the schools of nursing or on 
devising somé means for teaching obstet- 
rical nursing to large numbers of grad- 
uate nurses as a postgraduate subject be- 
fore they are permitted to care for ma- 
ternity patients. Both possibilities in- 
volve work by a committee especially in- 
terested in maternity care and qualified 
to develop methods for, and to stimulate 
the adoption of, better teaching of obstet- 
rical nursing. Such a committee would 
need funds and a full-time secretary 
who should be a nurse who knows ob- 
stetrical nursing. Such a committee should 
work closely with the National League of 
Nursing Education and the Committee on 
the Grading of Schools of Nursing to 
avoid duplication of effort. 

It will be some time before the work of 
such a committee can be finished. In the 
meantime those improvements that can 
be stimulated by an appeal from the 
White. House Conference to all hospital 
trustees, medical boards, superintendents, 
directors of nursing, boards of nurse ex- 
aminers and nurses associations should 
be encouraged. 


Summary of Recommendations 


I. That the White House Conference, or 
its successor, be asked to appoint a com- 
mittee on teaching obstetric nursing. 

This committee to include in its mem- 
brship obstetricians, laymen interested in 
nursing education, nurses who are direct- 
ing and teaching obstetric nursing in hos- 
pitals and public health agencies, and 
educators interested in nursing education, 
and to work closely with the National 
League of Nursing Education and the com- 
mittee on the grading of schools of nurs- 
ing 

II. That this committee be asked to con- 
sider: 

a. Studying the preparation in obstetric 
nursing in those countries where it is 
considered a post-graduate subject and 
comparing it with a study of our present 
methods. 

b. Preparing a fundamental curriculum 
for theoretical and practical experience in 
obstetric nursing that will be sufficient to 
teach nurses what adequate maternity 
care is and how to give the nursing part 
of it from the beginning of pregnancy 
through the puerperium 

c. Preparing a plan for securing the 
approval and gradual adoption of the 
curriculum by schools of nursing through- 
out the country. 

d. Preparing a curriculum for _ post- 
graduate courses in obstetric nursing 
which will be aimed primarily at teaching 
nurses and not supplying additional nurs- 
ing service for the hospital 

e. Preparing a plan for securing such 
courses in certain selected hospitals—until 
such time as the fundamental education 
of nurses shall include adequate teaching 
of obstetric nursing. 

f. Forming a subcommittee to study the 
best way to prepare, control, employ and 
supervise attendants, nurses’ aides, home 
helps, practical nurses and others who 
might come under these general classifi- 
cations. 

This subcommittee to 
membership obstetricians, public health 
nurses and nurse registrars who have 
worked with these nonprofessional home- 
help groups, nurse superintendents of 
schools for trained attendants and repre- 
sentatives from boards of nurse examin- 
ers in one or more of the States register- 
ing schools for attendants, laymen inter- 
ested in the community nursing service, 
and educators. 

This subcommittee to be asked to con- 
sider: 

1. Studying the present use of attend- 
ants ete., for the care of maternity pa- 
tients. 

2. Urging several 
maternity nursing to employ 
the best use of a number of 
supervised by visiting nurses. 

3. Urging several official 
include licensed attendants. 

4. Drafting a standard set of require- 
ments for the preparation of attendants. 
on the basis of the findings and reports 
of (1), (2), and (3). 

5. Urging the States registering schools 
for attendants to adopt similar standards. 

6. Urging an appropriate agency in each 
of these States to conduct some form of 
institute or refresher course in connection 
with the licensing of attendants for the 
care of maternity patients. 

7. Presenting a plan for the nation- 


include in its 


organizations doing 
and study 
attendants 


registries to 


wide preparation, contro] and supervision 
of such attendants. 

g. Presenting to hospital trustees, medi- 
cal boards, superintendents and directors 
of nursing the findings of this committee 
and urging that steps be taken to correct 
those conditions in schools of nursing af- 
fecting unfavorably the teaching of ob- 
stetric nursing so as to give nurses a 
better preparation for their part in ma- 
ternity care 

1. By improving obstetric service »in 
accordance with the tentative Standards 
of Maternity Care prepared by a Com- 
mittee of the New York Obstetrical Society 
and the Maternity Committee of the 
Children’s Welfare Federation in 1930. 

2. By using graduate nurses and attend- 
dants instead of student nurses—where 
the volume of service and facilities for 
teaching do not warrant conducting a 
training school. 

3. By improving the qualifications of the 
nurses now teaching and supervising in 
the obstetric departments, through staff 
education concurrent with service. 

4. By employing graduate nurses for 
some of the nursing work so the students 
may have sufficient time to learn. 

5. By making the prerequisite for ad- 
mission to the school, four years of high 
school. 

6. By planning for all students as soon 
as possible. practical experience which 
shall include: 

a. Antepartum and postpartum clinic ex- 
perience with home follow-up as assist- 
ant to the prenatal or social service nurse. 

b. General nursing care of bed patients 
in maternity wards, of babies in nurseries, 
of at least 20 patients in labor and during 
delivery. 

c. The delivery. when possible, of one or 
more patients under the direct supervision 
of the doctor. 

7. By giving the theoretical instruction 
outlined in the League Curriculum. 

8. By accepting as students those grad- 
uate nurses who wish to make up for the 
deficiencies in their elementary instruc- 
tion in obstetric nursing or to keep in- 
formed of changes and developments in 
obstetric procedures. 

h. Presenting to State and national 
nurse associations, State and local depart- 
ments of health, and organizations con- 


cerned with the improvement of ma- 
ternity care, the findings of this com- 
mittee, and urging the development of 


institutes or other refresher courses for 
all nurses doing obstetric nursing. 

i. Acquainting the public—particularly 
organized groups like Chambers of Com- 
merce, Retary Clubs, Federated Women’s 
Clubs, etc.. with the community’s need for 
well prepared nurses to help in giving im- 
proved maternity care and asking them to 
Support every move to raise the State re- 
quirements for preparation to do that 
work. 

j. Supporting any improvement in the 
State regulations affecting the teaching of 
obstetric nursing furthered by State Boards 
of Nurse Examiners. (Applause.) 

CHAIRMAN ADAIR: We all appreci- 
ate the efforts of this committee in gath- 
ering this information and presenting it 
to us in the form of this report. 

The formal discussion has been allotted 
to different members, mostly of the com- 
~~ who are to present different phases 
of it. 

Miss Lila J. Napier, R. N., Director of 
Nursing, Lying-in Hospital, New York, is 
to present “Obstetric Nursing for Insti- 
tutions and Hospitals.” 


For Institutions and Hospitals 

MISS LILA J. NAPIER, R. N.: Mr. 
Chairman, Ladies and Gentlemen: In or- 
der to provide the student sufficient op- 
portunity for observation and care of ‘the 
obstetric patient in all the varied phases 
in which the nurse may take part, she 
must be given: the privilege of applying 
in a practical way the measures and tech- 
niques followed by the hospital in its care 
of these patients. 

The possibilities of giving these oppor- 
tunities will depend upon an adequate 
number of beds for obstetric patients, the 
volume of service offered in this depart- 
ment, the existence of clinics, or affilia- 
tion with public health or other agen- 
cies especially interested in the maternity 
patient, and by the supervision and in- 
struction by persons especially qualified. 

All of this contributes to the experience 
the nurse may secure from the hospital. 

The data secured by the committee's 
questionnaire study showed that 50 per 
cent of the general hospitals which re- 
plied had less than 10 beds for obstetric 
patients, and 16 per cent of the special 
hospitals had less than 10 beds. 

It seems fair to say that the service of 
less than 10 obstetrical patients a day 
does not afford sufficient volume and va- 
riety of experience for adequate training 
in the care of these patients 

It was found that 60 per cent of the 
supervisors in the hospitals teaching ob- 
stetrics had post-graduate experience, 
and it is interesting to note in this con- 
nection that 75 per cent of the hospitals 
stated they had no difficulty in securing 
properly qualified supervisors for their 
departments, and many did not answer 
that question. 

These facts indicate the limited mate- 
rial available in a large number of hos- 
pitals, and the apparent lack of appre- 
ciation of the need for supervisors with 
special maternity training. 

Serious gaps in the average nurse’s 
knowledge of the obstetrical branch of 
her profession were revealed in answers 
to the questionnaire on maternal care 
sent by this committee to recently grad- 
uated nurses. From replies made, we are 
forced to conclude that most of these 
nurses did not know what adequate ma- 
ternal care consists of, nor did they real- 
ize in many instances what the term ma- 
ternal mortality meant nor the contribu- 
tion they could make to the care of an 
obstetrical patient. 

The necessity of a thorough knowledge 
of obstetrical nursing in all its phases 
is felt by the committee to be of the 
greatest importance to a nurse, she should 
know what constiiutes the best service 
to the obsetetrical patient in all aspects 
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of medical nursing, social and economic, 
and she should know how to render it 
intelligently and efficiently: she should 
be aware of all community resources and 
facilities which may contribute to the 
welfare of the pregnant woman. 

It is worthy of note here, however, that 


there is evidence of a change in these 
conditions. Certain nospitals are requir- 
ing post-graduate experience for those 


nurses who anticipate supervision in their 


obstetrical departments: some of the 
State Boards of Nurse Examiners are re- 
quiring post-graduate experience for new 


staff members in obstetrical departments 





in hospita in their States: and nurses 
themselves are applying in greater num- 
bers for further experience in obstetric 
hospitals. Since the accommoda‘ion for 
these students in the hospitals ade- 
quately equipped to give this service is 
so limited. comparatively few aprdint- 
ments are available for th numbers 


seeking them. 

The committee hopes that persons 
interested in this subject—Doctors,. Boards 
of Nurse Examiners, Superintendents and 
Directors »f Nurse Training Schools, and 
Obstretic Nurses—will cooperate in plac- 
ing more emphasis on the prevaration of 
nurses for better obstetri> work. and that 











obstetric nursing may occupy a_ higher 
plane in the general nursine curriculum 

CHAIRMAN ADAIR: “Obsie* Nurses 
for Private Duty and Other Services in 
the Homes.” Miss Ann O'Louehlin, Su- 


pervisor Maternity Clinics, San Francisco 


Department of Health. 
In the Homes 
MISS ANN O'LOUGHLIN. R. N.: Mr 
Chairman and Members of the White 
House Conference: The basic course -n a 











hospital is but fundamenta! to further 
preparation. So many types of service 
must be included in the nursin= course 
that the student can see only the pa- 
tient in the hospital surrounded with 
luxury of equipment and everything 
necessary at hand. She views with fear 
the prospect of going into the unknown 
field of the home where she is thrown 
on her own responsibility 

In preparation for this work 11 is ab- 
solutely necessary that the nurse have 
advanced or post-graduate work under 
expert supervision. 

I know of no better preparation than 
a course in an outpatient obstetrics de- 
partment. Such a course was established 
in the San Francisco hospital two years 
ago. The student group comprises nurses 
from various types of hospitals choosing 
the work of an elective eourse. No matter 
from what type of school the nurse comes, 
her lack of preparation to hancle a situa- 
tion away from hospital con ence is 
evident. Many of the groups heave but a 
vague idea of the care necessary during 


prenatal per.od 
attendance at the 
wealth of 


the all-important 
The preratal clinic 
hospital is large and presents 


educational material Repeated experi- 
ences in taking pregnancy histories, as- 
sisting at physical examinations. taking 
blood pressure, doing urinals } stening 
to the obstetrician discuss symptoms with 
the patient, giving health t: explain- 
ing the uses of exhibit material. and hold- 
ing individual conferences wiih the ex- 


student 









pec t mother all prepare the 
for rendering better care to the obstetric 
patient:in any field 

The home delivery servic¢ ffords the 
opportunity of assisting at deliv Ss safe- 
ly conducted without the set-un of the 
modern delivery room. The contrast be- 
tween the preparation and the attitude of 
the mother in the home where prenatal 
care and help in preparing for delivery 
and postpartum care was given. and that 
of the home where no such ca’¢ re- 
ceived emphasizes to the nurse the im- 


portance of this instruction anc 
tion. 


prepara- 









The postpartum period presents un- 
usual avenues of teaching anc Jearning 
In the natural setting of the ne the 
mother and baby are cared f¢ by the 
same nurse The lessons that may be 
gotten over to the mother during this 
period are invalyable. The lavge mater- 
nity department of a hospital « seldom 
arrange for the connected service of the 
same nurse ng for both mother and 
baby, and unless the patient h:< private 
nurse during the hospitelzation the 
mother learns little about the actual care 
of her baby In the home away from 
hospital and nursery conveniences, the 
nurse finds her imagination and initiative 
challenged and sees the results of her 
efforts 

Outpatient Obstetric Work 

Outpatient obstetric work re res con- 
stant supervision and instruction, a more 
difficult phase to carry on than in a hos- 
pital, but the instructor has a unique and 
exceedingly valuable place fo hing in 
the time spent traveling with the stu- 
dent from home to home. 

When the patient returns to the post- 
natal clinic, the opportunity f check- 
ing results of teaching and care is 
presented. 


Two weeks with the Social Se vice De- 
partment gaining an insight into the eco- 
nomic angle, and one week with the field 


nurses associated with the Eoard of 
Health where prenatal and fo -up calls 
are made in the home, demonstration 
baths observed and well baby « cs at- 
tended are included in the cow: as well 


as field trips to venereal disease clinics 








day nurseries and maternity departments 
of other institutions. 

The theoretical course comprises demon- 
strations and classes given by the stitute 


and lectures by doctors, ment } 
and worke 


rienists 
Ss in fields related to obstetrics 





Case studies, besides clinics and daily 
morning conferences, where the entire 
student group is present, help to tie up 
the material gathered from these vari- 
ous sources 

There is an excellent field for Jearning 
detailed record keeping and impor- 


tance ‘including birth certificates) as th: 
nurse keeps and files all record 

Various devices have proved valuable as 
means of teaching the student and also 
bringing up the clinic attendance. The 








oe 
a 


county map with colored pin pegs plainly 
shows that the infant mortality in the 


nonclinic cases is high in comparison 
with the cases that received prenatal 
care. It is the duty of the nurse to keep 


this map up to date. 

The attractive children’s corner where 
the preschool child is happy while his 
mother undergdes her examination has in- 
creased the number of clinic visits sur- 
prisingly. 

That colored posters with an appeal to 
the eve have their value is illustrated by 
this fact: a plain poster requesting the 
patient to notify the clinic of change of 
address went unnoticed, but a blue and 
pink poster of a stork carrying a baby 
brought excellent results. 

A well-known private hospital in Cali- 
fornia offers another type of preparation 
as advanced work. This is a four months’ 
course in private duty, three months ef 
which is spent in the hospital and one 
month in homes. In the hospital it is 
possible to closely supervise the work with 
the private patient. Necessariiv, super- 
vision cannot be so complete in tie home, 
but daily conferences with the student 





when she returns from her work ‘this 
check is possible because the group is 
small) written study of conditions found 


in the home, and general class conference 
once a weex help to solve problems. 


During the course much effort is ex- 
pended on developing personality. helping 
the nurse to become more adawtable, and 


ihus sell her services to the patient 
This same hospital recently reported 
that it was boarding 12 bablics, because 
the mothers were afraid to “me the 
responsibility of the new infant In the 
meanwhile these mothers are l arning 
nothing about the care of their babies. 
Demonstration baths and methods of han- 
dling the baby were given the mothers 
before they left the hospital, but it was 
not possible to get over sufficient teach- 
ing to establish confidence. 
Training Under Public Health 
Groups 


In addition to these two types of serve 








Nursing 


ice which fit the nurse for cariynv tor the 
private patient I would suggest a course 
in private duty under the tutelace of the 
Visiting Nurses’ Association, Bureau of 
Nursing Service, or similar o-anization 
where better supervision in the home 


might be possible because of the contact 
of these organizations with the public. 
The graduate from this tyne of course 
would be well equipped to fill the need 
of teaching the mother how to meet her 


responsibilities when she must sume the 
care of her new baby. It misht be pos- 
sible to carry on this home teaching 
through a system of hourly nuvsing. con- 
ducted by students under sunervision or 
graduate nurses prepared to do the work. 

At present the less privileged «roup re- 
ceive this care through the public .health 
nurse, the Visiting Nurses’ Association, or 
similar organizations, but the so-called 
middle class suffers from lack of this 


service. 

In conclusion, I would again stress the 
fact that a nurse should not re°ister for 
obstetrical nursing without the prepara- 
tion of 9 post-graduate or advanced 
course in the work. (Applause) 

CHAIRMAN ADAIR: “Nurses for Public 
Health Work in Maternity and ™Mifancy.” 
Miss Calvina MacDonald, assistant director 
maternitv hospital of University Hospital, 
Cleveland 

MISS CALVINA MacDONALD: Mr 
Chairman, Ladies and Gentlemen: My 
understanding of the ultimate nurpose of 
the prevsration of nurses for Pub'ie Health 
Work in Maternity and Infancy is to fit 
her: 

To intelligently supplement 
cian’s work in the care of the 
woman and her unborn babe 

To ass‘st the physician at the confine- 
ment, or in his absence, see the mother 
and babe safely through the delivery 

To care for, and guide, the mother and 
newborn to complete conva!ese« 

The above involves much more than can 
be discussed herein. 


the physi- 
pregnant 


Many Enter Maternity Dep: vents In- 
adequately Preparcd 
The word of many colleae and my 


own experience forces me to b licve that 





most student nurses enter mo'e nity de- 
partments or maternity hosvit«'s, as the 
case may be, unprepared for t' experi- 
ences thev are about to meet. The rea- 
son for this seoms to be that the exirencies 
of schools of nursing and h- 'e] work 
necessitate the assignment of the stu- 


dents too early to this division of practical 


work, with the result that the student, 
thus handicapped, fails to bh» fit fully 
by the oprortunities offered For like 


and other reasons graduate siiudents are 


not ready for an advanced course in ob- 
stetrics. Many of the latt>~° » been so 
unfortunate as to have ha‘ ience, 






the influcyce of which must be eradicated 
before accentable obstetric practice can be 
taught. A thorough prepa’ » in almost 
every branch of nursing is necessary to 
the nurse sp-cializing in maternity and in- 
fant care. No public health nurse, al- 
though her special interest mav be the 
mother and infant, can avoid teking re- 


sponsibility for the health and indeed 
the happiness of all who mete up the 
home. The whole community is her field. 


If a student is to be given her obstetric 
experience as an undergraduat* her edu- 
cation in ohstetric nursing should not be- 
gin before the third year, when the stu- 
dent has already had her surzical ex- 
perience and most of the other foundation 
work. The first two and a half months of 
this undergraduate experience should be 
under close supervision in the hospital. 
Theory and practice should be so closely 
related that every bedside in virtually a 
classroom. 

The field of choice for the student 
aration is a maternity hospital having 
an active in and eut service, with pre- 
natal, delivery and post-natal services 
closely cooperating with other public 
health work. 

Sufficient time should be allowed the 
nurse to become familiar with all phases 
of mother and infant care. Her training 
should not be superficial or hurried: op- 





prep- 
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portunity for supervised reading and study 
is essential. . 

The guidance of obstetricians, who are 
our best teachers, can only be gained 
through close cooperation. Such guidance 
is necessary if the subject is to be kept 
on a high plane. Careless obstetric prac- 
tice is not iyspiring. Unscientific infant 
care is most discouraging in, its results. 

Sympathetic, enthusiastic teachers and 
instruc ors who know the work, are needed, 
though not readily found. Nor are they 
being prepared in sufficient numbers. 

The close observation and care of many 
mothers and infants and the intensive 
personal instruction given in the delivery 
rooms are necessary before the student 
nurse can benefit by experience in clinics 
and homes. where she must learn to safe- 
guard mcther and babe without the aid 
of the hos=ital’s equipment and personnel. 
In the home she may learn to be the ob- 
stetrican’s most valued assistant and the 
patient's well-beloved friend, regardless of 
race, ° color or economic status. 

It is obvious that one month to six 
weeks is not sufficient time to more than 
introduce the student to the responsibili- 
ties and opportunities of the nurse in the 
home. At no time is the entire house- 
hold so sensitive to wise counsel as during 
the two or three weeks immediately fol- 
lowing the coming of a new life. Even 
the father is anxious for helpful sugges- 
tions tactfully given. 

Ample ‘raining Time Needed 


In four months a student should have 
gained an insight into obstetric nursing, 
although much longer time is necessary 
to make of herself an efficient Public 
Health Nurse in obstetric and infant care. 
In this period the young nurse should have 
learned the need of surgical cleanliness, 
vigilance, speed, quiet, nourishment and 
cheer, also how to bring about these es- 
sential conditions. 

She is learning to palpate the abdomen 
and perineum with some degree of ac- 
curacy, how to detect a variation in the 
foetal heart rate and tone and connect 
that change with its possibie cause; to 
recognize such other danger signals as 
change in blood pressure, color or expres- 
sion. 

Under competent supervision, her judg- 
ment regarding orders for analgesia has 2 
chance to develop. The nurses’ part in 
the administration of any and all methods 
to safely reduce pain, is a subject worthy 
of’ the entire ten minutes allowed for this 
discussion, therefore, cannot be dwelt 
upon now. 

She is learning that it is necessary to 
anticipate complications, that emergencies 
must be met during the necessary ab- 
sence of the physician. 

Only a post-graduate course, well and 
generou sly planned will allow time for more. 
advanced study and experience. Post 
graduate students should be relieved of 
most of the routine bedside care, that she 
may devote her time to the study of the 
patient Her work should take on much 
the same relationship to the doctor and 
hospital as does the work of an interne, 
keeping always in mind that her respon- 
sibility is nursing, not medicine, yet eaually 
important. 

Appreciation of ante-partum conditions 
of mother and baby can only be gained 
through constant practice of palpation, 
osculation and uninterrupted watchful- 
ness. The student must have guidance. 
She should be taught to map out the baby 
through the abdominal wall; to recognize 

ition, station and size of presenting 
part; to locate foetal heart tones, and 
learn the significance of variations. She 
should be given instruction and practice 
in rectal examination; should learn to 
recognize conditions that may retard labor, 
such as a full bladder or rectum, and 
how and when to overcome these obstacles. 
She sho arn that keeping the patient 
well suppli with light nourishment and 
fluid has a definite influence on the out- 
come of a primipara’s prolonged labor. 
Too great 2 variation in the foetal heart 
is a signal to her that the unborn baby’s 
life’ is menaced. Sufficient expe f 
will teach her what to do for the patients’ 
safety until a doctor can be reached. If 
she is to be the physician’s competent 
assistant she must become as sensitive to 
clinical symptoms as he, and be able to 
report them intelligently. Not until the 
work of qualified nurses and well pr 
pared obstetricians is completely dove- 
tailed shall our mothers and infants be 
satisfactorily cared for. 

The n shouid be sent with 
doctor, supervisor and social worker 
homes and all types of clinics for broad- 
ened experience in prenatal, natal and 
postnatal conditions of both mother and 
infant. Four, or better six months of this 
intensive experience should deveiop a 
nurse who can be trusted to safeguard 
mothers through pregnancy, cooperate 
with a doctor at any delivery or act on his 
instructions in his unavoidable absence. 

There seems to exist a diffeyence of 
opinion 1g those deeply inicrested in 
the preparation of the nurse for pubhiic 
health obstetric work concerning the 
value to her of experience in actual de- 
livery. Should not nurses be taught, and 
have sufficient opportunity to see demon- 
strated, that “here conditions are normal, 
the guiding of the head over the perineum 
requires skill in controlling the processes 
of nature, that the force of the pains may 
not cause injury to the mother’s parts? 
In an active maternity department nurses 
have ample opportunity to participate in 
this experience. 

No nurse-midwife or midwife is, in this 
country, entrusted with the abnormal. 
Therefore, the nurse’s training in obstet- 
rics, although she may frequently be called 
upon to take the obstetrician’s place, 
need not include the actual delivery. She 
should, however, recognize a departure 
from the normal such as an incomplete 
placenta, but realize fully that she is add- 
ing to the danger of w retained one by 
interference. Her hand should be able 
to recogni-> a.variation from the normal 
in the } from the birth of the infant 
to the it organ has involited be. 
low the pu... arch. ‘That during the con~ 


the 


into 
into 


¥vale¥cence such apparently minor ailments 
as backache, lack of appetite, irritability, 
low grade temperature, loss of milk supply 
are the points to report to the physician 
whether he be within a radius of 10 miles 
of paved roads or twice as far away, as 
he might be if her work is in more remote 
districts. 

She should feel it incumbent upen her 
to so teach the mother intelligent care 
of herself and her infant that a!] members 
of the household will fall in line happily, 
instead of wit’: a sense of irritation. There 
should be no lapses or dividing line be- 
tween her work and that of the physician 
or health agency to which the family 
must look for further guidance. To this 
nurse I should like to see given the same 
legal protection that is now granted the 
midwife. She could be depend on to 
help advance, not hinder, the science of 
obstetrics and infant care. 

Summary: 

1. A well-prepared background of gener- 
al nursing. 

2. An active and complete field in which 
to gain experience. 

3. Sufficient time to become familiar with 
all phases of modern obstetric and in- 
fant care. 

4. Well 
nursing. 

5. Close cooperation with obstetricians, 
as our best instructors. 

6. Cooperation and affiliation with other 
public health organizations. 

7. Recognition, protection and encourage- 
ment of the State for this type of public 
health obstetric nurse. 

It is agreed by all that the education of 
nurses, graduate and undergraduate, in 
obstetric and infant care is incomplete. 
Why not give the student better instruc- 
tion, exrerience, and supervision in this 
subject and find out thereby what effect 
such well prepared nurses wil] have on 
the care of mothers and infants? ‘Ap- 
plause.) 

CHAIRMAN ADAIR: Mis Blanche 
Webb, director, Visiting Nurse Service; 
The Kings Daughters, Norfolk, Va 

MISS BLANCHE WEBB: Mr. Chair- 
man, Ladies and Gentlemen I asked per- 
mission to depart a little from the usual 
trend of discussion today because I 
think that what we are all driving 
at is practical ideas. I have a _ practi- 
cal idea which I am anxious to t out 
in our section of the country and I want 
to interest somebody in financing it. 

In Norfolk last vear there were 1.600 
white mothers delivered. Only 29 of them 
were delivered by midwives. There was 
one maternal death, 54 stillbirths, and 69 
deaths of babies under one year of age. 
There were 800 colored mothers delivered. 
Over 500 of them were delivered by n 
wives. 


prepared teachers of obsietric 


There was one maternal 
I and 132 deaths of 
the first year of life. This 


waste. 


118 stillbirths, 


f 


during 
ghastly 

Need of Facilities for.Colored Mothers 

We have in Norfolk perfectly adequate 
facilities for work among the white 
mothers. We have all the free bods 
want in the hospitals. We have the le: 
ing obstetricians helping us in pren 
climics and we have a delivery service 
connection with our visiting nurse 
ice. Prectically nothing ‘is being dc 
the colored women because we have 
ing we can offer them that is econ: c 
ly’sound. Most of the colored women are 
delivered by colored midwives. They are 
very nice, clean women, but none of them 
has had an actual course in midwifery so 
far as I can find out. The mothers pay 
from $5 to $19 for the delivery, and some- 
times a little more if the midwife gives 
after care. 

Some rs ago a very public spirited 
colored woman in Norfolk willed her 
home wit! adjoining land te the 
organization which I represent. Our idea 
is that we could build a maternity cen- 
ter on this property, have an obstetrician 
connected with it and operate prenatal 
clinics in difierent sections of the city. 
Then if w could send a number of 
colored nurs away to take a course in 
midwifery they could come, b und work 
out from this center and take care of 
the colored mothers not only in Norfolk 
but in the sulyounding counties. We be- 
lieve we could have practically ¢ 
colored woman in Norf 
this center. We could do Wassermay 
every mother and father and we could 
give tre nts to those with positive 
reactions Ve could keep the women 
under supervision until time for delivery. 
I believe we could reduce the maternal 
death rate, the number of stilibirths and 
the number of deaths in the first year 
of life. 

What we are hoping to do is to interest 
some large organization in financing the 
project because we believe that if w 
demonstrate in one section of the & 
what could be done for the colored mc 
er it could be carried out in many other 
places. 

CHAIRMAN ADAIR: Miss 
bin, R. N.. general director 
Center Association, New York 

MISS HAZEL CORBIN, R. N:: 
Chairman, Ladies and Gentlemen: 
ternity nursing should be the same the 
world over. Whether the mother lives in 
the city or the country, in a palace or in 
a tenement, she needs medical and nurs- 
ing supervision, care and instruction ; 
ing pregnancy, an aseptic delivery 
the direction of a skilled obstetric 
supervision and care until after 
able to resume her regular responsi! 
and to care for her baby. Physic 
roundings and the attitude of 
the patient and her family may 
but the actual care of the mothe: 
be the same. 

What part the nurse wil] take in this 
supervision, care and instruction 
tients, will differ in different commu 
Just what it will be in any given i 
will depend on the available me-:) 
nursing facilities and on the diy 
labor between the doctor and the rm rse. 
Of course, c2riain parts of the care inust 
be given by ihe doctor and und 20 cir- 
cumstances can these be delegated to the 
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nurse, no matter how complete is her 
knowledge of obstetrical nursing or even 
of midwifery. The nurses’ duties may in- 
clude any or all of the following: 

1. Instruction during pregnancy in: 

(a) The mother’s hygiene—nuitrition, 
rest,» exercise, elimination, bathing, 
clothes, care of breasts, care of teeth, and 
how this hygiene may be fitted into the 
daily regime of the home. 

(b) The preparation for the baby, in- 
cluding clothes, bed, toilet supplies and 
the care of them 

(c) The preparation of delivery supplies 
and a plan for the mother’s care when 
the baby comes and during the next few 
weeks. 

(d) The care of the baby, including 
bath, rest, exercise, food, habit formation 
and how the best daily regime may be 
secured without disrupting the family 
life. 

2. Observing and questioning the moth- 
er to learn about symptoms and discom- 
forts needing attention—including simple 
urinalysis and measuring the systolic 
blood pressure. 

3. Studying the mother’s home sur- 
roundings and family relationships so as 
to discover—and help to solve—any prob- 
lem which in any way may disturb her 
peace of mind. 

4. Considering the health of every mem- 
ber of the family—teaching the funda- 
mentals of personal and home hygiene 
and arranging for health examinations, 
the correction of defects, the following 
of treatments or advice. 

5. Helping the doctor or midwife dur- 
ing delivery. 

6. Giving—or teaching some responsible 
person to give—the necessary care to 
mother and baby during the days that 
follow. 

7. Keeping the doctor or hospital in- 
formed by sending a detailed report of 
each visit including findings and advice. 


Organizing the Home 


The nurse should see to it that the 
household is running smoothly, so the 
mother can rest as long as necessary and 
resume her usual activities and increased 
responsibilities gradually and as the doc- 
tor advises. Then when the mother be- 
gins to care for her baby the nurse 
should be right there to explain again 
all those points—each so important—that 
the mother has been taught in classes. 
She should then help the mother to plan 
her day’s work so she can have time for 
rest and other things and still give the 
baby the best of care. 

Before the nurse stops visiting she 
should make sure of four things: First, 
that the mother has seen her doctor for 
the last examination, that is so necessary 
to detect and correct at once any bad ef- 
fects of the pregnancy; second, that the 
mother has a copy of the baby’s birth cer- 
tificate and understands the reasons for 
keeping it with her important papers; 
third, that the baby is registered with a 
doctor or a clinic for regular health super- 
vision and instruction until he goes to 
school; and, finally, that father and 
mother recognize that “an ounce ‘of pre- 
vention is worth a pound of cure,’ and 
that regular health examinations ior the 
whole family is that ounce of prevention 
which will reduce sickness to a minimum. 

In institutional nursing the nurses’ du- 
ties are specified by the routine of that 
particular hospital. In private duty nurs- 
ing the individual obstetrician usually de- 
termines-—and gives implicit directions for 
—that part of the care of his patient 
which he assigns to the nurses who work 
with him. In public health nursing the 
nurse who does general community nurs- 
ing, visiting nursing, or maternity and 
infant hygiene work, usually is expected 
to know how to: 

1. Find mothers early in pregnancy. 

2. Get them under medica] rvision, 

3. Give them the nursing care and in- 
struction. a 

Finding pregnant mothers early in 
pregnancy is no easy task. The rth of 
a baby is such an every-day occurrence 
that few people realize that the margin 
between health and disease is so narrow 
during pregnancy that the maintenance 
of health can be assured only by continu- 
ous medical supervision. Few mothers 
consult doctors until late in pregnancy, 
and then frequently only to arr for 
care at time of delivery. Many do not 
see a doctor until they are in labor. Here 
lies at least one of the cau: for the 
high maternal mortality in this country. 
A door-to-door, a house-to-hous 
for pregnant mothers is the only 
way of reaching the whole number in < 
community. 

Then the mother must be convinced of 
the value of this care to her baby and 
herself before she is willing to spend her 
time and money to get it. father 
must be convinced—and perhaps even the 
grandparents To convince family 
group often means overcoming t grand- 
parents’ antagonism to new-fangled ideas 
and the huskand’s attitude that “what 
was good enough for my mother is good 
enough for my wife.” 


What Maternity Care Means 

Giving the nursing care means 
more than doing urinalysis, blood 
sure, asking questions, giving advice, and 
bathing a baby and mother. It means 
finding and helping to correct the physi- 
cal and environmental defects which may 
mar the happiness or destroy the peace 
of mind and the health of each individual 
pregnant mother. It means surrounding 
each baby with an atmosphere of pleasant 
orderliness and calm security, because his 
mother and father have learned to care 
for him so as to provide for his needs 
without disrupting the whole family re- 
gime. It means remembering always that 
the purpose of maternity care is to secure 
for every mother: 

The minimum of mental and physical 
discomfort throughout pregnancy. 

The maximum of mental and physical 
fitness when the baby comes. 

The reward of a well baby, and 

The knowledge to care for herself and 
for, her baby : 

No nurse can attempt anything so diffi- 
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CONFERIENDE? ON CHILD! HEAIPH! AND: PROPECTIONUWMEDICAT. SERVICE 


cult unless she herself knows obstetrics 
and—because of that knowledge—believes 
in the necessity for care for every mother 
and—because she knows how to teach— 
believes also that she can teach everyone 
the thing she knows. Only when she has 
such a thorough knowledge and such a 
conviction can she gradually get all the 
mothers under medical supervision early 
in pregnancy, and inspire the whole com- 
munity with a sense of the importance of 
adequate maternity care. (Applause.) 


CHAIRMAN ADAIR: Miss Edith V. 
Martins, Maternity Service, Los Angeles 
City Health Department, will present the 
topic of “Trained Obstetri: Attendants.” 


MISS EDITH V. MARTINS: Dr. Adair 
and Members of the Conference: In 
considering the _ obstetrical attendant, 
let us for a moment consider the subsidi- 
ary nursing group as a whole. We must 
recognize the fact that the subsidiary 
nurse is a distinct person whether we like 
it or :.10t, and that she has a definite 
place to fill in the nursing scheme if prop- 
erly trained and controlled. 

From a digest of the laws of the States 
requiring registration of the nurses and 
attendants compiled by the American 
Nurses Association in 1930, we find that 
there are 12 States that have laws rela- 
tive to the registration of attendants or 
nurses of the subsidiary group. This is 
mentioned because if the defining and 
licensure of the subsidiary type of nursing 
is provided for by legislation, it may lead 
to the establishment of courses prop2rly 
standing for preparation of such workers. 

A study of this digest shows some inter- 
esting differences in these laws. With 
two exceptions, the subjects for the 
courses, where there are courses outlined, 
are fixed by the board. The courses pro- 
vide but little training for an obstetric 
attendgnt. Preliminary educational re- 
quirements for registration with one ex- 
ception vary from the ability to read and 
write to grammar school or eighth grade. 
In Missouri the requirement is the same 
as for a nurse entering a training school~ 
one year of high school. 

The period of training varies from noth- 
ing specific, except that nurses must be 
satisfactory to the board, to nine or 12 
months in most cases. While in most 
States members of this subsidiary group 
are known as attendants, one State refers 
to them as licensed undergraduates, an- 
other one as practical nurses, and one as 
obstetrical nurses. These differences of 
opinion are well illustrated by the three 
following examples of schools being con- 
ducted for the training of obstetrical at- 
tendant in three different States: In Mis- 
souri a law enacted in 1921 required every- 
one caring for the sick to be licensed 
either as graduate or trained attendant. 
The practical nurse or the obstetrical 
nurse of a On?-year or more cours? was 
in the classification of trained attendant. 
This law was repealed in 1923 and re- 
vised in 1927. At present, 1931. provision 
is made for accrediting the 18 months’ 
course in obstetrics and permitting the 
graduates to be licensed by examination 
and given the title of O. B.—obstetfical 
nurse. It is not compulsory for the ob- 
stetrical nurse to become licensed before 
beginning to practice. There is one ac- 
credited school in Missouri which was be- 
gun in 1917. It gives a course 18 months 
in length and has an average of eight 
graduates yearly. It covers over 300 hours, 
60 of which are devoted to ob s. 
service covers four months of pediatrics, 
ten months of obstetrics, and four months 
of delivery room. It is interesting to note 
that graduates of this school take ob- 
stetrical cases at the regular nurse fee 
of $7 per day, If they take other than 
obstetrical cases, they charge less. 

Courses for Trained Attendants 

In Calif ia, the State Department of 
Public Healt as jurisdiction only over 
accredited 100Is for trained attendants. 
At present ‘re is only one such school, 
but no provision is made for obstetrical 
nursing. There is one other accredited 
school as been in existence since 
1907. Two : nurses give ins‘*ruc= 
tion and supervision to ten students. 
These attendants give all the nursine care 
to the pz The course is six months 
in length, and students have four hours 
of class w weekly. There is no super= 
vision after leaving the school Many 
register and practice under local registries. 
In two States where there are no laws 
concerning the attendant or practical 
nurse, interesting experiments have been 
made. These two States are Vermont and 
Mass t The Hospital Nursing As-= 
socia 1 Day School for Attendant Nurses 
at Boston, Mass., was organized in 1918. 
The student pays a tuition fee of $50. 
The course covers 58 weeks with six 
months suy ision after completio the 
course. There are three angles to the 
training. The first covers ho old train- 
ing at the school, and includes instruction 
in cooking and serving of food, planning 
of the meals, and care of the home. The 
second phase is the training in the wards 
of the general hospital, with classes and 
demonstrations in addition to daily rou- 
tine. This includes instruction in the 
after care of the mother and infant. Pu- 
pils do not assist at delivery. The third 
phase covers private duty nursing under 
Supervision for six months, after which a 
diploma is given. 

The attendants collect wages of $21 to 
$23 per week during this period. Each 
case is visited once a week by a graduate 
who shares all responsibility and gives any 
necessary instruction, 

After receiving the diploma, the nurse 
receives $25 to $28 per week. The school 
maintains a registry, and about 50 per 
cent of the attendants register after 
graduation. 

The Household Nursing Association re- 
ports continuous growth since its incep- 
tion in 1913. On Jan. 1, 1930, 370 attend- 
ants were on the registry, 60 per cent of 
whom were doing their six months. of 
supervised work on private duty cases. 
There were 2,682 requests for attendants 
filled during the year of 1929, and 433 
of these were for, postpartum care. 

The work of this organization’ would 
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seem to demonstrate the fact that with 
proper training, supervision and control 
by means of a registry, good results can 
be obtained by using the obstetrical at- 
tendant in the after care of the normal 
postpartum patients. ‘(Applause.) 

CHAIRMAN ADAIR: I am anxious to 
get the next section of this program 
started at 11:30. If anyone has anything 
important to say and can say it briefly, 
we will be glad to listen to them. Does 
anyone wish to discuss the question of 
pursing education further? 

Dr. DeNormandie was unable to at- 
tend this session. Miss Kate McMahon, 
Educational Director, American Associa- 
tion of Hospital Social Service Workers, 
will present the report. 


Teaching and Education of Laity and 
Secial Workers 


MISS KATE McMAHON: Mr. Chair- 
man, Ladies and Gentlemen: Dr. DeNor- 
mandie wishes his apologies extended to 
this group. His alibi for not being in attend- 
ance is the very uncooperative conduct of 
five unborn babies. They were due, but 
they interfered by not coming on time. 


Trained personnel is at present insuffi- 
cient to meet the need for ms#ical social 
work. Less than 10 per cent of the hos- 
pitals of the country now have social 
service departments. We may estimate 
that there are many thousands of chil- 
dren in hospitals in the country for whom 
medical social service is not available. 
Even the departments already operating 
are unable to secure enough trained work- 
ers. 

Out of 289 departments answering the 
questionnaires, 60 reported the staff of 
workers totally inadequate; 108 stated 
that it was barely adequate; and 68 re- 
ported that the size of the staff was about 
right. There has not been time to make 
further inquiry concerning the extraordi- 
nary report of two hospitals stating a 
more than adequate size of staff. For 
several years the American Association 
of Hospital Social Workers, one of whose 
purposes is stated in its constitution as 
the extension of medical social service, 
has deliberately refrained from stimulat- 
ing. such extension because of the lack 
of adequate personnel. 


The Joint Vocational Service, a place- 
ment agency for social workers and pub- 
lic health nurses, in 1930 registered 129 
positions in the medical social work field 
and 64 candidates for such positions. The 
combined school output of graduates in 
medical social work did not exceed 50 
in that year, and in previous years was 
less. 

This excess of demand over supply is 
inevitable in the early period of develop- 
ment of a special activity. Medical so- 
cial work is 26 years old, dating from 
the first establishment of departments 
at the Massachusetts General Hospital, 
Bellevue, and Johns Hopkins. The pio- 
neer workers came from the fields of 
family welfare and nursing and were 
taught by experience to reshape old meth- 
ods and devise new ones to meet a prob- 
lem newly envisaged. As always, the es- 
sentials of special practice had to develop 
in the field before they could be systema- 
tized into communicable form and so made 
teachable by schools. 


The use of certain scientific and acad- 
emic knowledge as a guide to practice 
was, however, recognized from the first. 
It was apparent that some knowledge 
was needed of medical subject-matter and 
some of seciological, economic, and psy- 
chological subject-matter, while  social- 
case work, adapted to the medical insti- 
tution, was the essential method. 


Interest in training for medical social 
work is coeval with medical social work it- 
self. Schools of social work had been in ex- 
istence only one year when medical so- 
cial work was first instituted. Curricula 
for social work students included some 
consideration of public health adminis- 
tration and of sickness as a cause of pov- 
erty. Within a few years after the in- 
itiation of medical social work, the schools 
began to be used as preparation for this 
new field and to receive from psysicians 
and medical social workers the selected 
medical material which has grown into 
a considerable contribution to the whole 
of social-work education. This medical 
element continues to grow and is a focus 
of interest as representing a part of the 
problem of educational interrelationship 
of the professions. 


Training of Medical-Social Workers 


What is a trained medical-social work- 
er? The function must determine the 
training,.and the concept of function here 
presented is social case methed uscd in 
connection with medicine for the study 
and treatment of social factors in sick- 
ness, for the accomplishment of a pur- 
pose at once medical and social, the . ‘sto- 
ration of the incapacitated to the fullest 
possible social life, and their care in ways 
which insure the greatest possible com- 
fort with the least trouble to all. 


It is evident then that social-case work 
must be the fundamental method learned. 
As social-case work is a part of the pro- 
fession of social work, it must be from 
the outset associated with and related to 
the purpose and methods of social work 
as a whole. 

Social work, like other professions, is 
in practice an art, in which knowledg2 
of sciences is used, and from which sci- 
entific knowledge may be derived through 
research. Education for social work, 
therefore, must include practice in the 
field, classroom teaching of fundamental 
sciences and of the subject-matter of 
social work itself, and studies or re- 
searches in which the student partici- 
pates. 

Social work in various forms independ- 
ent of each other’ had sprung up and 
become organized in special fields long 
before systematic education was under- 
taken. As the schools have developed, 
their tendency has been increasingly to 
regard the fundamental equipment of 
the social worker as the same in all fields, 
with specialization following a _ basic 
With this idea as to special 


training. 


work education, medical-social work has 
been in agreement. The plans for train- 
ing medical-social workers have been 
built on the theory that generic social 
work is its foundation, its superstructure 
including more medical and medical-so- 
cial information, an adaptation of social- 
case technique, and the development of 
attitudes necessary for the medical field. 

Without the special training the social 
worker would be of little immediate use 
in the actual work of the organization 
employing him. Without the broad gen- 
eral foundation, on the other hand, the 
social worker is limited to a certain nar- 
row practical skill. 


In the schools where training for medical 
social work is given, there exists as a pre- 
requisite a basic general course in social 
work covering such subjects as social case 
work, community organization, method of 
social investigation, public welfare ad- 
ministration, problems of child weltare, 
the elements of human behavior, hygiene 
of childhood, certain problems of disease, 
public health, social legislation, immigra- 
tion, labor problems. Every’ student's 
schedule requires a practice period in one 
or more social agencies. Participation in 
a study or research project is usually re- 
quired to give the student an understand- 
ing of reliable methods of collecting data 
relating to social conditions. All students 
preparing for medical social work are re- 
quired to complete a course of this gen- 
eral character. 


To this is added a second year devoted 
wholly or mainly to the specific problems 
of medical social work. Practice is given 
in the social work department of a hos- 
pital. It is assumed that the medical 
social worker must understand something 
of the relation of disease to social mal- 
adjustment and be equipped to deal with 
the problems arising out of this relation. 
Therefore, free courses are given to ex- 
tend the student's understanding of med- 
ical and health problems, and to present 
and discuss the cost and consequences of 
sickness to patient, family, and commu- 
nity, the hospital as a community institu- 
tion, the administration of a social serv- 
ice department, the application of the 
social case method to the social problem 
arising out of or co-existent with the med- 
ical problem, and the application of meth- 
ods of social research to medico-social 
data. 


This, roughly, makes up the content of 
medical social training. The trained 
worker should have learned to think of 
these subjects, to use information, to ac- 
quire new information, and to exercise 
judgment in the meeting of human needs. 
The trained worker should be not a crafts- 
man only, ready to perform perfectly a 
routine, but rather a professional person, 
able to study problems near at hand and 
contribute to the study and solution of 
problems larger and mcre remote. The 
trained worker should have a sense of the 
center and the periphery of the medical 
social field, and a working understanding 
of its relations with other medical and 
other social fields. 


Development of Courses 


As the early training courses for social 
workers have developed into schools of- 
fering courses for college graduates, the 
curriculum has become fuller and more 
adequate and the field work better or- 
ganized and related with classroom courses, 
and the full-time teaching faculty has 
largely replaced the corps of devoted, but 
busy, practitioners who carried the burden 
of the teaching in the time they could 
wrest from their regular work. 


The first training course in medical 
social work was organized in 1912, but 
until 1925 the growth of such courses was 
slow and uncoordinated, with little or no 
direction from the fie!d of practice. Since 
1925, the American Association of Hospital 
Social Workers has focused its attention 
on training and formed its Education 
Committee for the purpose of fostering 
constructive working relations between 
the schools of social work and the organ- 
ized practitioners. 

An educational secretary has been em- 
ployed by the Association since 1928. The 
cooperative effort has been stimulating to 
both groups, as evidenced in the growth of 
training opportunities and by the logical 
geographic distribution of the new courses. 

Of the 28 senoo!s now belonging to the 
Association of Schools of Professional So- 
cial Work, ten offer training for medical 
social work, and in another plans are go- 
ing forward for such training. Geograph- 
ically they are distributed as follows: In 
the South, at Tulane University in New 
Orleans; in the East, the New York School 
of Social Work: Simmons College School 
of Social Work in Boston; the National 
Catholic School of Social Service in Wash- 
ington, D. C.; the Pennsylvania School 
of Social and Health Work; in the North- 
west and Middle West, Schools of the Uni- 
versities of Chicago, Indiana, Minnesota, 
Vashington University, and University of 
Western Reserve, in Cleveland. Another 
is in immediate prospect in California. 


Requirements for Admissien 


In most of the schools, an undergradu- 
ate degree is required for admission, with 
a certain number of undergraduate credits 
required or recommended in the natural 
sciencés, the social sciences, and psychol- 
ogy. Where the degree is not obligatory at 
least two college years, or their equivalent, 
are required and in addition evidence of 
other education more or less formal in 
character. Completion of medical social 
training in most of the schools gives the 
academic recognition of A. M. or M. 8. 
The fact that medical social training is 
classified in all schools as graduate work 
means that standards in all parts of the 
training plan must meet requirements 
for graduate work in universities. 

One may truly say that the schools have 
up to this time been largely engaged in 
preparing to begin. To spend time in this 
preparation was essential because of the 
educational tests to be met. That stu- 
dents in large numbers are not yet a real- 
ity is no cause for surprise, but a sub- 
stantial increase in qualified students must 
soon be evident if social workers are to 
meet the opportunities and challenges of- 
fered by the hospitals and clinics of this 


country. This year's study has shown,a 
need far beyond earlier estimates. 

Training of a special group to deal ex- 
clusively with medical social problems of 
children has not been considered in any 
school. All students in medical social 
work have in the first year of general 
training and in the special medical social 
year, much experience with the child prob- 
lem considered from manv points of view, 
such as, the hygiene and diseases of child- 
hood. the normal and »%bnormal behavior 
of children, the laws. Federal and State, 
affecting childhood, the snecial care pro- 
vided for the handicapned, the denendent, 
the neglected. the defective, and delinquent 
child. the administraticn of socia] agen- 
cies for child care both public and private. 

In medical social vroctice all students 
in the training period work with the medi- 
cal social problems of children, such prob- 
lems arising in the child himself or as a 
part of the socis! problem of the familv. 
In certain schools of social work special- 
ized training for children’s work has been 
developed. but not in the medical social 
training course. 














Questionnaire to Schools 

The Subcommittee on Obstetric Teach- 
ing and Education of the laity and social 
workers of the Committee on Prenatal 
and Maternal Care ciren'>rized the schools 
of social work for their own purposes. 
The summary of the retirned question- 
naires throws light on the medical social 
training courses ard the nossible influence 
which the special trairine may have on 
the general education of social workers. 

The questions asked covered the objec- 
tives of such courses. whether they were 
reauired of all students. if elective. for 
which students. the amount of time given, 
who is responsible for the content of the 
courses, the teachire method used. and the 
relation of this subject matter to other 
courses. 

The schools circularized were those be- 
longing to the Asser'atinn of Schools for 
Professional Social Work. 27 in the United 
States and one in Canada (McGill Uni- 
versity). The distribution in the United 
States. from a geographic point of view, 





is four in the Savth. nir> in the East. 
three in the Far West. and 11 in the Mid- 
dle West. 


Of the 28 schools circularized, 22 re- 
sponded. Fifteen filled out the question- 
naire, seven sent ietters exnlaining that no 
cours? was given. Schoo's known to be 
giving courses, but irformotion not sent, 
were two. and those about which nothing 
is known, three 

In 11 of the schsols, these courses were 
required of all students. in four, of medical 
students only, and in one ‘t was not stated 


for whom they were given. 
hours devoted to the 


£ 


The number of 
subject matter varies from 5 to 33. A 
number of schools which stoted that they 
were giving such courses did not give the 
number of hours devotcd to the subject 
matter. 

The courses are genera'ly given in what 
is known as the information 
course” in the school cvrriculum. A con- 
sederable number put the subject matter 
under the course in pvubtic health, and 
three only in what is known as a special 
course. 

The general method used is the lecture. 
A considerable number, however, also add 
case demonstration. 

In general the subject 
sented by physicians: in 
stances by nurses, and in two of these 
instances the nurse save part of the 
course only, a doctor t:2 maior part. In 
two courses the social worker added her 
interpretation. and in one of these two 
a doctor. public health nurse. and social 
worker all three combined to give the 
course. 

In reviewing the detailed information it 
seems as thougi th> more adequate 
courses were d>velon*d in those schools 
where medical social training is organized 
as a specialty. 
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matter is pre- 
only three in- 


Contents of Medical Instructien 

The whole question of the content and 
pedagogy of the medics! courses for social 
workers generally and medical social 
workers in particular hos received much 
attention from the schools and from med- 
ical social workers and phvsicians inter- 
ested in medical sorial work. The educa- 
tion-committee of tre Amorican Associa- 
tion of Hospital Socia: Workers has given 
the subject special study and in 1930 con- 
vened a group of paysicisns giving medi- 
cal courses in the varies schools of social 
work. It is agreed that the medical sub- 
ject matter in the first vear, or funda- 
mental course. sheu'd he general in char- 








acter, and constructed on an integrated 
pian, i. e.. such subjects as public health, 
history and ethics. and research should 





be brought in throughout the course when- 
ever they are relevant and not taught in 
separate periods. As to content. this group 
of medical lectures agrees further: 
“Facts as to specific diseases must be 
presented to give concreteness and illus- 
tration in the courses, bt they are means 
rather than ends in teaching. The courses 
should aim to give understanding of the 
more elementary general ideas in connec- 








tion with health a disease. such as 
causes of sickness, resulting disability, and 
the interpretation of medical diagnosis 


in the particular case 
The social case worker needs: 
(a) To support and carry out public 
health measures for control of disease. 
‘b) To recognize existence of disease. 
fc) To get medical help. 
(d) To recognize causes of disease. 
personal and social 








consequences of disease. 

(f) To collaborate with doctor and med- 
ical institution in the care of the sick. 

For these purposes the social worker’s 
knowledge should include 

(a) Public health measures. 

(b) Meaning of obvious 
symptoms. 

(c) Medical resources. 

(d) Environmental causes of disease 
(other factors, e. g., heredity. personality— 
omitting for the present the community 
organizer, who probably has more need 
of knowledge of public health administra- 





signs and 





tion and legislation and less of individual 
sickness). 

(e) Duration and sequelae of disease. 

(f) the point of view of medicine, and 
the character and general outline of med- 
ical procedure. 

On the whole the more general subject 
matter is better in this fundamental 
course than is the more specific, except 
as the specific is used for illustration, 

The purpose of such general medical 
courses is to fit the social worker not for 
any responsibility for professional medical 
judgment, but for playing the part of an 
intelligent lay collaborator. The social 
worker in studying any part of a client’s 
history must particularize the case, not 
Classify it only. The medical courses help 
the social worker to particularize the 
physical history, condition and outlook for 
the patient by getting from the physician 
such facts as determine the patient’s 
needs and abilities, instead of being con- 





tent with a mere medical label such as 
“syphilis,” “tuberculosis,” or “heart dis- 
ease.” 

The medical social worker. as we have 
said, usually takes in the first year of 


training the same general medical courses 
which are given for all other students of 
social wc The point of view given in 
these courses is considered fundamental 
for medical social work. Students who 
have already had a course in nursing and 
are preparing for medical social work are 
usually given advanced credit for the gen- 
eral medical courses. This advanced credit 
is given on the theory that although the 
previous training may not have given the 
same “lay collaborator” point of view, yet 
it has covered presumabiy much more 
medical content and has thoroughly fa- 
miliarized the student with medical prac- 
tice. 

There is still difference of opinion as 
to how much and what of the content of 
the course in nursing ought to be included 
in the advanced work of the siudent in 
medical social work, Some of it—the fa- 
miliarity with medical and hospital pro- 
cedure, observation of sick people under 
treatment. etc.—is covered in the field 
work in the department of medical social 
work. Some is given in advanced class- 
room courses in specialties of medicine 
and in lectures, demonstrations and clin- 
ics in hospitals. 

This advanced medical instruction is as 
yet relatively unstandardized, but it is 
under study by the education committee 
of the American Association of Hospital 
Social Workers. (Applause.) 


Education of the Laity 


CHAIRMAN ADAIR: Mrs. Alfred D, 
Kohn, chairman, Public Weliare Depart- 
ment, Illinois League of Women Voters, 
will discuss the “Education of the Laity.” 

MRS. ALFRED D. KOHN: There is very 
little leit for me to sav, I am afraid, but 
no one can have listened to what Dr, 
DeNormandie has said in his report with- 
out realizing the fine spirit of coopera- 
tion between the Children’s Bureau, State 
Boards of Health, other organizations, and 
physicians, nurses and others which has 
resulted in what has been priceless to 
hundreds of thousands of mothers, rich 
and poor, in all parts of these United 
States. What we all wish to do now is 
to ask these agencies to take the next 
step which means the extension of the 
really outstanding educational methods of 
work in prenatal care to further educa- 
tional work that will enable us all to un- 
derstand how to persuade prospective 
mothers, and what is just as important, 
their husbands, the prospective fathers, 
and other members of their families that 
good prenatal care is only the first step. 

The second step, proper hospitalization 
at the time of delivery or a physician's 
care at home, is perhaps reasonably well 
undersiood. But when it coines to what 
the physician calls the postparium period, 
or that of convalescence, we find a great 
field waiting for educational service. 

The good results of adequaie prenatal 
and intranatal care may be counteracted 
by improper or inadequate attention dur- 
ing this period of convalescence. 

The problem of postnatal cire is two- 
fold: Medical and social. Tne medical 
instructions undoubtedly will be clear that 
rest must be available, thet the new 
mother needs a check by the doctor five 
weeks after her delivery, and so on. But 
the social problem is the serious one, 
How can we make the woman's family, 
particularly the woman's hucband, know 
that rest must be a matter of routine, that 
she cannot carry the whole domestic 
burdens? Can we who as lay members 
are so closely associated with the social 
work grouns help them to carry forward 
more vigorously?) An example of how this 
need may be met is furnished by the 
work of a few agencies in Chicago. 














Importance of Postpartum Weeks 


In the old days about two-thirds of the 
children in these agencies were brought to 
an institution when the mother went to 
a@ hospital. The husband and father 
drifted about, and the mother worried. 
By paying a competent working house- 
keeper to stay in the home during the 
mother’s absence, the house is kept to- 
gether, the children and father are spared 
the breaking-up process, the mother is 


spared an infinite amount of worry and 
anxiety and her home is ready for her 
return. More than this, a housekeeper 


can be kept there a little longer when the 
need is very acute and the mother be 
given time to recuperate. 

Prospective fathers as well as prospec- 
tive mothers, must learn the importance 
of the postpartum weeks. 

We as lay members of this group should 
do our part to educate women and their 
husbands to the need of proper care dur- 
ing this period... We must find the means 
and the responsibility though a heavy one 
must not be shirked. 

A very interesting confirmation came to 
me yesterday of this point of view from 
an absent member of the Committee, who 
suggests an additional paragraph in the 
Committee's report stressing the import- 
tance of consecutive care through the 
postpartum period and also pointing out 
the importance of convalescent care or 
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something akin to convalescent care 
lowing the hospital. The : 
woman who leaves the hospital at 
end of 10 or 14 days and who ought not 
go about her regular duties for another few 
weeks is practically unrecognized by the 
general policies of most hospitals. This 
period which has preventive health aspects 
must be recognized by the laity, as well 
as the physicians as something te be taken 
seriously. 

Again Massachusetts states: 

“At the State infirmary we never allow 
a discharge until the baby is four weeks 
old. With mothers who are obliged to 
go home to families, to work over the 
wash tubs and take care of children, this 
long-time period has meant much. he 
mother goes home in physically fit condi- 
tion, which makes a great difference in 
her general health, and she physiologi- 
cally is in much better condition for the 
next confinement. Furthermore, the baby 
gets an excejient start on formula, if such 
is necessary. With unmarried mothers, 
this long-time period is invaluable in that 
it gives the social worker time to plan, 
and the mother time to adjust herseif 
mentally and physically to the new coendi- 
ditions. 

“I am always so impressed with the cen- 
dition of our mothers on discharge ‘and 
those mothers discharged after ten days 
from the lying-in hospitals.” 

There are no doubt greater difficulties 
in educating the public in regard to what 
constitutes good prenatal, natal and post- 
natal care and what are the essentials 
of good maternal hygiene than in pro- 
moting education in other phases of 
hygiene. Yet appreciation by the public 
of what constitutes adequate care for 
mothers is necessary if the resources are 
to be made available for better training 
in obstetrics, for more and better hos- 
pital and dispensary resources, and for 
public agencies responsible for educating 
mothers in what constitutes good care. 
More thought should, therefore, be given 
as to how to reach the public and in de- 
vising ways of presenting the subject so 
as to impress the lay public with its re- 
sponsibilities. The methods of educating 
the public (by the Children’s Bureau), as 
outlined in the report, should be contin- 
ued and expanded. 


: fgl- 


eater efforts should also be made to 
‘reach lay groups having some special re- 
sponsibility for the development of ma- 
ternity services, members of hospital 
dispensary and training school boards, 
teachers and public students, for example. 
Although the education of the general 
public in maternal care should continue 
and increase, the dissemination of special 
information to these special groups is an 
important part of the education of the 
whole public. 

The members of hospital boards should 
be informed as to the standards which 
are being developed for construction of 
maternity quarters, and standards of ma- 
ternity services in hospitals. They should 
know, for example, that equipment for 
adequate care of premature babies, whose 
death rate contributes largely to the high 
neonatal death rate, should be included 
in all maternal and baby hospitals. 

Father’s Cooperation Vital 

The, very carefully worded pamphlet 
which the Maryland Bureau of Child Hy- 
giene sends out to those who procure mar- 
riage licenses calls attention to the re- 
sponsibilities of both parents to assist in 
insuring the healih of the mother and 
baby. If we assume that the father has 
the general iniormation which is to be 
given to the lay public. he will know that 
he, as well as the expectant mother, should 
visit the doctor early in her pregnancy 
to learn the care she needs in order to 
imsure her health and the health of the 
child. The necessary budget must he 
planned and the routine family life may 
have to be modified in some particulars. 
The father’s co-operation is therefore es- 
sential. He does not want to urge un- 
mecessary precautions or to tempt the 
mother to take risks which should be 
avoided. He can know what is foolish 
and. what is necessary in her case only if 
the doctor is consulted regularly through- 
out her pregnancy. That he needs to do 
this he must learn from the general 
education which lay public should receive. 

An article from the Health News, New 
York State Department of Health, says, 
“There has been practically no reduction 
in the maternal mortality in this State 
in the last ten years. Meanwhile, in this 
State in the last ten years the general 
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. death rate has declined 15 per cent and 


infant mortality 30 per cent. This ac- 
complishment is due to better care given 
by the mothers in the homes under the 
instructions of the physicians aided by 
public health nurses. The mothers gave 
the care that saved the babies. But a 
mother in labor cannot give herself the 
care that will save her life. To the hus- 
band falls the obvious duty of seeing that 
she has it. No husband would have his 
wife die in childbirth. The husband is in 
the same position today in regard to un- 
derstanding his duty to his wife as the 
mother was a decade and more ago in 
regard to knowing what was her duty to- 
wards her baby—he needs to be shown.” | 

The husbands should take the responsi- 
bility of seeing that the mothers of their 
children receive and follow the instruc- 
tions of a competent physician from 
the time pregnancy is known to exist and 
that the physician and his nurse’s aid 
are notified in time to arrive early in 
labor. 

As a member of that nondescript, non- 
professional group called the public, I 
know that the public also needs to be 
shown. (Applause.) 


CHAIRMAN ADAIR: Dr. M. Pierce 
Rucker, associate professor of obstetrics, 
Medical College of Virginia, is to speak 
on the “Medical Teaching and Education 
of the Social Workers,” 

DR. M. PIERCE RUCKER: Mr. Chair- 
man, Ladies and Gentlemen: Many of us 
can remember the time when the general 
practitioner and the church seemed to 
cover the ground. I say “seemed” ad- 
visedly, because as a matter of fact the 
results were poor, as poor in fact as they 
are today, but the point is they covered 
the ground and did pretty well in the 
light of our knowledge of the time. Life 
was simple in those days. Now civiliza- 
tion has become complex and has out- 
grown the family doctor and also the 
church. There are a great number of 
families who are permanently unable to 
make a go of it, especially in the face of 
@ long sickness. Nobody knows about 
them and apparently nobody cares about 
them. They constitute the field of the 
social worker. It is her job to find these 
people and supply their needs in the best 
manner possible. 
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If she is going to work this field inde- 
pendent of medical help, then the course 
of 16 hours of medical nursing in economic 
aspects outlined for her instruction is in- 
adequate. If she is going to use the med- 
ical profession, and I take it that she is, 
at least for a while, then much of the 
course is unneccessary. 

Under this heading I presume would 
come tuberculosis, syphilis, cardiac dis- 
ease, pelvic deformities, toxemias, hem- 
orrhage, contraception, abortion, steriliza- 
tion, medical-religious problems and med- 
ical-legal problems. No wonder the so- 
cial worker is such a superior person. 
Social and economic problems should be 
enough to keep the social worker busy and 
happy. Definite medical and nursing 
problems should be left to those who are 
trained in them. (Applause.) 


Trained Workers Essential 
CHAIRMAN ADAIR: “Teaching and 
Education of the Social Workers.” Miss 
McMahon. 


MISS KATE McMAHON: It is obvious 
that our outline has not been understood, 
and we would not have time to fight that 
battle out now. Medical-social work is 
26 years old. It has, because it has stayed 
in medicine, now come under the scruti- 
nizing eyes of those standardizing bodies 
of medicine. Medicine is patient and 
conservative; it has seen so much come 
and so much go that for a long time you 
can get along without attracting much 
attention. But medical-social work since 
1920 has so extended in the hospitals of 
this country that it is now in practically 
all the important hospitals, in all of the 
teaching hospitals. Therefore, the Amer- 
ican College of Surgeons, the Rockefeller 
Foundation, and the American Hospital 
Association all are assuring themselves 
that this function shall be clarified and 
that the persons who enter into this rela- 
tion of medicine shall be adequately 
trained. 

We know that of 1,500 or possibly 2,000 
so-called social workers very few are 
adequately trained, and it is to change 
this picture in the next decade that we 
feel the significance of these statements 
and the influence of this Conference. 
(Applause.) 

The meeting adjourned at 12:15 o'clock. 


Committee B—PRENATAL AND MATERNAL CARE 


HIS session of the Prenatal and Ma- 

ternal Care on Basic Sciences and 
Their Relation to Maternal and Fetal 
Problems convened at 9:25 o'clock, Dr. 
Leslie B. Arey, Robert Laughlin Rea, 
professor of anatomy, Northwestern Uni- 
versity Medica] School, presiding. 

CHAIRMAN AREY: After a general 
summation of the report of this section, 
the various contributors will discuss and 
_ amplify. At the end of the formal dis- 
cussion by the contributors, there will be 
open discussion, at which individuals may 
have three to five minutes. The discus- 
sion should be limited to the topics which 
have been brought out and extraneous 
subjects not introduced. 

This particular subcommittee was ap- 
pointed for the purpose of serving the 
main Committee, to show in what way 
the basic sciences might be concerned and 
could be useful in a consideration of the 
general problems which the main Com- 
mittee was taking up. 
te find and establish the facts as they 
are known, to point out the gaps in the 
present strain of our information and 
te make recommendations or te make 
suggestions as to what lines might be pur- 
sued profitably in the future in a cam- 
paign for the welfare of mother and 
child. 


The summarizing report which I shall © 


read gives some of the main findings and 
suggestions of the contributors te this 
subcommittee work. These members will 
amplify these points as they see fit in 
their discussion. 

Chairman’s Report 

DR. LESLIE B. AREY: Mr. Chairman, 
Ladies and Gentlemen; The findings and 
implications of human genetics and agen- 
cies must be considered carefully in any 
program dealing with the welfare of 
mother and offspring since they send 
yamifying roots into the fundamentals 
of many problems involved. 

Infant mortality studies begin with ova 
which may be nonviable, too weak toe 
unite with the sperm, or incapable of 
implanting after union. Egg and sperm 
may be incompatible, leading to death 
of the zygote, early or late; this is sup- 
posedly the cause of a large part of early 
spontaneous abortion, but the catastrophe 
may be delayed sufficiently to result in 

. stillbirth, early infant death, or viable 
cripple. Studies of such lethal and sub- 
lethal genes may yield somewhat to analy- 
sis in man, but offer little hope. for con- 
trol. In this connection irradiation of 
pregnant women is held to be productive 
of defective children while animal ex- 
perimentation suggests the possibility that 
women not pregnant may nevertheless in- 
cur changes in the germ plasm that ap- 
pear later as harmful, probably recessive, 
mutations. 

The genetic factors governing the preg- 
nant mother and her placentation are 
virtually unknown. Placenta praevia, 
ectopic pregnancy, position of the fetus 
in utero, prematurity, ease of delivery, 
lactational capacity, the effect of the 
mother’s age on the character of the off- 
spring, contracted pelves—all these pre- 
sent opportunities for investigation on 
which obstetrical records could throw 
light. 

Taeutians pertaining to the sex-deter- 
mining mechanism, the level of metabo- 
lism in the two kinds of embryos, the pri- 
mary sex ratios, the sex ratio in intra- 
uterine mortality, deviations from the 
normal sex ratios, aberrations in the de- 
velopment of the reproductive system, 
sex-linked and sex-limited traits—these 
again are stimulating lines of inquiry. 

Consanguineous marriage by which re- 
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cessive traits when doubled come to ex- 
pression is of practical importance in a 
eugenic consideration of child welfare. In 
general, if specific undesirable traits have 
not appeared within three generations of 
& proposed cousin marriage the danger 
of such union is merely that of a random 
mating. Dominant traits become signifi- 
cant only if the mechanism of inherit- 
ance is such that a double dosage inten- 
sifles a minor anomaly into a defect in- 
compatible with life. Assertion that ra- 


- cial crosses tend te be sterile is without 


support, as is also apparently the claim 
that they tend te produce disharmenious 
results by which the offspring are penal- 


Investigations seem to indicate that 
“saving the babies” in the first year of 
life tends, beyond a certain point, to in- 


crease the moriality in the succeeding 
‘years. Even part of the reported decrease 
im infant mortality in the last century 
ig mere bookkeeping gain. Some of this 
effort to keep alive individuals past the 
reproductive period is dysgenic because 
it perpetuates weak strains. 

Any long-time program for the reduc- 
tion of infant mortality must be given a 
eugenic orientation. This means, besides 
an attempt to save every possible human 
‘life, the adoption of a population policy 


which will safeguard racial progress. Such 


comprehensive preposals will be included 
in.the full report. 

Fundamental te any attack on the man- 
ifold problems regarding the nutritional. 
respiratory, and excretory relations ex- 
isting between mother and fetus is a clear 
understanding of the intimate structure 
of the placenta. Many of the details are 
well established, but, suprisingly enough, 
one feature of paramount importance is 
among the least well. understood. The 
human ovum is one that implants by- 
erosion or burrowing, and it is a com- 
monly accepted belief that both the ar- 
teries and veins of the maternal decidua 
are thereby tapped, the former pouring 
blood into placental sinuses into which 
the chrionic villi dangle. This classic 
view has the weight of many authorita- 
tive names in its support, and only spas- 
modically has its validity been challenged. 
To be sure, vascular injections itn the 
hands ef various investigators have 
seemed to show the truth of this con- 
tention, yet there are several factors that, 
uncontrolled, can easily invalidate such 
findings. Moreover, the current theory 
of placental circulation is not even well 
supported by the evidence available. 

An alternative working hypothesis of 
the vascular relations would emphasize 
that the openings of capillaries from the 
uterine arteries are so infrequent that 
only a trickle of blood comes from them. 
The intesvillous fluid is drained away by 
uterine veins, especially abundant at the 
placental margin. Such drainage is facil- 
itated by rhythmic uterine contractions, 
while the fluid is also agitated by volume 
changes in the chorionic villi reacting 
to fluctuations in the fetal pulse. 

Much Remains to Be Studied 

Much remains to be done: The contents 
of the intervillous space must be studied 
directly and this can be done upon human 
material supplemented by observations 
upon Old World monkeys and anthropoid 
apes; such studies must be pursued by 
chemical, physiological, and histological 
methods. The rhythmicity of uterine 
contractions should be investigated with 


respect to its possible role in propelling 
the intervillous fluid. dentification of 
lymphatics in the endometrium, and es- 
pecially in the decidua basalis, should be 
established and their relations to resorp- 
tion, oedema, and the spread of ma- 
lignant growths clarified. The relations 
of every vessel of the maternal placenta 
must be known for a series of unaltered 
placentae of all ages. 

The relation of physiology to fetal and 
maternal problems can best be indicated 
by noting some of the striking gaps in 
eur present information. For example, 
the sterility problem is more important 
than that of contraception, and a large 
proportion of cases will yield when once 
the physiology of human reproduction 
is better understood. Knowledge of the 
Physiology of menstruation is notably de- 
ficient in spite of the attention given 
the subject and its importance both in 
the cure of sterility and in the allevia- 
tien of the complications of menstrua- 
tion. Many features in the biology of 
egg and sperm await elucidation. In- 
cluded among these ‘re the forces oper- 
ating to cause the discharge of the fol- 
licte at the right time, the picking up of 
the ovum, its propulsion down the uter- 
ine tube_as well as the transport of the 
sperm upward. Pregnancy changes in 
the genital tract are but partially un- 
derstood; major problems include the 
growth and multiplication of muscle cells 
and connective tissue, the role of the sev- 
eral parts of the tract in parturition, and 
the physiology and pharmacology of the 
Smooth musculature. More specifically, 
the exact arrangement of muscle bundles, 
the possible presence of conducting bun- 
dles (like the atrio-ventricular bundle of 
the heart), the analysis of the various 
parts of the uterus, the innervation of 
the uterus, its behavior during preg- 
nancy with special reference to version 
of the fetus, and, finally, the action of 
the parturient uterus—which no one has 
yet fully observed in the human—all these 
are fertile fields for investigation. The 
hormonal control of pregnancy changes 
in the uterus and mammary glands is a 
topic already actively pursued and in 
which startling new relations are rapidly 
coming to light, yet there is much still 
to be done, especially as regards the in- 
terrelationships. Pregnancy alterations 
in the pelvic ligaments seem probable in 
the light of recent work. Although 
changes in the vagina and cervix in prep- 
aration for birth are fairly well eluci- 
dated histologically, the hormonal causes 
back of them are little known. Other 
hormonal problems deal with the relations 
of the organs of internal secretion to me- 
tabolism. The details of the Zondek-As- 
cheim and Friedman tests need working 
out. The question of the permeability 
of the placenta should be pushed fur- 
ther to discover to what extent its ac- 
tivities are controlled by physical and to 
what degree by “vital” forces. The pas- 
sage of hormones, including the possi- 
bility of an embryo-hormone, and the 
passage of toxins and antitoxins enter 
into consideration here. The determina- 
tion of the span of pregnancy and the 
cause of birth are practically unknown 
from the physiological side. 

The relation of the endocrines to ma- 
ternal and fetal problems centers largely 
around the female sex hormones and it 
is in this field that the greatest investi- 
gative activity is occurring. However, 


evidence has accumulated so rapidly that 
much conflicting opinion as to interpre- 
tation exists. Additional experimenta- 
tion and critical analyses of work al- 
ready completed are urgently needed to 
clarify the general situation. : 

The influence of the follicular hormone 
in causing a periodic development of the 
uterus and vagina of mammals has been 
extended both chemically and physiologi- 
cally. Important is the finding of enor- 
mous quantities of this hormone in the 
urine of pregnant women. The evidence 
that the active substance of urine is iden- 
tical with that in the follicular fluid is 
mainly physiological. Two pure, crystal- 
line compounds possessing estrogenic 
properties have been isolated from urine 
and it is important next to isolate the 
active principle from the liquor folliculi 
te determine which of the two it may 
be. For what purpose large amounts of 
the follicular hormone are produced, to 
appear in the blood and urine during 
pregnancy, is a pertinent subject of in- 
quiry. Other questions to be asked are 
the following: What are the functions 
of theelin and triol in pregnancy? De 
appreciable variations in the quantities 
of these substances excreted by different 
patients occur? Can such variations be 
correlated with the clinical condition of 
the patient? Can the hormone excretion 
be correlated with mammary gland de- 
velopment and subsequent milk produc- 
tion? Does administration of these hor- 
mones produce changes in the other 
glands of internal secretion—such as the 
hypophysis or thyroid? 

Additional Questions 

The corpus luteum is known to elaborate 
an internal secretion which produces a 
progestational development of the uterus 
after the follicular hormone has played 
its part. The corpus luteum is also nec- 
essary to nidation and early development. 
In the guinea pig it assists the birth proc- 
esses by relaxing the public ligaments, 
Questions to be answered arise: Is the 
tendency to premature births due to an 
improper functioning of the corpus lu- 
teum? How long must the internal secre- 
tion be supplied for a normal peried of 
gestation? Does the supposed antago- 
nism between the internal secretion of 
the follicle and corpus luteum actually 
exist? Chemically, what is the nature 
of the internal secretion of the corpus 
luteum? Is it concerned with milk pro- 
duction? Is there interrelationship be- 
tween the corpus luteum and hypophysis? 

Placental extracts of three types and 
with distinct properties have been recog- 
nized. They are: (1) the follicular hor- 
mone; (2) a fraction named emmenin; (3) 
a fraction possessing many of the proper- 
ties of the so-called luteinizing factor of 
the anterior hypophyseal lobe. Some of the 
problems srising around these hormones 
are similar to those of the ovarian hor- 
mones. In addition there are others: Are 
they formed by the placenta or merely 
stored there? In the latter instance are 
they withdrawn from the blood for pro- 
tective reasons or for positive action? 
Does the placenta produce substances con- 
cerned either with mammary development 
and lactation or with the suppression of 
ovulation? Are the follicular hormones 
obtainable from both ovary and placenta 
identical? 

The anterior lobe of the hypophysis 
has been connected with a variety of 
functions. There is the relation to the 
attainment of maturity, both in body and 
sex glands. The luteinization of the ova- 
rian follicles, the induction of prema- 
ture ovulation are other features, both 
of which may also be produced through 
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the urine of pregnant women. It is also 
assigned a role in the systems producing 
uterine bleeding and mammary secretion. 
Perhaps too many functions have been 
ascribed to the hypophysis; at least all 
the alleged activities should be examined 
more critically. 

It is unfortunate that the relations be- 
tween man and microbes must place ac- 
cent on the activities of malignant forms 
to the exclusion of much that is inter- 
esting and important concerning the ex- 
cellent qualities of the good germs. The 
three principal paths through which con- 
tagious disease may b2 acquired are: The 
- respiratory tract (including the eyes and 
lacrimal duct), the gastro-intestinal tract, 
. and the urogenital tract. The latter does 
not concern a discussion limited to in- 
fancy and early childhood. 


Respiratory Infections Will Be Reduced 
Strikingly 

The principal microbic diseases of, young 
children acquired through the respiratory 
tract are the exanthemata and the acute 
lung infections, including various types of 
sore throat. It is important to realize that 
less success has attended the struggle 
against respiratory diseases than those 
that affect the intestinal tract. Anti- 
serums, antotoxins, and vaccines have not 
been very effective except in some in- 
stances. Nevertheless, the shock of scarlet 
fever and epidemic meningitis has been 
materially lessened through their use, and 
smallpox and diphtheria might be prac- 
tically eliminated if mankind were suffi- 
ciently disposed to bring this to pass. One 
can predict that within reasonable time 
the respiratory infections will be reduced 
strikingly. The urgent need for the study 
of microbic respiratory infections should 
be reemphasized. More loss of working 
time, more impaired efficiency, more suf- 
fering and more deaths are caused by 
infections of the respiratory tract than 
the totality of ill effects from all other 
sources combined. This conquest is the 
great problem confronting medical science 
today. 

Unlike the respiratory tract which is 
normally a germ-free system, the gastro- 
intestinal tract is from the first hours of 
life a bacterial breeding ground. This is 
evidenced from the fact that half the 
weight of the feces are bacteria and that 
this mass of 30,000,000,000,000 represents 
the normal daily growth within the intes- 
tinal tract. Shortly after birth three prin- 
cipal kinds of intestinal bacteria establish 
themselves. They are B. bifidus; B. aci- 
dophilus, and Mic. ovalis. All agree in 
not producing putrefactive products; ail 
ferment sugars, including lactose from 
which lactic acid is derived. Lactic acid 
is Nature’s preservative, and in the ali- 
mentary tract of the nursing it restrains 
the growth of putrefactive, or if disease- 
producing bacteria, and adds much to the 
defense of the immature ‘and vulnerable 
alimentary canal. Also, most pathogenic 
bacteria, in*the presence of sugar they 
can utilize, produce, not poisons, but lactic 
acid. Breast milk is admirably adapted 
for maintaining this supply of lactose. 

For the future, much remains: The 
missing links in the biology of infection— 
the totality of events which transpire be- 
tween the time the microbes leave their 
ailing host and reappear to infect new 
victims—must be sought for to make pre- 
vention perfect. New methods and pro- 
cedures in the specific therapy of bac- 
terial infections, especially in the group 
of the respiratory and meningeal infec- 
tions are urgently needed. Finally, the 
dissemination of reliable information and 
practice for the care of the mother, pros- 
pective and actual, and for the preserva- 
tion of the offspring, is a national chal- 
lenge. 

Postmortem Studies 

An investigation has been made on the 
postmortem findings in stillborn infants. 
Fetal death due to maternal disease ac- 
counted for 11 per cent of the total. 
Deaths of placental or funicular origin 
totaled 10 per cent, while malforma- 
tions incompatible with independent life 
equalled 11 per cent, of which anencephaly 
accounted for most. Birth trauma was 
the most frequent single cause of death 
in this series (30 per cent); it is probable 
that mortality from this source could be 
reduced with better obstetric care. 

In 15 per cent of all cases prematurity 
was considered the cause of death in the 
absence of any other explanation, but this 
is not satisfactory except for those speci- 
mens born before the eighth month. The 
cause of prematurity itself is the greatest 
gap in our knowledge of stillbirth and the 
prevention of premature labor would re- 
duce the number of stillbirths by at least 
20 per cent. In approximately 40 per 
cent of all stillbirths examined the cause 
of death was undetermined. 

A similar postmortem study of 500 in- 
fants and children under 11 years affords 
some basis for determining the more im- 
portant factors concerned in the death 
of young children. This is important be- 
cause before preventive measures are in- 
stituted we should know what our most 
important problems are. It can be shown 
that the mortality is highest during the 
first day of life, and that it decreases 
steadily thereafter. During the first week 
nearly all the deaths are due to prema- 
turity, birth trauma, and congenital mal- 
formations. After the first month in- 
fectious diseases and infections are chiefly 
responsible. 

The mortality from congenital malfor- 
mations cannot be ~educed appreciably 
since we have no knowledge of their eti- 
ology, and the great majority are incon- 
sistent with prolonged life. 

Premature birth is a problem of great 
importance. Many premature infants can 
be saved if great care and skill are exer- 
cised. Education of physicians and nurses 
in the care of the premature infant should 
be undertaken. However, the fundamental 
problem is the cause of premature labor, 
which, for the most part, still remains 
obscure. 

The deaths from birth trauma occur 
chiefly during the first week. The pre- 
mature infant is more liable to sustain 
trauma than the full-term offspring, and 





the problem is, therefore, partly that” f 
prematurity. Possibly some lives in this 
group could be saved by closer study of 
the problem. 

The acute infectious diseases take their 
toll chiefly after the age of six months. 
Very young infants apparently have some 
passive immunity from the mother, and 
are ually less exposed to contact infec- 
tion. A verv high mortality results from 
nonspecific infections of the upper res- 
piratory tract—common colds, pharyngitis 
Cncluding tonsilitis), bronchitis, and bron- 
cho-pneumonia. Research in the preven- 
tion and better management of this group 
of infectiops is sorely needed ard should 
be encouraged in every ¥ ay. 

The practice of modern obstetrics would 
be utterly impossible without the use of 
certain drugs, such an anaesthetics, anal- 
gesics, oxytocics, antisyphilitics, and anti- 
septics. The proper use of these drugs 
must rest on a thorough investigation of 
their pharmocological action. The results 
obtained by experiments on animals must 
be confirmed by accurately controlled re- 
search in the clinic. There are still great 
gaps in the fundamental pharmocological 
knowledge, and particularly in the action 
of drugs with respect to their action on 
obstetrical cases. 

The requirements for ideal anaesthesia 
and analgesia in obstetrics are ef acting. 
Pain should be relieved, without fat the 
same time causing asphyxia and undue 
depression of uterine contraction. Fur- 
ther research is needed in this field with 
respect to the selection of the most suit- 
able drugs, proper dosage, and admin- 
istration. 

Accurate information is available on the 
oxytocic action of pituitary extract and 
ergot. Recent work has furnished satis- 
factory methods for the bioassay of these 
drugs, and it is now urgently needed to 
determine clinical dosage, so as to secure 
the desired therapeutic effect without the 
production of untoward reactions. 


With regard to the care of the use of 
organic arsenicals, bismuth, and mercury 
preparations for the treatment of syph- 
ilitic mothers, the available chemothera- 
peutic knowledge is adequate for practical 
purposes. Further work dealing with the 
penetration of those remedies into the 
tissues of the fetus in effective parasiti- 
cidal concentration is called for. 


The usefulness of silver nitrate in the 
prevention of opthalmia neonatorum is 
well established. Efforts to replace less 
irritating preparations for silver nitrate 
may be worth while. The indiscriminate 
use of antiseptic douches is dangerous. 
Serious systemic poisoning may follow as 
a result of absorption of the antiseptic 
from the genito-urinary tract. Further 
attempt should be made at the discovery 
of chemotherapeutic agents for gonococ- 
cus infections. Work of this nature is 
exceedingly difficult and requires good lab- 
oratory facilities, and well-trained spe- 
cialists. 

The present methods of resuscitation of 
the new-born infant are crude. The use 
of carbon dioxide-oxygen mixtures should 
be given a thorough trial. 

‘Radiation therapy should rest upon 
recognized principles of the basic sciences 
A consideration of the nature of photo- 
chemical change leads to the view that 
the effective radiant energy is absorbed 
into the atoms of which the tissue is com- 
posed—a superassimilation. The initial 
effect is chemical activation. The result- 
ing chemical change is the beginning of 
an ever-expanding stream of chemical 
and physiological events. We do not ob- 
serve the initial change—we observe only 
some more or less conspicuous physiological 
or morphological change which follows the 
exposure after a latent period. This 
obscures quantitative relations between ex- 
posure and effect. Nevertheless, it is pos- 
sible and necessary to formulate basic 
principles of dosage—if for no other rea- 
son than to discover how empiric pro- 
cedure differs from the theoretical. 


Nutritive Requirements of Mothers 

Since reproduction and lactation de- 
mand from the mother considerable sacri- 
fice not only of activity but also of body 
substance it is essential to know what are 
the necessary nutritive requirements both 
for ordinary maintenance and for the in- 
creased demands during pregnancy and 
lactation. 


From the standpoint of energy require- 
ments of the adult woman there are re- 
quired something between 1,500 and 3,000 
calories daily. In pregnancy the total 
energy production increases slightly. Such 
increases apparently represent the heat 
production of the newly formed tissue of 
the fetus and mother, the rate per unit 
mass of tissue not being materially 
changed. During lactation the caloric in- 
take should be adequate for the ordinary 
maintenance requirements of the woman 
plus the energy loss in breast milk. The 
average mother will require about one- 
third to one-fifth more calories than she 
normally requires, while the woman who 
is producing large quantities of milk may 
require an excess number of calories 
nearly equal to her nonlactating demands. 
Caloric overfeeding does not stimulate milk 
production in the mother unless the 
woman has been previously undernour- 
ished; caloric underfeeding seems to 
diminish the quantity-output of milk. 

The protein requirement of woman is 
known to be greater during the reproduc- 
tive cycle than during the rest of adult 
life, but it is difficult to make a precise 
determination of the protein requirements 
for any stage in the life cycle. The re- 
quirements for human reproduction can 
only be stated tentatively and within wide 
limits; for pregnancy 25-50 grams in ad- 
dition to the maintenance allowance of 
40-60 grams, and for lactation an addi- 
tional 50-100 grams depending upon the 
quantity of milk produced. 

Growth, pregnancy, and lactation in- 
tensify the physiologic demands _ for 
minerals. From the practical dietary 
standpoint the problem is a most im- 
portant one, especially in the United 
States, since it has been demonstrated 
that the American dietaries are inadequate 


“jn'calcium and in certain localities iodine 


deficiencies are very common. Although 
no exact determination of the mineral re- 
quirement throughout all stages of the 
human reproductive cycle has been made, 
it is estimated that from 1-1.5 grams of 
calcium, 1.5 grams or more of phosphorus, 
18 mg. of iron, .014 mg. or more of iodine 
daily are required for the average woman 
during the reproductive period. 

Animal experimentation has demon- 
strated that diets adequate in vitamin 
content for maintenance and growth fail 
to support normal repreduction and lacta- 
tion. These diets may be made satis- 
factory by increasing the vitamin content, 
particularly of vitamins A, B. and C, in- 
Gicating that the need for these essentials 
is increased during repreduction even 
more than during the postnatal growth 
period. A quantitative statement of the 
vitamin requirements during pregnancy 
and lactation is at present impossible. 

Little specific investigation has been 
carried out regarding the effect of ma- 
ternal diet upon pregnancy and the fetus. 
Statistical and experimental studies upon 
maternal diet and its effect upon the size 
and weight of the newborn indicate that 
actual starvation and severe inanition do 
play a role in reducing the size and weight 
of the >ffspring. the production of fetal 
death, and the premature termination of 
pregnancy. In moderate degrees of inani- 
tion and in simple control of maternal 
diet the fetus suffers no harm and is not 
limited as to size, weight, or maturity. 

Investigations upon calcium deficiency 
show that this mineral is necessary for 
the proper development of the fetus and 
the maintenance of maternal weight dur- 
ing the pregnant state. 

Rickets 

Diet can be shown to bear a direct rela- 
tion to the development of the bony pelvis 
of the adult woman. From maternity 
hospital records it appears that the inci- 
dence of deformed or contracted pelvis, 
although varying greatly with geographical 
location, climate, race, etc. show a mean 
of about 15 per cent, with about one-fourth 
of these resulting in difficult labor. Raci- 
ally, Negro women have an incidence some 
four times as high as white mothers. An 
etiological classification of pelvic deformi- 
ties is desirable from the standpoint of 
prevention, but this is difficult because of 
lack of knowledge as to the exact causes. 
Hereditary and germinal defects account 
for some. Adjacent developmental dis- 
turbances and overburdening the normal 
pelvis during childhood can probably ac- 
count for others. Rickets is agreed upon 
as a most important factor. 

As in skeletal deformities of early rickets 
in general, there appears to be some cor- 
rection in the pelvic deformities of early 
rickets, but these deformities doubtless 
largely persist into adult life. From several 
lines of evidence one may conclude that 
the probability is high that a large pro- 
portion of the adult female pelvic skeletal 
Geformities may be safely ascribed to the 
persistent effect of earlier rickets. 

Etiologically, rickets seems clearly to be 
a metabolic disturbance of complex nature, 
involving the process of calcification in 
general and of ossification in particular. 
This process requires several factors of 
which the most important are: (1) sun- 
shine; (2) an internal secretion of the 
parathyroid glands that regulates the 
process in some unknown way; (3) the 
presence of calcium and phosphorus in 
proper form, amount and proportions; and 
(4) an antirhachitic factor (Vitamin D). 

The desirability of eliminating human 
rickets is apparent. It would greatly re- 
duce the number of cripp!tes and, inciden- 
tally, the pelvic deformities constituting 
the hazards of childbirth. It would also 
avoid much ill-health and many deaths 
Gue to the infegtions to which rachitic 
patients are markedly predisposed. Rickets 
appears to be a disorder readily prevent- 
able through hygienic measures. The ap- 
parent danger of dietary shortage of 
vitamin D in natural foods is obviated-by 
exposure of the skin to sunlight and by 
the artificial irradiation of many foods. 
These measures have been shown to be 
practicable and efficient for the preven- 
tion and cure of rickets. 

The future outlook is therefore hope- 
ful for the marked reduction of pelvic 
skeletal deformities, and for the elimina- 
tion of the associated dangers of child- 
birth, through preventive hygienic meas- 
ures during infancy and childhood. 


Reports on Problems of Lactation 

A series of reports is included dealing 
with the problems of lactation. Since the 
topic has also been the concern of a 
special subcommittee of the Conference, 
extensive reference even to the principal 
findings will not be reviewed at this time. 
Among the topics treated are: (1) The 
dietary properties that make even the 
poorest quality of breast milk superior 
to artificial feeding; (2) the influence of 
diet on the quality of secretion of human 
milk; (3) the role of the psychic state in 
lactation; (4) the factors involved in a 
deficient maternal milk supply. 

More problems present themselves with 
regard to nutrition than can possibly be 
enumerated here. One can merely point 
out that an earnest desire has been created 
in modern parents for sound information 
and advice on all problems of parent- 
hood. Although it is genosrally recognized 
that an adequate nutritional program is 
of utmost importance during pregnancy 
and lactation for the good of both mother 
and child, only a fair start has yet been 
made toward supplying the kind of de- 
tailed information that would be of great- 
est use. (Applause.) 

I will first call on Dr. Paul Popenoe, Di- 
rector, Institute of Famiiy Relations, Los 
Angeles, who-furnished the report under 
the title, “Eugenics in Relation to Ob- 
stetric Problems.” (Applause.) 

DR. POPENOE: While we are all agreed 
beyond any question en the importance of 
every measure that will make for the im- 
mediate reduction of infant mortality and 
the protection of child health, it is the 
duty of the eugenist in going beyond this 
to take a longtime view of the problem 
and to consider the relation of the various 
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Gieasiires that may be proposed to the 
_Syolution of mankind. That means to go 
back into the past sometimes and to go 
still farther,into the future, without in 
any way altering the measures that may 
be required at the immediate present. 

It is a problem that arises throughout 
civilization, the question of whether our 
measures that are needed for immediate 
purposes may not also be supplemented by 
other measures that may protect them 
from undesired effects and make our de- 
sired gains permanent. 

It does not require any profound ob- 
servation to discover that all babies are 
different from each other and a baby is 
more likely to resemble his own mother 
than some other baby’s mother. It is per- 
fectly evident, I think, that the makeup 
of the next generation would depend 
largely upon the kind of mothers who 
were having babies in this gencration, and 
the proportion of those babies of various 
characteristics that live to grow up and 
reproduce. 


From this point of view, if we examine 
the quality of the babies who are con- 
cerned in the problem before us, that of 
infant and child mortality, and if we 
further examine the quality of their 
mothers, taking the word quality to mean 
anything you want to examine in this 
connection, we should find, I think, that 
they don’t necessarily represent a random 
sample of the population. 


It has been pointed out that a good 
many babies who die, particularly in the 
first few days of life, die from what might 
be called constitutional causes. We should 
further find that the mothers and fathers 
and ancestors of these babies farther back 
were not just the same in quality as the 
rest of the population. They probably also 
had constitutional differences. 


We have here the whole problem of 
existence of constitutional diierences and 
the perpetuation or loss of them in vary- 
ing proportions. That means, of course, 
that if we are perpetuating a large num- 
ber of naturally short-lived and defective 
constitutional strains, we shall have that 
much more of the same sort of stock in 
the population during the next few gen- 
erations. 

If we approach this problem from the 
other side, to find out the rate of infant 
mortality in various parts of the popula- 
tion, we should arrive at the same point 
in the end. If we took, for example, all 
the very long-lived people in Washington 
and ascertained the infant mortality rate 
for the group, we should find it very much 
smaller than the average. If we took 
the short-lived people of the city and as- 
certained their infant mortality rate, we 
should find it very much greater. That 
is a matter of common logic and is borne 
out by studies made. 


Results of Saving Infant Lives 


The result might therefore be that in 
the Jong run an increase of the reproduc- 
tion of the short-lived part of the popula- 
tion and the decrease of the reproduction 
of the long-iived part of the population 
would leave us with a race that was much 
less fit to survive to maturity than the 
one we have had in the past, and if time 
permitted, I think some evidence satis- 
factory to the audience could be brought 
forward on that point. 

To make a long story short, then, the 
indications are that the results of the 
movement to save every possible infant 
life, a movement which every one of us 
of course supports fully, because it is an 
absolutely necessary part of civilization, in 
the Jong run would be a situstion where 
babies have a better expectation of life 
than they used to have, and grown-up 
people haven't as good an expectation 
of life as they used to have. The sitta- 
tion has already been reached in our pop- 
ulation in the year 1931. 

The child at birth has 2 much better 
chance of growing up than h> had a gene- 
ration or two ago. The mn of 45 or 50 
and likewise the woman of 43 or 50 will 
not, on the average, live as long as he 
would have lived a few genocrations ago. 
In other words, child life is growing long- 
er; a perfectly natural result from causes 
that are at work. 

It is the function of the eugenic point 
of view to analyze the reason; for this and 
to see how it can be offset without any loss 
in the immediately valuable humanitarian 
measures we are agreed to adopt. One 
of the things to do is to educate the pop- 
ulation for family life as care‘ully as we 
have educated them for some other and 
perhaps rather useless thines in the past. 
The type of education we have given up 
to the present, judged by the various 
studies, is of very little valu> in the long 
run for the reduction of infant mortality 
and the perpetuation of satisfactory family 
groups. 


Offsetting Trends in Civilization 


Let us take just ome study that bears 
on this point. They found that the 
parents who brought up the largest por- 
tion of their babies were those who had 
not gone beyond the eighth grade in the 
schoois. Parents who had gotten to high 
school were less efficient. Parents with a 
college degree lost more babics. Parents 
who had taken a Ph.D. lost twice as many 
children. I don’t know any better com- 
ment on the present state of our edu- 
cational system than that very ample 
study. It isn’t at all surprising that it 
hasn't received as much publicity as its 
importance in the eyes of the eugenist 
would justify. 

To offset the inevitable trend of civiliza- 
tion toward a reduction of the constitu- 
tional fitness of the populat.on, there is 
available an extensive eugenic program, 
far too great to be entered into here, but 
one that is known to most of you in gen- 
eral outline. Of course, the bioad aspects 
of it are two-fold. Om the one hand, the 
discouragement of parenthood in mani- 
festly defective and undesirable stocks of 
the population. There is a general agree- 
ment at present that this should be done. 

On the other hand, there 1s pcrhaps the 
more important and less frecucntly em- 
phasized need of encouraging the repro- 
duction and survival of chi'‘icn in the 
half of the population that by any rough 
classification would be considered above 
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the average in physical and intellectual 


fitness. Thst involves a great many prob-. : 


lems, ‘one of which, perhaps more impor- 
tant than any other, is the one to which 
I have alluded—the education of young 
people for family life. Unless this is made 
a part of the goal of education from the 
kindergarten period right on through to 
the end of the letter, and unless it is 
given a pretty extensive treatment, not 
later than the junior high school pe- 
riod, after which a good many of the stu- 
dents shall be Jost, we shall not make 
the progress we have a right to expect in 
this direction. Granted that the neces- 
sary changes of education are made so 
that young people are prepared educa- 
tionally to marry and to bring up families 
intelligently, there are still a number of 
things society can do and should do to 
help them. One of these is to protect the 
marriage relationship by some restrictions 
as to the age of marriage, discouraging 
such conditions as exist in a number of 
States where the legal’ age is 12 for girls 
and 14 for boys. 

Another thing is to make more wide- 
spread provisions for physical education 
before marriage, or to give necessary in- 
formation as to their own condition to 
those not qualified to be parents. Still 
another is to protect the marriage rela- 
tionship which involves parenthood from 
hasty and impulsive and misguided en- 
trance by the existence of the banns laws 
which 10 or 12 States now have, provid- 
ing for three or four days. The results 
of a very mild law like this are quite 
surprising. . California is one State that 
has such a measure. In each year, in Los 
Angeles County alone more than 3,000 go 
up the courthouse steps to get licenses and 
do not go back in the three days. 


Encouraging Desirable Parents 

Beyond this, society owes it te the part 
of the population which desires to bring 
up children of superior quality, and is 
abie to do so, to take off some of the 
excessive burdens that now weigh dewn 
this group and perhaps also give some 
direct aid to parenthood. That is a prin- 
ciple which has been widely accepted in 
Europe, where more than 10,000,000 peo- 
ple are now living under a system of fam- 
ily wage, wnere a man’s pay is measured 
by the number of children he has te sup- 
port. 

Without going into detail on this, let 
me simply emphasize that there are a 
good many measures which can he ap- 
plied to encourage in a reasonabte way 
desirable parenthood and at least take off 
handicaps that now exist. There are 
many others that can be applied te dis- 
courage undesirable parentheed without 
doing anything but aiding people who 
are not qualified to be good parents. 
Along these lines, as supplement te the 
necessary work of reduction of infant mer- 
tality, the ratio values can be not only 
conserved, but can be raised te a higher 
level in each generation, so that the gains 
we are now making and which we expect 
te continue to make in the preservation 
of human life will be permanent and will 
lead to a continued progressive evokitien. 
of the-race, instead of piling up trouble 
for future generations. (Applause:) 

CHAIRMAN AREY: One of the most 
stimulating — almost revolutionary, and 
Possibly seomingly heretical—contributions 
te our group of papers was furnished by 
Prof. Georze W. Bartelmez, of ‘the Uni- 
versity of Chicago, who contributed the 
Paper to which I referred on the new cen- 
ception of the structure of the placenta 
and the circulation which proceeds 
through it. Dr. Bartelmez will new am- 
plify that very general statement which 
I gave. (Applause.) 

DR. BARTELMEZ: We can assume, I 
think, that the relations between mother 
and child belore birth are fundamentally 
important for the child. They are main- 
tained for the most part, as Dr. Arey 
has ‘said. by the placenta, but we must 
bear in mind that other parts of the fetal 
membranes are concerned and consider- 
able work has yet to be done to eluci- 
date the part played by the other feta) 
membrancs and the portion of the uterine 
wall which jis not taken up by the pla- 
centa, which of course consists of a fetal 
portion and the maternal portion, the 
latter being greatly neglected in favor 
of the former in all of our anatomical and 
physiological’ studies. 


History of Theory 


The present conception of the structure 
begins with William Hunter, in the middle 
of the eishteenth century. He disproved 
the ancient doctrine that the blood of 
the mother circulates through the baby, 
and also proved apparently that the fetal 
element: of the placenta, the villi, are 
bathed by a flowing stream of maternal 
blood. That means, of course, that all the 
constituents in the circulating maternal 
blood are available for the fetus, and may 
be taken up by the-villi, may be. modified 
of course, but still all of them are avail- 
able. 

How important this is, in guiding in- 
vestigations can be judged from the fact 
that in 1891 Ahlfeld described the meth- 
ods for obtaining the ~naterial between 
the villi and the fetal placenta and study- 
ing it. The current dogma was great 
enough te completely wipe out all mem- 
ory of that contribution, and Ahlfeld 
never said another word about it. Yet I 
feel we should have made much more 
progress in our understanding of the rela- 
tions between mother and child before 
birth, had that line of investigation been 
followed cui 


Since Hunter’s time the assumption has 
been thet maternal blood circulates 
through the placenta and it was merely 
necessary to add contributory evidence. 
One or two have raised doubts, but they 
have invariably been snowed under. 

It took 50 years before it was shown 
that the maternal] vessels in the placenta 
were readily ruptured, and that much evi- 
dence in favor of this circulation theory 
was relatively valueless. Then about the 
80s of the last century a number of 
studies were made which seemed to show 
very clearly that branches of blood ves- 


sels from the maternal arteries opened 
directly into the space between the villi, 
and this work was done on monkeys and 
on women who had died during preg- 
nancy. 

Since that time only two men that I 
know of have suggested the faintest doubt 
but that maternal blood circulates 
through the villi, although there are two 
obvious fallacies in that evidence. The 
first one is that as soon as the fetal pulse 
ceases, a negative pressure is created 
within the fetal portion of the placenta 
and it is accordingly possible that ma- 
ternal blood or injection fluid may pass 
from the maternal arteries through the 
capillary bed of the uterine wall into the 
veins and from the veins directly into the 
villous spaces, because every one is agreed 
that there are wide-open communications 
between the great Jabyrinthine spaces of 
the placenta and the veins of the uterus. 

This indirect route has not been consid- 
ered at all, because of the finding of the 
direct branches of the arteries opening 
into the intravillous space. 


An Important Fallacy 

The fallacy is this: We do not know 
how many such openings there are. Many 
investigators have been worried by the 
fact thut they have found so few, but ex- 
plained it away in various ways. One of 
the investigators in 1889 studied thor- 
oughly three-quarters of a placenta in 
place in the uterus. Although he was 
firmly convinced of this matter of circu- 
lation, he found only two communications. 
If we accept those, we can say there is a 
certain amount of maternal blood which 
as Dr. Arey says trickles into the inter- 
villous space. There is no evidence that 
this exceedingly complicated and exten- 
Sive space has maternal blood flowing 
freely through it. 

In recent years a good many students 
of the placenta have begun to worry about 
the circulation through the intervillous 
space and how it may be maintained. 
Since 1872 we have had some evidence 
which does not fit into this theory of cir- 
culation. Cases have been found in which, 
when the placenta was opened after the 
removal of the uterus on the death of the 
mother, little or no blood was found be- 
tween the villi. It has been said, of 
course, that it is readily drained off, but 
no one has explained how it can be that 
all of the blood corpuscles should be re- 
moved or even many of them should be 
removed by simple drainage from the 
veins from so exceedingly complex a space, 
especially in cases where a negative pres- 
sure has been created and the opportuni- 
ties are rather for the aspiration of blood 
into it than for the exclusion of -blood. 

My own attitude on the question was 
determined by an observation I made in 
1917 on a uterus which had just been re- 
moved, during the fifth month of preg- 
mancy, because of tumors. An incision 
made into the region of the placenta 
opened it up, strangely enough, without 
cutting any large maternal vessels. There 
was practically no bleeding until I 
reached the intervillous space. Then the 
villi in the space gushed out, and with 
them a clear yellow fluid, by no means 
blood. A number of studies on placenta 
in place in the uterus have confirmed the 
idea that I obtained from that one speci- 
men that while there may be some blood 
in the intervillous space, it is never filled 
with blood under normal conditions. 

Some of the most striking evidence in 
favor of a bloodd-filled space has come 
from autopsy material in which the whole 
pelvic region was greatly congested, and 
one can easily see how blood may have 
been aspirated into the intervillous space 
after the deaih of the baby. Of course, 
this is just a matter for further investi- 
gation. It is supposed to have been set- 
tled for so many years, that recently prac- 
tically nothing has been done. We have 
to find out a great deal more about the 
anatomy of the placenta before we can 
go much further with the study of its 
physiology. 

I have suggested a modification of the 
previous suggestions regarding the mode 
of circulation. Previously the opponents 
of the circulation theory have said, “There 
is no blood in the placenta.” I think we 
must admit that some enters, but the bulk 
of the fluid seems to be of the nature 
of the nutrient tissue juices, which 
normally escape from the capillaries and 
supply the coils of the body. These pass 
from the maternal vessels at the base of 
the maternal placenta, are necessarily 
modified as compared with blood serum 
by that passave. They pass through the 
mixed maternal and fetal tissues into the 
intervillous space, again to be modified. 
That is to say, on that basis, the environ- 
ment of the fetal membranes is one farther 
removed from the mother than is usually 
assumed, the trickle of blood from the 
maternal arteries being perhaps largely 
for the supply of iron by means of red 
blood corpuscles. 

We are in a position at the present time 
to test these theories experimentally. So 
far, circulation of the placenta has not 
been studied, by experimental means, in 
any form comparable to the human 
species. The monkey can be used to make 
that study, and such an investigation is 
very definitely called for. ‘(Applause.) 

CHAIRMAN AREY: The contribution on 
“Bacteriology and Its Relation to Mater- 
nal and Infant Health and Life” was con- 
tributed by Professor Arthur I. Kendall, 
of Northwestern University. (Applause.) 


Bacteriology and Maternal and Child 
Welfare 

DR. KENDALL: Looking back over the 
contribution that bacteriology and immu- 
nology, the youngest of the medical sci- 
ences, made to maternal and child wel- 
fare, it seems quite clear that the gains 
expressed in terms of mortality and mor- 
bidity have been striking and on the 
whole very encouraging. They are not, 
however, 
possibilities. 

Analysis of these gains reveals the rather 
interesting fact that they have been for 
the most part in the field of diagnosis; 
compartively little has been done except 
in specific instances therapeutically and 


commensurate at all with the- 


PROT 


perhaps to a lesser degree in the field of 
prevention. So, the gains are suggestive 
so far as the relations of bacteriology to 
other fields are concerned and prespective 
so far as their fulfillment is concerned. 

There are some rather strange facts 
that have developed. For example, in the 
group of the contagious and inherent dis- 
eases, typhoid, cholera, dysentery, it has 
been found that where environmental con- 
trol has reduced the incidence and the 
mortality from one or another of these 
diseases, there has been an unexplainable 
thing about very real gain in other re- 
lated diseases. 

To take a concrete instance: The City 
of Lawrence, Mass., was, so far as I recall, 
one of the first to install water filters. 
This, of course, was to protect the com- 
munity from typhoid fever. When the 
filter was operative, it was found over a 
period of years that not only was the 
reduction in the incidence of typhoid very 
marked, but there was a saving of lives, 
perhaps one or more for each prospective 
typhoid victim, from death from other 
causes. 


The great problem seems to be the re- 
duction of deaths due to infections of the 
respiratory and associated tracts. In this 
group of diseases we have the great mor- 
talities. You are familiar, I am sure, with 
the count of the great black death in 
London and the periodic visitation of ’flu 
as another example of a respiratory dis- 
ease. In this group of infections trans- 
mission is very direct, or may be very di- 
rect, from the mouth of one person 
through, infected droplets to other per- 
sons who may be in close proximity. En- 
vironmental control is very difficult in 
such instances and it is in this group of 
diseases that the greatest mortality and 
the greatest morbidity exist at the pres- 
ent time. 


Respiratory Infections 


A few of the diseases that are or may 
be transmitted by droplets have been 
ameliorated by specific therapy; small- 
pox and diphtheria are two. Perhaps in 
epidemic meningitis and scarlet fever we 
also have remedial agents. But the fact 
remains that for the majority of infec- 
tions transmitted through the respiratory 
tract we are still in the dark about spe- 
cific measures. I suppose the common 
cold is responsible on the whole for 
greater loss of time in this country than 
any other ailment, and if you include in 
this group tonsilitis, bronchitis and these 
rather strange infections that we refer to 
as ’flu, we have a group, with the pneu- 
monias, that take a greater toll in death, 
sickness and loss of time than any others. 

Tuberculosis, of course, is a disease 
which is waning, probably due to the fact 
that early djagnosis and the educational 
propaganda from social agencies have 
taught people how to care for these pa- 
tients. 

If we are to summarize, however, all of 
the facts in bacteriology and to attempt 
to predict what will be the greatest 
achievement in the future, perhaps we 
can say that a comprehension of the bi- 
ology of disease, the natural history of 
infection, would be the keystone of all. 

It is a well-known fact that contagious 
diseases run more or less in cycles. An 
epidemic appears. The first cases are 
usually mild, perhaps not recognized at 
the start. They increase in number, in 
severity and the epidemic is on. The epi- 
demic reaches its maximum, it wanes and 
then we have another quiet period. Bacil- 
lus‘tarriers do not explain all of the facts 
of the transmission of disease which oc- 
curs in cycles, and I believe that a study 
of the natural history of disease would 
perhaps be, everything considered, the 
greatest advance that can be made in this 
particular subject. This will not only tell 
us about the mechanism of infection, but 
it will place in our hands the element of 
Predictability so that we may evade it, in- 
stead of measuring its passage by the 
wrecks strewn on the shore. (Applause.) 

CHAIRMAN AREY: Dr. Doisy, who 
contributed the section on endocrines, 
was not able to come to this session. Dr. 
Carl G. Hartman furnished a report on 
physiology and its problems. His inter- 
ests have been very broad, and have gone 
over into the field of endocrines. I would 
like to ask him to discuss physiology as it 
applies to our problems and, if he wishes, 
to extend over into endocrines. I may 
say he had no warning I was going to 
make that request. (Applause. 


Some Problems in Physiology 

DR. HARTMAN: I shall begin, I think, 
with a brief discussion of sterility and its 
problems and how a knowledge of the 
menstrual cycle as underlying physiology 
of the cycle will help to solve the problem 
of sterility. I think the sterility problem 
is much greater than the contraceptive 
problem, because there are thousands of 
homes that are childless where they are 
ardently and sincerely though vainly de- 
sired. These are the very homes that are 
calculated to raise the happiest children. 
For that reason I believe this study has a 
place in this conference. Not only for the 
care of sterility, but for the alleviation of 


suffering due to the anomalies of men- * 


Struation, particularly the menopausal 
troubles, the study of the underlying 
caus® and significance of menstruation is 
important. 

A woman is in the menopause often 
when her children are adolescent and 
need her attention, a clear mind and 
pleasant disposition more than ever. We 
are about where Aristotle was as far as 
the physiology of reproduction is con- 
cerned. We have some interesting leads, 
but to this day we can't put our finger 
om many factors that are likely to be 
significant in the new station of the prob- 
lem. 

We must follow the obstetricians, be- 
ginning with the physiology of the pre- 
conceptional stage, namely, the growth of 
the ovarian follicle and the factors under- 
lying that. We know pretty well what 
controls the maturation of the follicle, 
and as I go along, I will touch upon Dr. 
Doisy’s work on the endocrines. We have 
positive experimental evidence of that, be- 
cause we can produce maturation in a 
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young animal, a one-year-old monkey, 
for example. We can make it ovulate 
in a couple of weeks’ time and to all 
intents and purposes, bring the ovary and 
genital tract to the age of three or four 
years within a couple of weeks. But there 
is still a great deal of work to be done 
upon the physiology of the follicle and 
why it ruptures. 

Here is the tiny ovum that is thrown 
out into the body cavity, in the human, 
where it is picked up by the fimbriated 
funnel-shaped opening and carried down 
the oviduct. The facts underlying the 
relation of the fimbria to the Ovary, so 
this egg shall not be lost, and the trans- 
port of the ovum down the uterine tube, 
are still problems that are not settled. 
Likewise, the ascent of the sperms, 
spermatozoa, male sex cells, upward 
through the female genital tract are not 
only not settled, but the prevailing dogma, 
I am convinced, is absolutely wrong. The 
movement of the spermatozoa, which you 
can see under the microscope, has noth- 
ing to do with-the ascent of the sperm. 
We have demonstrated that conclusively 
in several animals and we shall next do 
it in the monkey. This, of course, is 
quite revolutionary, but certainly the 
activity of the female genital tract in 
this process, if we can get rid of the 
wrong ideas, will serve very much as a 
guide in the cause of sterility. 


We might visualize the size of this 
ovum. Suppose we take the 117,000,000 
eggs which it takes to make the next 
generation of boys and girls that we are 
interested in. At present in the ovaries 
of the prospective mothers, they would 
occupy, if you had them all together, a 
thimble. At the time of fertilization, if 
there had been the growth of about 1,000 
eggs, you could get them all into a wine 
glass. 


How long do the sperm and the egg live 
after their discharge? There is a great 
deal of folk lore in the prevailing gyneco- 
logical literature on that subject. I think 
it will be found they do not live over 
12 to 14 hours. Movement is no sign of 
fertilizing ability. The egg then reaches 
the uterus. There it lives for awhile in 
a free state, protected by the fluids, the 
uterine milk, and the physiology there 
requires considerable elucidation. 


The implantation of the human ovum 
is of the burrowing type. The egg bur- 
rows in and causes certain reactions which 
are under the influence of hormones; 
doubtless the corpus luteum is an impor- 
tant factor. It is certain that the corpus 
luteum is necessary. At any rate, it is 
a tink in the chain. 


Further Questions 


We are dumping certain functions on 
the anterior pituitary lobe, but at any 
rate, whether the anterior lobe acts 
directly or through the intermediary of 
the corpus luteum, it seems to be very 
important in the chain of influence which 
results in preparation of the uterus as a 
nesting place for the egg by decidual re- 
action, resulting in the swelling of the 
cells, whose function seems to be to keep 
the egg from burrowing too far into the 
uterus and thus causing damage. At any 
rate, the swelling of the connective tis- 
sue cells occurs and we consider it a very 
important part of the physiology of im- 
plantation. 

We have ascertained many facts con- 
cerning the placenta, the covering of the 
villi and its function as a semi-permeable 
membrane. We now know that this mem- 
brane is not a mere filter, letting sub- 
stances through. We have precisely the 
same problem with regard to this mem- 
brane as the physiologist faces in the 
membranes of the kidney tubules. It is 
not a mere filter, and there are certain 
vital forces which we do not understand. 
That is to say, we can sum up the mat- 
ter of the semipermeability of the villi 
by saying that crystalloids and small 
chemical compounds pass through readily, 
sugar, for example, but this does not in- 
clude amino-acids which are more con- 
centrated in the fetus than they are in 
- maternal blood. Fats do not pass at 
a 


We next come to the physiology of the 
fetus. We pass over the physiology of 
the circulation about which we know very 
little. So far, we know very little about 
the fetal physiology, because it is very 
difficult to study. You can study the 
anatomy of the dead fetus, but it is hard 
to discover the physiology on a dead 
fetus. 

The profoundest physiological changes 
occur in the maternal organism during 
pregnancy. The woman is transformed 
in every part of her being during preg- 
nancy. Processes are accelerated in every 
organ for the maintenance of life of her- 
self and the fetus. The demands made 
upon the organs are even greater than 
one might expect from the actual growth 
in size of the fetus. The changes are 
under hormone control, stimulated by the 
internal secretion of the placenta, pos- 
sibly by hormone coming from the em- 
bryo. We know very little about the 
permeability of the placenta for hor- 
mones, either from the embryo to the 
mother or vice versa. These changes in- 
volve such as are necessary for the main- 
tenance of pregnancy. 


Physiology of Ovaries During Pregnancy 

We know a great deal about the anat- 
omy of ovaries during pregnancy, less 
about the physiology because we are not 
sure of the physiology of the various parts 
of the ovary. The uterus undergoes pro- 
found changes, increases in size one hun- 
dred fold from the growth of various 
muscle cells. There is a change in con- 
nective tissues. All the organs —the 
liver, kidneys, alimentary canal, blood— 
are stimulated and here the demands 
often cause a breakdown of the organ, 
so the obstetrician is faced with the pa- 
thology of pregnancy. 

In writing this we shall merely touch 
upon the anatomical changes we can see, 
and less upon the physiological changes. 
I shall have to have the advice of the 
obstetrician in order to pick out the part 








that is important and the principles that 
have so far been learned that are useful 
to the obstetrician in the handling of cases. 
There is so little you can put your hand 
on that is settled in most of these things. 

We know a great deal about the metab- 
olism and the demands made upon the 
naternal organism by the fetus. It is far 
in excess of what is necessary for the em- 
bryo and may be in preparation for the 
very important function of lactation. 
Change in weight goes hand in hand with 
this increased metabolism. The changes 
the cervix and the vagina undergo are 
only beginning to be elucidated. We have 
a@ pretty good line on the anatomy, but 
not so much on the physiology that is be- 
hind these changes. Whether it is the 
corpus luteum, whether it is the anterior 
lobe of the hypophysis, whether it is the 
follicle or the colostrum, or as Dr. Doisy 
calls it, the thele, that is the cause of these 
changes, we do not know. 


Further Questions 


Whether these hormones come from the 
anterior lobe, whether they are made in 
the placenta as some think, whether in 
the ovary and stored in the placenta are 
problems that are being dealt with but are 
by no means settled. We can extract them 
from the various organs, but whether they 
are made there or not is problematical. 


I think we can say that in preparation 
for birth the pelvis relaxes. That is an- 
other problem that the obstetricians 
thought settled at one time when they 
accepted the relaxation theory. Anat- 
omists came along and said, “That is im- 
possible. It doesn’t occur.” Certainly the 
pelvic ligaments of the monkey do relax, 
the same as in the guinea pig, and it can 
be demonstrated very clearly. Work is 
coming out also on the human which 
shows that same relaxation. Probably 
that is due to the anterior lobe, because 
the ovary does not seem to be necessary 
in the last half of pregnancy, but we don’t 
know whether the relaxation takes place 
or not. That work hasn't gone far enough. 


The fetus is a welcome guest for a 
variable length of time. Twelve days 
after conception the babies are born as 
mere fetuses, in the opossum. In the 
shark and the elephant and the_whale, 
two years. In the monkey, six months, in 
the chimpanzee, nine months; in the hu- 
man, ten lunar months. Then suddenly 
this miracle of the ages happens. We afe 
no nearer the solution than at the time 
when the human race began wondering 
about it. Something suddenly happens 
and the fetus becomes a foreign body 
which must be ejected. Just why that is, 
we havn't any notion. 


Here is a posterior lobe which causes 
contraction of the uterus, but an animal, 
a rat for example, will go on through 
pregnancy and give birth at the proper 
time if you take the hypophysis out. So 
we don't have that lead any more to go 
on as to the cause of birth. 

As to the physiology of birth, here again 
We are more or less at sea. No one has 
yet seen a human uterus in action during 
parturition. You can’t experiment and 
in the Caesarean operation, particularly the 
low Caesarean, or any operation. the abdo- 
men isn't open sufficiently nor is it kept 
open sufficiently long. There is first the 
inhibition that comes from change of tem- 
perature and change of environment, so 
you don’t see any contraction for some 
time. But in the monkey we know how 
the wave of contraction passes over the 
uterus for the first time, a uterus that is 
almost a precise minature of the human 
uterus. That work is also, of course, in 
its infancy. 

Diagnosis of Pregnancy 

Certain changes partly physiological, 
partly anatomical, can be used for the 
diagnosis of pregnancy, but none of these 
are of great use in most critical cases 
where the surgeon wishes to know whether 
it is a pregnancy or whether it is not a 
pregnancy. If the woman herself doesn’t 
know, the doctor is not very likely to be 
able to tell her. That was true until 
recently. 

We now have a very interesting test 
depending upon the presence of the ante- 
rior lobe hormone. The presence of this 
hormone in the urine causing certain 
changes in the immature mouse is greatly 
heralded as a sure test for pregnancy. We 
now know that in certain cases of cancer 
this no longer holds and certain other 
conditions will give a positive reaction. 
It is still very useful. The test, causing 
ovulation of a rabbit, is better. But the 
relation of these two is now engaging the 
attention of a great many workers in 
quite a number of clinics in this and other 
countries. That test depends upon the 
presence in the urine of this hormone. 

One sentence of Dr. Doisy comes to my 
mind, and that is that the whole matter of 
the endocrines, particularly the endocrin- 
ology of pregnancy, is in a state of, shall 
I say, chaos; better say in the state of 
flux. That is to say, so many facts are 
coming out that seem to be conflicting, 
that we need more facts now to explain 
the facts we already have. We needn't 
worry about theories. The theories will 
take care of themselves if we have the 
facts, but it is certainly an interesting 
field, and one that I know everybody, 
physiologists, obstetricians and laymen, 
are following with the greatest interest. 
The next five years should show the field 
pretty well clarified, at least for practical 
purposes. 

I did not touch upon the mammary 
glands which are also under hormone 
control, probably not the corpus luteum 
as most of us thought until last year, 
when Dr. Corner failed to get any effect 
with the pure corpus iuteum extract, 
which will do certain things on the uterus 
of the rabbit, but has not the slightest 
effect on milk secretion. But the anterior 
lobe will cause in a young or old ani- 
ma! or in a male, a growth of the mam- 
mary gland up to milk secretion. 

Dr. Corner has not been able to pro- 
duce the counterpart of the normal proc- 
ess im which the breast grows until 
parturition, without producing milk. (Ap- 
plause). 

CHAIRMAN AREY: “The Relation of 
Pharmacology and Obstetrics.” Dr. Carl 








Voegtlin, Hygiene Laboratory, United 
States Public Health Service. ‘(Applause.) 

DR. VOEGTLIN: The pharmacologist 
attempted to study the action or reac- 
tion of living cells to the exposure of 
chemicals. That is a fundamental as- 
pect of pharmacology. It is well known 
that in obstetrics they use a great many 
different drugs. In order to use them on 
a scientific basis, we should have accurate 
pharmacological knowledge. In this field 
as in the others there are great gaps, 
We have some definite well established 
information which I believe is of the 
greatest use in the application of chemi- 
cal therapy in obstetrics. 

First of all, we have the use of anal- 
gesics and anaesthetics for the contro] of 
pain incident to labor and delivery. There 
is a great deal of further work that has 
to be done in order to put the use of 
these drugs on a truly scientific basis. 
The requirements in obstetrics are very 
exacting, because it is desired to abolish 
pain and at the same time not decrease 
uterine activity and not bring about 
asphyxiation of either mother or child. 

Chloroform, which was used for many 
years for this purpose by the open method, 
was shown to be peculiarly toxic to 
the heart and recent work on patients 
has shown that it depresses very prompt- 
ly uterine contractions and in this way 
delays labor. Furthermore, it produces 
on continued administration serious de- 
generation of the liver. 


Anaesthetics 


These are sufficient reasons for substi- 
tuting for chloroform other violatile an- 
aesthetics such as nitrous oxide, ether or 
ethylene. Nitrous oxide is probably the 
most suitable analgesic and anaesthetic 
for obstetrical use. Its action is prompt 
and it can be carefully regulated, and 
if used in conjunction with sufficient 
amounts of oxygen, it will not depress 
uterine activity or cause anoxemia of 
either mother or fetus. 


Ether has to be used very carefully, 
because it shares with chloroform the 
depressing action on the uterine contrac- 
tion. 

With regard to ethylene, we do not 
know enough about its usefulness in ob- 
stetrics. It is highly dangerous because 
of its explosive properties. 

Then as to the nonvolatile analgesics 
and anaesthetics, to begin with, it has 
been suggested that methonal and aven- 
tine may be used in obstetrics. This is a 
nonvolatile anaesthetis given by rectum 
Its administration and control would be 
rather difficult, because it is eliminated 
very slowly in comparison to the volatile 
anaesthetics. Furthermore, we don’t know 
all we should know about pharmacologi- 
cal action of this particular chemical. 


The opium alkaoids have been used for 
controlling pain. Morphine is still very 
useful. The danger of morphine is that 
if the dose is not properly adjusted, 
we may get asphyxia of the fetus and 
in excessive doses, it has been shown to 


depress the uterine contractions. Heroin 
is advocated by some of the leading 
American obstetricians, as a _ substitute 


for morphine. There are no pharmaco- 
logical reasons why heroin should be any 
better than morphine and it would be 
very important to decide this conflict 
of opinion by further pharmacological 
experimentation. 

Then another group of drugs which has 
been extensively used for many years are 
the oxytoxics which are given for the 
purpose of stimulating uterine contrac- 
tion during or after childbirth. Of course 
the use of pituitary extract in obstetrics 
should be carefully controlled by dosage. 
In Europe, pituitary extract has been 
extensively used for the induction of 
labor or the stimulation of labor, but 
there are good pharmacological reasons 
for being very cautious in the use of pitu- 
itary extract for this purpose. Ruptured 
uterus and asphyxia of the fetus may 
very well follow an overdosage. The main 
difficulty in the use of pituitary extract 
in the past has been due to poor methods 
of determining the potency of the ex- 
tracts. As long as we can't isolate the 
principle in pure form, we are depend- 
ing on bioassays. 

Through painstaking work by various 
pharmacologists, Day, Roth, Smith, Mc- 
Closkey and others, we finally have suc- 
ceeded in getting a reliable assay of 
this very potent drug. It seems to me it 
is now the task of the obstetrician to 
carefully determine the dosage in units 
of activity which is suitable for a given 
purpose. There is, obviously, a great varia- 
tion in the response of different patients 
to the same dose of pituitary extract. 

Some workers have recently isolated 
more or less the oxytoxie principles from 
the pituitary extract. This has very little 
pressor effect and for this reason some 
English pharmacologists and obstetri- 
cians believe it might be more useful 
than the pharmacopoeial extract which 
has a powerful pressor effect. The reason 
for this recommendation is that in large 
doses, pituitary extract affects the heart, 
causes a constriction and acute reactions. 


Study of Ergot Needed 


As to ergot, that has been in use for 
many, many years, but on reviewing the 
subject, I feel that the clinical demon- 
stration of its actual usefulness is far 
from satisfactory. It is given in a routine 
manner. No careful work has been done 
to show that ergot, fluid extract of ergot, 
is actually of any use in controlling post- 
partum hemorrhage. The difficulty 
there has been as with pituitary, there 
have not been accurate methods for de- 
termining the potency of the official] ex- 
tracts. 

Ergot contains, besides specific alka- 
loids which are known to act very pow- 
erfully on the uterus, some bases such as 
histamine. While they have some action, 
the main effect of ergot is probably due 
to the specisic alkaloids. Here again phar- 
macoiogical and clinical experience con- 
flict. Some ‘of the leading obstetricians 
claim that ergotol, which is a prepara- 
tion which doesn’t contain any significant 
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amounts of alkaloids, is very satisfactory 
te control postpartum hemorrhage. ‘ 

I think the method of bioassay that was 
recently developed by Clark and Broome, 
using the isolated rabbit uterus, gives very 
reliable results. It is now up to the ob- 
stetrician to carefully determine whether 
a fluid extract of ergot of known po- 
tency will have an effect on the uterus. 
Of course, it goes without saying that er- 
got should never be used before delivery 
of the child and before expulsion of the 
placenta, because it has been shown that 
the ergot alkaloids increase the tone and 
prevent complete relaxation of the uterus, 
This is a very objectionable feature which 
should make us cautious in the use of 
ergot extract before the child is actually 
born and the placenta has been expelled. 

Drugs and Syphilis 

Another group of important remedies 
which has come to the front in recent 
vears is for the treatments for syphilitics. 
Statistics show clearly that syphilis is 
quite prevalent in pregnant women and 
the deplorable effects on both mother and 
child are too well known to require em- 


phasis. The antisyphilitic treatment dur- 
ing pregnancy, especially as early as pos- 
sible, has been shown by Williams to 


greatly reduce the incidence of congenital 
syphilis. The drugs used for that purpose 
are the arsenicals of the arsphenamine 
type which are the most potent remedies 


, against syphilis, the bismuth preparations, 


and iastly the mercurials. There is a 
great deal more to be learned about the 
action of these remedies in the treatment 
and prevention of syShilis. The penetra- 
tion of the arsenicals into the fetal tis- 
sues is very uncertain Experimental 
work has not been dene along that line, 
and from the reports you have heard this 
morning it would seem clear that the 
penetration of these drugs into the fetal 
tissues is still an unsettled question. 
The administration of arsenicals in 
young children is a difficult matter from 
a technical standpoint, because injection 
is not a simple matter in newborn in- 
fants. For that purpose we developed 
sulpharsphenamine. The only disadvan- 
tage that this drug has is that it causes 
a greater incidence of toxic reaction, but 
I believe with a proper control of dosage, 
starting with small doses in the beginning, 
then spacing to doses sufficiently far apart 
and reducing the maximum individual 
dose, it might be possible to use this drug 
without causing any untoward reactions. 
Now as to the antiseptics. It is well 
established that silver nitrate used im- 
mediately after birth for the prevention 
of ophthalmia neonatorum is very good. 
It has been well established that there is 
a large decrease in the incidence of blind- 


ness resulting from this treatment, but 
the substance is very irritating to the 
mucous membranes and further work 


might very well be done for the purpose 
of finding less irritating preparations, say, 
for instance, silver lactate. Chemothera- 
peutic agents for the control of other in- 
fections met with in obstetrics is a sub- 
ject which has been poorly developed. 

The prevalent and indiscriminate use of 
antiseptic douches is very dangerous, be- 
cause pharmacological studies have shown 
that the large surfaces vf the genital 
urinary tract are ideal for absorption of 
these antiseptics, and it has been shown 
in experimental animals, as well as clin- 
ically, that systemic poisoning may result. 

The use of hormones in obstetrics has 
been touched upon. I cannot go into de- 
tails. This subject has obviously some 
pharmacological aspects 

In conclusion I may say this: That the 
great need in the use of chemicals in ob- 
stetrics is that more work be done on 
the pharmacological action of these reme- 
dies by pharmacologists and especially by 
well-trained obstetricians The work of 
Williams on the arsenicals and of others 
on the oxytoxics and anesthetics is a be- 
ginning along that line, but a great deal 
more of further work is needed to put the 
use of chemicals in the treatment of preg- 
nant mothers and infants on a more sci- 










entific basis. (Applause.) 
Nutrition During Pregnancy and Lacta- 
tion 
CHAIRMAN AREY: We had a whole 


group of papers dealing with nutritional 
problems. These were furnished by Dr. 
Macy and her coworkers at the Merrill- 
Palmer School. These dealt with nutri- 
tional requirements and with problems of 


lactation. I will call om Dr. Macy to dis- 
cuss her subject as she wishes. (Ap- 
plause.) 


DR. MACY: Mr. Chairman, Members of 
the Conference: I come to you as a stu- 
dent of nutrition, not an authority on 
anything. I wish that I could bring to 
you some definite information regarding 
the requirements of the human mother 
during the period of pregnancy and lac- 
tation, but I can’t even do that. We do 
have a group of specialists here today, and 
I hope that this group of specialists will 
help to direct us in our nutritional ac- 
tivities. 

The scope of our knowledge of food and 
nutrition has rapidly broadened in the 
last few years, and it is now possible to 
speak quite confidently regarding certain 
physiological processes, yet it is surpris- 
ing to find how few of these nutritional 
principles have been applied in the care 
of mothers during pregnancy and lacta- 
tion My report brought together the 
sxetchy information that we have on the 
human mother during reproduction. 

I like to consider the mother during 
pregnancy and lactation and the fetus 
or the very young child as one unit. I 
have used the term reproductive cycle, 
and my good friend Dr. Hartman objects 
to that term, so I want a discussion of 
that. 

I think from the nutritional standpoint 
we must consider both the mother and the 
child, and practically all of our informa- 
tion at the present time is based upon 
animal experimentation. We have no 
studies on nutrition of the mother 
throughout the period of pregnancy and 
lactation and following the child there- 
after. We need those studies. 

I am geing to bring to you some of the 





61 


——— 


HAI t- 
problems that come to me as a nutrition 
student, because there are questions that 
are coming to all of us now in this newer 
development of education. Modern par- 
ents are being taught to dgmand sound, 
scientific information regarding all phases 
of parenthood. Who is prepared to give 
nutritional advice to the mother during 
pregnancy and lactation? We don't find 
many agreeing on the requirements. Who 
knows? We have a number of specialists 
here today. I hope that we can have a 
very vigorous discussion of that particular 
subject. \ 

I want to know, for instance, whether 
or not a mother can be prepared for 
motherhood. It has been brought out in 
Dr. Arey’s report that certain influences 
in childhood and in puberty may affect 
detrimentally the ability of the mother 
to conceive and produce children. I want 
to know how we can prevent those things. 

Dr. Hartman has told you of the aug- 
mented requirements during’ pregnancy 
and lactation. How cam we meet those 
requirements from the nutritional stand- 
point? I want to know what some of 
the modern food, fads and fancies are 
doing to the future mother. For instance, 
J want to know what this modern desire 
for a sylph-like form is doing to the 
future mother. 


Diet of the Mother 


I want to know whether or not jt is 
possible to prepare a mother .vr mother- 
hood. Mothers today, that is the intelli- 
gent mothers, want to know what kind of 
food and how much food she should eat 
during pregnancy and lactation in order 
that she not only preserve her own body 
tissues, but te produce a nutritionally 
stable child. What type of a diet should 
the mother have? I want to know what 
type of a diet is effective in preserving 
maternal tissues and at the same time 
producing a small baby for th? purposes 
of easy delivery. I hope someone will 
discuss that for us. 

J want to know, since we are not quite 
sure about the requirements of the 
mother, whether or not such nutritional 
regimes are justified in the life cycle of 
the child. I wonder if amyone knows any- 
thing about that. 


I also want to know what kind of @ 
diet should be given to a mother in or- 
der to help her produce milk of suffi- 
cient quantity and of the right quality 
to feed her own baby. [I believe this 
Cenference is going on record as stating 
that breast feeding is desirable. From 
the nutritional standpoint, how can we 
prepare the mother, then, for producing 
milk of sufficient quantity and quality 
to care for her baby? 

It seems to me these are some of the 
problems that strike at the very founda- 
tion of child nutrition and child develop- 
ment. Comparatively little research work 
has been conducted upon the human 
mother. A great deal of work has been 
done in the animal industry and we nave 
learned much from those very valuable 
experiments, but unfortunately. very few 
studies have been carried out on the hu- 
man mother. 


There are problems that enter into the 
satisfying of these augmented demands 
during pregnancy and lactation as Dr. 
Hartman has brought out There are 
many metabolic problems that enter in. 
We don’t know how to take care of some 
of these augmented demands. I hope 
that we can have a very free discussion 
upon ways and means of taking care of 
these added demands from the nutritional 
standpoint. 

1 want to know how we are going to 
advise the mothers regarding the vitamin 
concentrates. Our commercial houses are 
educating the laymen and the doctor and 
all of us that these vitamin concentrates 
are most important. Is it necessary, 
should it be necessary, to give the mother 
these vitamin concentrates? 

1 believe that it is reasonable to think 
that nutrition can play a very important 
role in the future development of our 
children, but I do beliey: that child nu- 
trition and child development be-ins with 
the mother and this is a very neglected 
field at the present time. 

J have been told that I left out of my 
report a discussion on fai im *tabolism. 


We have with us today on> of the spe- 
cialists on fat metabolism, Bluer, and 
1 hope he will bring out icional dis- 
cussion en that point. (App ause.) 


Irradiation Therapy 

CHAIRMAN AREY: The importance of 
irradiation, light therapy ard so on, has 
become so well known, so uc2ful, yet so 
little is kmown really gs to th® scientific 
basis for many of tie proccdures that 
have been indulged in, that there was a 
request that there be included in our 
contributing group someone to make a 
statement regarding the scientific basis 
of this sort of treatment. We naturally 
turn to Dr. William Bovie who will dis- 
cuss some phases of this for us. (Ap- 
plause.) 

DR. BOWIE: My report is a summary 
of the laws of photochemistry and bio- 
physics upon which irradiation therapy 
must rest. The report contains nothing 
new and necessarily involves a great deal 
of pure physics and chemistry with the 
attendant mathematical treatment. 

It seemed to me, although Dr. Arey 
didn’t agree with me, that the subject 
matter in the report is sufficiently non- 
controversial and that just a record in 
the notes of the meeting is all that really 
is of value. The whole subject is ob- 
scured by the difficulty that you find ia 
medicine, that you have to deal with 
the individual and after you have gone 
through all of the labor of the basic laws 
and principles, they don’t mean anything 
when you get around to practice. 

As Dr. Arey said in his report, the 
main use for them is to see how those 
findings react. That may give us some 
indication of how to pursue empiric treat- 
ment. The paper gives general notions 
about photochemistry and the mechanism 
and the Jaws, and gives some methods of 
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idiosyncrasies. (Applause.) f 

CHAIRMAN AREY: The meeting is now 
open for general discussion. 

DR. LEVY (Newark): A great many 
interesting things have been brought out 
in this mecting. I was wondering about 
the statement that was made of a finding 
in Wisconsin, I think, that the higher the 
education, the higher the mortality of 
the children. Might that not be ex- 
plained by the fact that frequently the 
higher the education, the lower the eco- 
nomic return? (Laughter.) We have had 
occasion to point out that college gradu- 
ates know more about frogs than babies. 

Dr. Kendall's paper on_ bacteriologic 
considerations is an important one. In 
making a recent study of infant mortal- 
ity, we found a very sharp reduction in 
the deaths from diarrheal diseases, par- 
ticularly in the deaths under one year 
in-the Summer months. Those who have 
been interested know that 10 or 15 years 
ago we had a sharp rise, a sharp peak in 
July and August, and now we have & 
valley. That is, it is safer for a baby 
in July and August than it is in the Win- 
ter months. We found at the same time 
that there had been a reduction of prac- 
tically 50 per cent in the mortality from 
measles in the first year, and a reduc- 
tion from meningitis. 

Reason for Reduced Mortality 
I am inclined to believe these reduc- 


tions are effects of a broad general educa- 
tional program and that as we improve 


in the knowledge and care of infants,” 


and as we increase the general healthful- 
ness of infants, we will be reducing mor- 
tality from diseases for which we may not 
be doing anything in particular. 

I want to ask Dr. Arey about some of 
the statements in regard to the autopsy 
reports. I think it was stated that some 
500 cases under 11 years were examined 
by. autopsy and in the analysis no refer- 
ence to syphilis was made, either in the 
deaths or in the series of stillbirths. While 
it may vary considerably in different locali- 
ties and different groups, I think it should 
be pointed out that syphilis is an im- 
portant factor. 

In regard to emphasis of diet in rela- 
tion to both mother and infant, I have 
had a feeling for a long time that in our 
scientific interest in nutrition there is a 
tendency to overemphasize the importance 
of diet in lactation. I do not wish to 
be misunderstood in this statement as 
not recognizing that the diet has a rela- 
tion, but we know, for instance, that dur- 
ing the siege of Paris, babies were breast 
fed very successfully and that during the 
Civil War in England, where economic 
conditions were very: bad, babies were 
breast fed successfully. We alt know that 
some of the best looking and healthiest 
infants are in tenement districts, cared 
for by hard working and probably from 
our standpoint poorly fed mothers. 
Proper lactation is the result of something 
more than the mere supplying of adequate 
food. 

There is another point for consideration. 
Dr. Hartman pointed out that there is an 
increased metabolic demand scientifically. 
That does not imply that mothers need 
more food because they are pregnant. I 
think it can be pointed out that most of 
us eat two and three times as much as 
we need anyway. I think it is important 
not to overemphasize this special relation 


to diet. If the mother believes she can 
nurse a baby and has the will to nurse 
it, in ordinary circumstances, she - can 
usually nurse it. 

DR. POPENOE: The whole question of 
infant mortality in the education of par- 
ents needs a great deal more investiga- 
tion. My guess would be, offhand, that 
the results found in Wisconsin represented 
in part what happens in spite of the 
college education and part what happens 
because of it. 

DR. HARTMAN: Comparing the mor- 
tality among children of professors and 
the mortality in families where parents 
didn’t reach the eighth grade is like all 
statistics that involve human psychology. 
I have students from very remarkable 
families, large families. I remember one 
time I taught seven children and the 
mother finally came to the school. She 
had never been through the eighth grade, 
except that her children came back and 
taught her and she made the grade. Some 
of these families are very remarkable, 
whether they have been through the eighth 
grade or not, and they have something 
about them that makes for survival capa- 
city. The very fact that their seven chil- 
dren rose by their boot straps, so to 
speak, showed they had something about 
them. 

With regard to the basic contribution 
of genetics, I am, of course, heartily in 
accord. In fact, our laboratory probably 
takes a rather excessive view of it be- 
cause of prenatal death. 


My chief speaks of good eggs and bad 
eggs. Bad eggs, genetfrally, are doomed to 
die. I found, in a study on 4,000 opossum 
eges, that they have the germs of death 
in them. They are doomed to die before 
the mother can have anything to do with 
them. That matter is not emphasized by 
the obstetrician, because he must concern 
himself with what he can do to save the 
eggs and if you should believe, for ex- 
ample that all are doomed to die, it would 
be rather hopeless, but certainly, in de- 
fence of the many deaths we do have, in 
defence of the doctor himself, I think we 
ought to bring that out a little more. 
We are positive of 30 per cent in these 
animals and don’t see why that shouldn’t 
hold for the human also. 

There are only two places where that 
matter is touched upon; that is in Dr. 
Streeter’s report and also in Dr. Popenoe’s. 
There are other places where it should 
be mentioned. 


Syphilitic Deaths 

CHAIRMAN AREY: With regard to the 
question as to the percentage of syphilitic 
deaths, that was included in Dr. Bell’s re- 
port and they are also included in my full 
report, but not in this briefer account. 
The findings probably are not representa- 
tive, inasmuch as in both the fetal group 
and the infancy and childhood group the 
percentage was surprisingly low; only 1 
or 2 per cent. It speaks very well for the 
community of Minneapolis, where the 
Statistics were obtained. 

DR.LEVY: May I ask another question? 
You made the remark that in living babies 
a reduction of early mortality increases 
the late mortality. Did you mean at 
infancy or merely at the end of the span 
of life? 

DR. POPENOE: As most of the audience 
knows, that brings up one of the most 
difficult statistical problems in the whole 
field. Undoubtedly, the saving of the 


lives of a great many babies who other- 
wise’ would have died prematurely and 
carrying them on to the age of reproduc- 
tion will tend to produce a group of 
persons who will not have the full span 
of life. Beyond that, there is a good deal 
of evidence that a decrease in the rate 
of infant mortality, of the deaths of in- 
fants under one year, is followed in the 
same group by an increase in the rate of 
child mortality in a few years. That has 
been the subject of a good deal of investi- 
gation for the past 25 years and most of 
the studies have sugested that a certain 
number of the babies born are doomed to 
die before they reach maturity, and if you 
keep them alive by extra efforts during 
the first year, you simply have that many 
more to die during succeeding years. 

The whole matter, as I say, is therefore 
in the investigative stage. 


DR. BLOOR: Since I was mentioned 
specifically, I thought I might make a few 
remarks. The field in which I am inter- 
ested is that of the food, fads and fancies. 
I think we have to include several things 
in there. It is still in the pioneer stage. 
We are still breaking ground and it is 
still too early to say whether what is 
going to grow there will be worthwhile 
or not from the point of view of nutrition 
and human welfare. There have been, 
however, a few plants sprouting up which 
look interesting and which seem to have 
interesting possibilities. 

Food Facts 


I might mention at the beginning that 
there are three groups of substances that 
we have to include. First, we have the 
fats themselves. Next, the phosphorus 
fats. We know less about those, or at 
least most people know less about them, 
but they are essential members of the 
group. The third one, cholesterol, I imag- 
ine you have all heard about and perhaps 
you know as much as any of the rest of us. 

It has been known for a long time that 
all animals can synthetize these facts, can 
build them up from carbohydrates. It 
has cAfy lately been shown that their 
ability to synthetize is somewhat limited. 
They can make fatty acids, all right, and 
those are the fatty acids which are the 
constituents of the common fats. There 
seem to be some fatty acids which they 
cannot make and for which they must 
look to the plants and the plant kingdom. 

As regards the food fats, there is al- 
ways enough of these very necessary fatty 
acids present in almost any food fats, so 
we can say offhand that if an individual 
is given a sufficient amount of it in the 
diet, we can dismiss the question there. 

The fatty acids, of course, cannot pass 
the placenta and so whatever fat there 
is in the fetus is fat that it has synthe- 
tized itself from carbohydrates. We know 
from plants that fat synthetized in an 
environment at that temperature will have 
a relatively high melting point. That 
ordinarily doesn’t have much significance, 
except that the newly-born infant doesn’t 
have good tmperature controi and it is 
possible sometimes that those body fats 
may actually get solid. They are high 
melting and the tendency to become solid 
would be greater. That has been recog- 
nized as a danger. 

Then in the matter of lactation, I was 
fortunate enough to get Dr. Cernier’s ma- 
terial and to work it up. Of course, there 
is always an enormous amount of fat in 
the mammary glands, so we didn’t pay 
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trying to handle a problem presenting 


much attention to the fat. We found that 
in the active gland, as compared with the 
resting gland, there is something like two 
or two and one-half times as much cho- 
lesterol in the active. As far as the nat- 
ural composition is concerned, the arti- 
ficially produced secretions are the same 
as the others. 

Since fatty acids cannot pass from the 
mother to the fetus, we find that in the 
blood of the fetus, or the new born baby, 
there are no cholesterol esters and that 
the cholesterol percentage is very much 
lower than it is in the child a few months 
later. This low cholesterol content seems 
to be correlated with the first milk and 
it all seems to fit in together nicely. 


The relation of cholesterol to infection 
has been touched on by several people 
lately and it seems to be fairly well es- 
tablished that the new-born infant hasn’t 
its full supply of cholesterol and that this 
cholesterol can be supplied in the early 
milk seem to be important. 


CHAIRMAN AREY: Is there any fur- 
ther discussion? 

DR. UNDERWOOD: We, in New Jersey, 
especially the southern part, notice a very 
definite falling off in the last years of the 
death rate in infants and young children. 
We do not say that this is due to the 
fact that we give our children more vita- 
min concentrates, but we believe it is due 
to two factors. One is that the develop- 
ment of the animal industry is giving bet- 
ter milk, a milk with a lower bacterial 
count. We also think it is due to the fact 
that we have a very well organized nurs- 
ing program, whereby the mothers have 
been taught better hygiene and have been 
taught how to produce better mothers’ 
milk. 

DR. MILLS: I don’t know that this is 
apropos or not, but our work tends to 
corroborate the work of Dr. Macy. We 
work very largely with animals and to a 
certain extent, with human beings, but 
our findings are to the effect that there 
are not only differences in the food com- 
ponents which make for lactation, but 
there is also a good deal of difference in 
the amount of food which has to do with 
lactation. The statement made that dur- 
ing the French Revolution mothers were 
able to nurse their babies successfully is 
always interesting and also very confus- 
ing. We find, at least we are told and 
I think statistics bear me out, that peas- 
ant women are more frequently able to 
nurse their babies than the mother of to- 
day. When you study the food ingestion 
of these peasant women during the pre- 
natal period and the ingestion of the 
mother during the nursing period, you 
will find there isn’t a great difference in 
the amount of food ingestion. 


When you take the ingestion of our pres- 
ent-day mothers during the prenatal pe- 
riod and compare it with the ingestion of 
the mothers during the postnatal or lac- 
tation period, you will find again there is 
very little difference. The insufficient in- 
take of food, coupled with the change in 
the quality of our food, may account for 
this lack of inability to nurse the baby. 
It may partly be a psychic thing. The 
mother may not be so keen on it as she 
used to be. I am not so sure about that. 
I feel there really is a factor there which 
needs investigating. 

CHAIRMAN AREY: Is there any fur- 
ther discussion? If not, we will adjourn, 

The meeting adjourned at 12:30 o'clock, 


Committee A—GROWTH AND DEVELOPMENT 


HE session of the Committee on 
Growth and Development convened at 
2 o'clock, Friday, Feb. 20, 1931, Dr. Frank 


N: Freeman, professor of educational 
psychology, the University of Chicago, 
presiding. 

CHAIRMAN FREEMAN: We are met 
for the session of the Committee on 
Growth and Development to discuss the 
appraisal of the child. At the meeting of 
this committee yesterday afternoon, the 
question was raised concerning the ap- 
praisal of the physiological status of the 
child. 

‘We will have today a discussion of the 
physical status of the child and of the 
mental status of the child, a sort of 
double-headed program. We have a very 
full program, so we shall start without 
further preliminary. . 

The first paper will be presented by 
Dr. T. Wingate Todd, Professor of Anat- 
omy, Western Reserve University, on the 
Physical Status of the Child. (Applause.) 

DR. TODD: Mr. Chairman, Ladies and 
Gentlemen: I represent the unimportant 
voice of the committee. I trust it will 
not also be an inarticulate voice, but such 
errors as you may note and, I trust, pick 
upon, you will please understand are the 
errors of the voice and not the inade- 
quacies of the committee. 

I feel that we are, as it were, at the 
end of the way, and that you may expect 
that we are at the end of the way and 
that whereas up to Se pees we have 
been discussing the philosophical items 
in our program, it falls to my respected 
colleague and myself to point the issues 
and to give you some of the recommenda- 
tions of the committee. 

It is a situation in which one would 
rather be at the end than at the begin- 
ning. In that, I feel I am like those at- 
tending Scotsmen who are arranging to 
bé born in America to save the cost of 
transportation. (Laughter.) 

In considering the relation of our 
récommendations to our knowledge, we 
have to remember that while science leaps 
ahead of practice, medicine has always 
lagged behind experience. I think of the 
minister who was taking the pulpit for 
a: Sunday and when he saw the beadle 
getting ready to take the Bible up, he 
said, “Shall I accompany you?” The 
beadle said, “No, you follow me at a re- 
spectful distance.” 

“If then there seerr: 
between the mer th. has wees 
expounded in ths «ee Qns, & 
the recommendations which -wevare aboub 


*’2 some hiatus 
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te present, you will understand that it is 
this respectful distance that recommenda- 
tions must always hold behind the pro- 
gram. 

It has been for me, personally, a very 
great privilege to have the opportunity 
of working on this magnificent program. 
Nothing has been more stimulating than 
the knowledge of the responsibility which 
this entails, and that responsibility is 
only enhanced by the knowledge that 
whatever other plans through the im- 
mortal memory of man he may have, he 
who originated this Conference will go 
down in loving history as the man who 
sprang to the relief of the agonized chil- 
dren of Belgium. 


I find myself, first of all, up against 
the difficulty of definitions. We are en- 
gaged, of course, not so much in curative 
medicine as in preventive medicine, and 
1 find the foggiest ideas among my friends 
as to what preventive medicine means. 
Some of them think it means contracep- 
tion. I am quite sure that the majority 
of them have forgotten if they ever had 
the privilege of meeting the prayer book, 
in which the phrase occurs, “Prevent us, 
O Lord, in all our doings.” 


Preventive medicine calls for pianned 
and concerted action. It is not handling 
the problems of the moment, but it is 
rather providing for the misadventures of 
the future. 

Secondly, it is educative. It is a pro- 
gram of the cultivation of health habits, 
positive health habits. 

Thirdly, its standard is perfection, and 
nothing else will do. While that is our 
ultimate object, the attainment of the 
goal will be slow and is far distant. For- 
tunately, in all our struggles toward this 
end, we are greatly helped by that attri- 
bute of compensation which is character- 
istic of ourselves, speaking as human 
beings, in our physical or mental, our 
emotional and our spiritual makeup. Were 
it not for this power of compensation, the 
goal would be further in the distance. 

First of all, then, to deal with the 
items as they come up one by one, the 
most fundamental and the first of all 
the considerations that we have under 
advisement is the physician’s responsi- 
bility. This calls for an enlargement of 
medical skill and understanding in sub- 
jects which have been on the edge of or 
found themselves hitherte outside of the. 


range of medical practice. The -physician’s 
right of pronouncement of warning and 
of guidance will take him in the future, 
with his increasing consciousness of his 
responsibility, into those fields which have 
fringed or found themselves outside the 
to faterest himself in the characters of 
ordinary sphere of medicine. 

The physician of the future cannot fail 
to interest himself in the characters of 
the mind, in the economic and social con- 


ditions which are prevailing and which ’ 


each have their own relationship and 
their own influence upon the bodily health. 

Physical status 1s another phrase like 
preventive medicine, by which we say 
one thing and really mean another. Phys- 
ical status is a record of. progress. It 
isn’t status at all. It isn’t physical status, 
it is physical progress, and it is unfor- 
tunate that we should have that term 
by the wisdom of our ancestors, but I 
imagine we shall have to retain it. 

Physical status is not a subject that 
can be dealt with by a single examina- 
tion. As a record of progress, the ap- 
praisement of physical status begins as 
soon as we can get the child, which at 
present is just after birth. The exami- 
nations must be repeated with that fre- 
quency and at those dates as are dic- 
tated by the age and by the features of 
growth. The assessment of physical status 
cannot be fulfilled by agencies primarily 
devoted to the care of the sick child. 
It is essentially the result of relationship 
between the family physician and his 
patients. : 

For a record of the health of the in- 
dividual, we must have both the positive 
and the negative side. It is just as es- 
sential to have the continuous record of 
illness as it is to have the continuous 
record of good health, and it is in this 
problem of continuous record of illness 
that we meet with one of our present 
great defects. Observations at Hagers- 
town show that there are 100 cases of 
sickness for every death per annum; that 
over 50 per cent of these cases of sick- 
ness involve the respiratory system. I 
am including tuberculosis. Twelve per 
cent of the cases result from disease of 
the gastrointestinal tract. At that, those 
diseases which hitherto have largely filled 
the attention of the public health au- 
thorities only comprise 11 per cent of the 
total sickness. . , oes 


How are we going to settle this? How 
are we going to get a continuous record 
of illness as well as of health? I don’t 
know that the committee is ready to rec- 
ommend any particular method at the 
moment. The subject is under advise- 
ment, but it has been suggested by va- 
rious commissioners of health that inas- 
much as it is their custom to get in touch 
with the parents of every child as that 
child is born, to write them a letter, 
pointing out the necessity of the conser- 
vation of health and the necessity of the 
serial examination of children by their 
- —, mvacien. that here might 

@ me of initiati this contin 
record of ill health. ” — 

It is hard to put any further burden on 
the schools, yet it has been suggested that 
if some form of health book could be es- 
tablished, that the educative function of 
the school could be turned into helpful- 
ness by securing as a result of the pride 
of the parents the filling in of those rec- 
ords of ill health before the child came 
to school, so that they be entered before 
their date and severity were forgotten. 

So much for the physician’s responsi- 
bility at this moment. Now to come on 
to the details of assessment of physical 
status, we may start with the crudest and 
the most generalized measyres and pro- 
cedure and go from that to the more de- 
tailed and more effective methods. 

We of this generation have been alto- 
gether too conversant with the calamities 
which afflict mankind—war, pestilence, 
famine. We know only too well what 
emergency means. When it comes to as- 
sessing physical status in an emergency, 
the crudest method is probably as reliable 
as more detailed techniques because we 
are dealing simply with a measure of 
numbers, the counting of heals, but once 
the emergency has passed, it is necessary 
to check the success of our measure, 
Here heads will not do. 

Height and weight and the index be- 
tween the two have been greatly used, so 
much used, so widely used, that it be- 
hooves us to be constructive in our criti- 
cism and not corrective. These estimates 
can be utilized and should be utilized, but 
it should be realized that they permit of 
no fine discrimination and that if they 
are not utilized for anything more than 
that information which they could be 
planned, that they are very useful indices 
of the local conditions. 

In using such a determination we must 
remember that in the hypothetical in- 
stance. which I have given you, the food 








distribution may be all right but there 
may be other factors which are at fault. 
In such crude assessments, what would 
the committee recommend? It would rec- 
ommend these things: That in associa- 
tion with the assessment of the com- 
munity, there should be a record of the 
type of population, whether it is urban or 
rural; the average economic’ and social 
status of the people investigating; the 
density of the population of that area; 
the rapidity of change of the population; 
the year of assessment; the general eco- 
nomic condition of the district; the com- 
position of the groups of racial origin, 
and certain conditions of determination 
like the calling of the observer, the instru- 
ments and units of measurement utilized 
and character of and conditions for 
growth. 

That type of examination is a very par- 
tial one. It is protective; it is not indi- 
vidual, and this partial type of examina- 
tion has been and is now very largely ap- 
plied to groups of children in the school, 
in employment and other health services. 
Its role, as I said, is public protection, 
public education, and the assessment for 
individual fitness for some other routine. 
It cannot substitute for a complete indi- 
vidual appraisement and even if it is un- 
dertaken at intervals, even if it is a serial 
or periodic examination. it still cannot 
substitute for the complete individual as- 
sessment. Its measure, the measures em- 
ployed, will vary with the type of study. 

The partial examination should have 
appropriate objectivity. with the stand- 
ards planned ahead. There should be pre- 
cision of measurement. with predeter- 
mined units. The validity of tests should 
be so planned that the tests will really 
have the weight which is attached to 
them. The standards should be reason- 
able, that is, they must be adequate for 
the purpose for which they are used. 


Tests for Partial Examination 


What has the committee to say on this 
matter? Four things. One, that there 
must be an appropriate objectivity of de- 
termination. That is to say, that two in- 
dividual physicians examining the same 
child must come to approximately, at 
least, the same conclusion. In a hearing 
test, for example, the degree of deafness 
is not necessary, but the fact of deafness 
must be assured. 


Two, precision of measurement. That 
calls for a determination of the units. 
There is no use using a millimeter if an 
inch is satisfactory. , 

Three, validity of the tests. The condi- 
tions of each test must be such that it 
will actually give you the information 
which you seek. If a Wassermann test is 
applied, the conditions of carrying that 
out must be sufficiently supervised so that 
we know that the positive or negative 
character of the result can be de- 
pended upon. 


Four, the reasonableness of the stand- 
ards. They must be adecuate for the 
purpose. If height and weight are used 
and depended upon, decided upon before- 
hand, then we must not expect more to 
come out of that investigation than can 
be gotten from the height and weight. 


The partial examination once under- 
taken is not a very great volume except 
under the conditions that I have quoted. 
Make it the periodical or serial examina- 
tion; that is, the same child is examined 
again and again. 

What is the attitude of the committee 
on this? The committee very definitely 
desires to be exemplary and not paternal- 
istic. It desires to throw emphasis upon 
the known damage from such factors as 
poverty. irregular employment, conditions 
of child labor, monotony and restriction 
of interest, inadequate nurture and all the 
defects of family organizatéon. 

Infant mortality has been greatly re- 
duced of late. There has not been: the 
corresponding decrease in childhood mor- 
bidity that.we could have wished. I shall 
not labor on that. We have hitherto been 
inclined to foist the responsibility for the 
periodic examination upon the schools. 
The schools have responded nobly through 
their service, but they must not bear the 
full weight of this responsibility. It is 
true that the school service serves a use- 
ful purpose in such matters of posture 
training, the adequacy of planned lunch- 
eons, especially in districts where the peo- 
ple stand in need of some help in such 
planning. 

The great majority of childhood dis- 
orders is remediable and their persistence 
in uncorrected form implies the persist- 
ence of negative health habits, if not 
harmful health habits, and it is part of 
our business as physicians and others who 
are responsible for the care of the young 
to see that these health ‘abits are im- 
proved. Above all, the committee wishes 
to make quite clear that reports on par- 
tial examination must not have appended 
diagnoses. 


Appraising the Individual Child 


Now the appraisement of the individual 
child. The physician is a guid? rather 
than a guardian. The rigid standards 
which would do before in previous ex- 
aminations that I have mentioned will 
not carry us far. The committee points 
first of all to the great need in our medi- 
cal centers for further training of our 
students in skill and understanding of 
this very important preventive measure 
in individual complete assessment, more 
well child clinics. Sick child clinics are 
in abundance; well child clinics are not. 

Here, in appraisement of the individual 
child, the important points are the quan- 
titative assesment of deviations from what 
you might term the normal limits, and 
secondly, the appraisement of optimum 
development and health of each child: 
optimum development and health, not per- 
fection. 

When it comes to the matter of detailed 
examination, again the committee is ex- 
emplary rather than paternalistic, and I 
would very briefly run over the points 
which could be taken into considtration 
in such a complete physical appraisement 
of an individual child. Here you may find, 
and I trust you will find, many loopholes. 
We are human. Our experience goes only 
so far ‘and ‘even the collective experience 
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of the committee4s not the accumulated 
appraisement of humanity. 

First, the detailed examination consists 
of the application of the clinical or pedi- 
atric routine and evaluation of the child 
as an individual. The latter should in-° 
clude study of the postures and gaits of 
the child; observation of his attitudes, 
overt and covert, including a psychological 
and emotional assessment—the general 
personality examination.. Personality is 
a very, I am going to say, “foggy” term, 
but I would rather not use the term 
“foggy” for such a very understandable 
and yet intangable thing as personality. 
With the clinical examination,+it is easy 
to jump into the personality examination 
and perhaps the simplest way of passing 
from one to another is to deal first of 
all with the-postures and gaits. We talk 
of studying posture. We hope to elucidate 
poise and, by the inadequacy of our meth- 
ods, we very often do no more than dem- 
onstrate pose. 


Important Factors 


I needn't go into the different postures, 
but I would like to mention that the new- 
born has position and repose, movements 
of the arms and legs, the grimaces, the 
sucking movement, the ease of awakening 
and type of the cry; then attitudes, both 
overt and covert, which display the signs 
of habit formation and training; the re- 
actions of the child to his parents and 
to the physician at the examination. Here 
we come into the psychological and emo- 
tional examination and bridge over to my 
colleague’s subject, for which we medical 
men are singularly incompetent. 


Next, the nutritional and development 
status, height and weight, power and firm- 
ness of muscle, character of subcutaneous 
condition, appearance of skin, condition. 


Next, build, proportion of limbs to thorso, 
character of the chest, of the shoulders 
and of those indices of development, the 
shoulder blades, the development of the 
face and the cranium. 

Now, getting a little further from build, 
heritage must be noted. This is not hered- 
ity; this is not a question of heredity 
versus environment. By heritage we 
would mean those characteristics in a 
child for which his parents are directly 
or indirectly responsible, either through 
their own physical continuity or through 
the environment of the home. Here must 
be considered the fitness of parents in 
mental equipment, physical health, and 
emotional stability. The diet, the regime, 
food, sleep, play, exercise, open air, socio- 
economic factors, such as the number and 
ages of the other children, the amount of 
time and strength which the mother has 
to give to this particular child, housing 
facilities, sleeping facilities, exposure to 
disease. 

Then from the heritage into the endow- 
ment; the mother’s health and regime 
during pregnancy, chronic or acute dis- 
ease, especially deficiency disease of thé 
mother, problem of fetal maturity, and 
such tendencies. 

You see by this time, that the physician 
has not only examined the child, but he 
has examined the mother and if he can, 
he gets the father, too. 

A word next on the subject of the trail 
of past disease. I have spoken of the nec- 
essity of a continuous record of ill health. 
I do not mean a record of continuous ill 
health. There are altogether too many 
mutilations from tuberculosis, measles and 
rheumatic fever, from scarlet fever, pyeli- 
tis. Every physician could add others to 
the list. It is, however, to be remembered 
that the scars of disease are honorable 
scars and that it is part of the duty of 
the physician to inculcate this doctrine 
into the family. The scars of disease do 
not necessarily spell infirmity. 


Effective Balance 


Next we have to remember that resist- 
ance is not the same as immunity. The 
healthiest, biggest, internes are the ones 
that get the hospital infections. “What 
is better,” sajd a recent writer, waxing 
exuberant on his subject, “than a cold 
bath before your breakfast?” Mr. Punch 
says, “no cold bath.” It is the duty of the 
physician frequently to recommend, not ac- 
tivity, but rest, especially for under- 
nourished children and especially children 
that come back to school after a period 
of ill health. Here the principle of com- 
pensation comes to our aid very greatly 
and here the committee would recom- 
mend the maintenance of a proper and 
effective balance between food, rest, ex- 
ercise; between activity of mind, of ¢mo- 
tions, and of body for each individual 
child. 

In the schedule of progress, remember 
that the principles and objectives are the 
same throughout childhood, but certain 
features require special attention at par- 
ticular periods and, therefore, the ex- 
amination will differ at different periods 
of childhood. Here I would refer you 
simply to the advice of the committee on 
competitive athletics, how important it is 
to measure the fatigue and recovery after 
a particular effort, to look after the main- 
tenance of the expected increase of weight 
during the period of training, and te have 
sp: tial reexaminations from time to time 
during the game season. 

Again I must take one moment to men- 
tion conditions of certification for employ- 
ment. The age at which gainful occupa- 
tion can be indulged in varies very greatly 
in different States. Many of the laws 
dealing with these certificates prescribe 
only a rather perfunctory physical ex- 
amination and no assessment of the men- 
tal or emotional fitness of the child to 
undertake the work, and the laws very 
often do not have any relation to the 
conditions of street trading. 

The committee recommends that in the 
later school years there should be more 
tests of vocational fitness, more vocational 
advice, that physicians and others who 
are engaged in the care and upbringing of 
children should do their utmost to secure 
the change of laws in States where the 
age is low, or standards are inadequafe. 
Thirdly, and most important perhaps, to 
insist among themselves that the examina- 
tion shall be a serious assessment of the 
child's fitness to enter on his duties. 

Objectives and principles are the same 
at all stages of the child's progress, ®ul’ 


certain features require special attention 
at particular periods: (a) The neonatal 
(A second examination two or three weeks 
after birth is necessary, as this is the time 
of rapid anatomical and physiological 
changes). (b) The examinations of early 
childhood. (c) The examinations of the 
preschool child. (d> The examinations at 
the school stage. (e) The special examina- 
tions at puberty. (These call particularly 
for tact and reserve.) (f) Examinations for 
competitive athletics. (¢) Examinations for 
certificate of fitness for employment. It 
is suggested in regard to the last of these 
that more tests for vocational fitness and 
more vocational advice be given in the 
Jater school years; that the laws concern- 
ing the age and fitness for gainful occu- 
pation should be improved to provide for 
determination not only of the physical 
but also of the psychic and emotional 
fitness, not forgetting the necessity of 
Jaws to govern street trading; and that 
it must be insisted upon that the exam- 
ination be a serious assessment of the 
child’s fitness to enter upon the specified 
duties. 


Some Helpful Cencepts 

In considering the philosophy of meas- 
urement, these concepts are helpful: A 
normal child is a child sound in body and 
mind; harmoniously developed physically, 
mentally, and emotionally: and consistent 
in developmental progress for his years. 
Time is the lapse of years and the in- 
crement of age. Growth refers to in- 
crease in dimensions. Development re- 
fers to progress toward maturity. In the 
use of statistics we stress the fitting of 
the child into his own curve of develop- 
mental growth, and emphasize the danger 
signals, which are the undernourished, 
the stunted. and the underdeveloped 





child. The choice of measures should be 
designed to discriminate disharmonies be- 
tween age, growth, and development, 
whether physical, ments!. or emotional. 
The indices involWe clinical. nutritional, 
anthropometric, psychological, emotional, 
and socio-economic measurements, which 
together comprise the social biology of 
man. 

There are other features of the com- 


mittee’s report to which I can hardly re- 
fer, on the philosophy of measurement, 





on the choice of measur and these, I 
trust, will come out in the discussion. 
With that. Mr. Chairman, I draw to a 
close, pointing out that I am in the 
same position as the prospective husband 


when his young sweetheart said to him, 
“James, is it not time we should be get- 
ting married?” “Aye,” ssid James. Then 
Jong pause. Then Jean again: “You 
no be saying very much sbout it, James.” 
“Now. woman, I have said too much 
aJready.” (Laughter and Applause.) 


CHAIRMAN FREEMAN In some of 
the previous discussions. emphasis has 
been laid upon the gaps in our knowledge 
and upon the limitations of some of the 
methods and techniques which we have 
used. I take it that Dr. Todd would dis- 
tinguish between different types of pur- 
pose and the adaptability of the different 
techniques to these purposes 

He has also suggested the relation be- 
tween physical and mental status and in 
se doing, it seems has justified the union 
of these two phases of the topic in the 
program. 


Disease and Grewth and Development 


The subject of Dr. Todd’s address will 
be discussed by several individuals. Dr. 
Henry F. Helmholz, professor of pediatries, 
University of Minnesota Graduate School 
of Medicine. will first discuss the topic of 
“The Effect of Disease on Growth and 
Development.” 

DR. HELMHOLZ. Mr. Chairman, La- 
dies and Gentlemen: In all of our confer- 
ence work we have been considering the 
problem from the viewpoint first, what do 
we know about it; second, a program to 
correct it 

In looking over the report it becomes 
evident that our knowledge of the effect 
of disease growth and development is 
very meagre. 

We may consider that growth and de- 
velopment is the result of hereditary fac- 
tors working themselves out in favorable 
or hostile environments. The hereditary 
factors, in a sense, determine the growth 
impulse. So far as we can judge this 
impulse of growth resides mainly in the 
glands of internal secretion. Disease may 
effect these organs directly and stunt the 
individual in mind and body by destroy- 
ing his thyroid, it may make a giant of 
him by increasing his pituitary secretion, 
may deform him by disordered function 
of his adrenal cortex or gonads. Allow- 
ing for a wide range of variability in their 
function, we can say that actual disease 


of these organs represent a very small 
part of disease in general. So long as 
there is no demonstrable disfunction, 


there is evidently no need for any inter- 
ference. I wish to emphasize that we 
have at present no standards approaching 
the ideal growth and development which 
may be attained. 

If we turn next to the environmental 
factors which may influence growth and 
development, we can conveniently divide 
them into two groups: a lack of food, 
complete and partial: and disease pro- 
ducing an inability to consume or vtilize 
food. 

The lack of normal growth when food 
is restricted or completely withheld is 
readily understood, but only since the 
vitamines have been so intensely studied 
has it been appreciated that their absence 
will lead to abnormal growth. One should 
think of rickets and scurvy as diseases 
due to improper or incomplete food and 
not as comparable to other digestive or 
infectious disorders. The growth changes 
of extreme cases of rickets are probably 
more marked than in any other disease. 
In spite of the fact that we have in 
vitamin D a rather specific remedy which 
acts in the most unfavorable environ- 
ments, rickets is still the most prevalent 


‘dideage Of infancy. The adequate réliel: 





i$ certainly a function of public health 
agencies, .. . 

The effect ef disease on growth and de- 
velopment may be slight or intense de- 
pending on the severity of the disease. 
The seriousness will depend on the ability 
of the body to repair the damage. If it 
ean be repaired, growth is only transi- 
torily affected, so far as we know now. 
Even some irreparable damages to a par- 
ticwar organ need not interfere with 
growth and development (Heart.) 


it is surprising, with the mass of ma- 
terial brought together on this subject, 
hew few facts relate directly io the ques- 
tion under discussion. Speaking of the 
effect. of tuberculosis on normal develop- 
ment, the committee report states that 
“the information on the subject is con- 
spicuously defective.” In the chapter on 
congenital syphilis, it is stated that 
“Among children in whom syphilis is 
cured, malnutrition is to be found, but to 
no greater extent than in a nonsyphilitic 
group of the same social economic 


anw 


level.” If these two wide-spread and very 
carefully studied diseases in * chronic 
course have shown no definite effect on 
growth, it is not likely that the acute 
diseases similarly studied vuld yield 
more information. 

An individual physician is rarely in a 


position to judge the effect of disease on 
development and growth. For this very 
purpose the Conference h-s ught to- 


gether various specialists in ‘he field of 
child development. 
It would seem to me thai there is @ 


very important task for such a combina- 
tion of efforts. This is the study of a 
sufficiently large group of children from 
birth ito maturity. It would require too 
much time to discuss here the necessity 
of such a study further than to say that 
it is of fundamental importence for all 


proble:ns of the growth and «_ eclopment 
of childven, and without it as a basis it is 
impossible to judge the effect o* disease or 
any other factor. What TDonaldson’s 
studies have done for the s*'v of rats, 
sueh a study would do for man. (Ap- 
plaitse ) 
Spurts and Rests of Growth 

CHATRMAN FREEMAN: The second 
topie ter discussion will be * ented by 
Dr. Charles B. Davenport ctor, de- 


partment of genetics, Carnezic 
of Washington, on “Spurts i 
Growth,” pertaining particularly 


Institution 








second decade. (Applause) 

"DR. DAVENPORT: Mr. Chairman, 
Ladies and Gentlemen: Ther litle to 
add to the complete and cho: 1sly writ- 


ten summary by Dr. Todd on physical 
Status It has been suggest 3, however, 
that I might elaborate vhat the 


physical developmental aspect of the sub- 










ject, esnecially some practico! considera- 
tions that. arise from studi°-s on the 
growth of individual children. It is well 
known that the normal heolthy child in- 
erease:; constantly in height ond weight 
from birth until past maturits The ve- 
locity of the child’s growth ard the size 
and pi oportions he eventual'y tains dif- 
fer, however, markedly in the different 
races of mankind, This is 9 motter which 
has to be stressed because foi‘ure to rece 
ognize the fact may lead to m'-| iterpreta- 
tien of departures of the in dual from 
an assumed norm. The fact of racial, as 
well as family, differences is r-t the out- 
gvowth of any desire to grod> the differ- 
ent types ef mankind into Terent de- 
grees of inferiority or sup: ty. Stat- 
ure, eye color, thickness of lips. breadth 


of nose, relative length of lees to trunk 
have nothing to do, per se. with superi- 
ority or inferiority im a physical. mental 
er social way. It is only when the false 


assurantion of equality of the develop- 
mental! processes in different races is made 
that trouble in interpretine: nutrition 
arises. Anyone who desires further de- 
tails on racial differences is referred to 
the monumental work of D-. Rudolph 
Martin, “Lehrbuch der A'’)ropologie.” 


Nationality cannot in such sfu-lies replace 






the idea of race, since in and the 
same country, like the United “tates, very 
different races are found, or |vbrids be- 


tween different races, such as the Ameri- 
can Negroes. 


Special Episodes 
Not even a recognition of r: “ial differ- 
enees will suffice to interprct the nutri- 


tional state of an individual child. There 
have to be recognized the sp 1 episodes 
in ehild growth, and the fact that indi- 
viduals of the same racial stc -'. may have 
their idiosyncrasies of growth 

Typically and in the main the velocity 
of growth of the child is not uniform frem 
birth to maturity. For a yeer or two after 
birth the velocity of growth is constantly 
diminishing. Then, having reached its 
nadir, on the average, at about 4 years, 
it begins gradually to increase, but this 
increase is not a uniform one. There is 
a long period, extending on the average 
from about 4 te about 10 years. when the 
velocity of growth is low. At about 10 
years in boys, a little earlier in girls, this 
velocity begins to increase in what may 
be called the adolescent spurt. The ado- 
leseent spurt reaches its ms-imum, on 
the average, in girls at about 13 years; in 
boys at 14% years. 

From these averages the individual child 
may make great departures. Thus the 
maximum velocity of growth may occur 


in boys at 11, 12, even 16 or 17 years. 
Instead of (as on the averaze) a maxi- 
mus velocity of growth of 5'. kilos per 
year, the maximum increase may be 10 
or even 12 kilos per year. In cirls a simi- 


lar result, modified by the se«''>! idiosyn- 
crasies, is found. 

This adolescent spurt is fr.j,uently, if 
not usually, preceded by a dim nished ve- 
locity of growth. It is as though the 
body, in preparation for its cr-at adven- 
ture in luxurious growth, slowed up its 
growth precesses to store up. as it were, 
energy for this episode. Ther is usually 
a real depression in the velocity of growth 


a year or two before the ma* im spurt 
starts 

Now, rapid growth of th ody is a 
physiological state which « the body 


heavity. ‘It'is‘ mot merely thac there is 
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a demand for the ingestion of more food 
and a greater demand for digesting and 
assimilating it, but the activity of nearly 
all of the tissues and cells seems to be 
increased and, with the anabolic in- 
creases the katabolic processes likewise 
increase and the functions of excretion 
are acceloreted. The long bones grow 
fast and put strains upon the muscles and 
ligaments. The increasing weight of the 
trunk brings a strain upon the bones 
of the lees. The growing boy or girl 
experience: a physiological ineptitud:>, and 
the fecliny of bodily maladjustments is 
reflected in a feeling of psychological mal- 
adjustment. The practical application of 
these facts to the developing child would 
seem to hk? this: During the period of 
most rapid physical growth the child has 
an extra burden to bear and should be 
relieved. as far as possible, of other 
stresses. Actually in our treatment of 
a growing child we make little attempt 
te relieve him from other burders. It is 
just at this period of rapid growth of the 
boy at srout 14 that he is transferred 
from the erammar school to the high 
school, ar< renewed pressure is brought 
to bear uvon him to devote himself to his 
studies. P-crbaps at this time he is urged 
to go into competitive school sports, and 
social d:monds in the home circle become 
imcreased. One wonders whether it is 
well to put all of this extra burden on 
the boy whose body is undertaking all of 
the extra strain that it is fitted to with- 
stand. When a boy or girl is growing 
fouc or five inches in a single year. other 
burdens should be made as light as pos- 
sible for him. An English friend oi mine 
has remar'ed that this phenomenon of 
the adoles*:nt spurt points out th su- 
periority of the English system of educat- 
ing boys,.°s contrasted with the Ameri- 
can. Just during this period, in Enzland, 
the boy is not transferred to a new part 
of the ed'-ctional system, but remains in 
the schceal to which he has become ad- 
justed threuch long residence. It is per- 
haps not to be wondered at that under 
our regim* so many adolescent boys and 
girls brea’. down in their resistance to 
tubercu'osi: and other infections. or show 
the beginrines of mental malajustments 
that one s2es in schizophrenia. 


_ The Practical Application 

-The practice] application I would make 
of these findings, then, is this: At the 
homes, or perhaps better in the schools, 
the growth of the individual child should 
be follow: carefully. Height, wei¢ht, and 
also the girth of the appendages as aa 
index of muscular development, shou'd be 
taken at holf-yearly, or quarterly. inter- 
vals. During the period of most rapid 
growth allowance should be made for the 
extra physical stress by suitable r-duction 
in the demands ofthe school work. 
Greater freedom should be given to the 
child to fo'low his instincts, whether they 
be of resting, or of playing truant from 
school, or of devoting himself to non- 
scholastic onerations. .The body of the 
rapidly gro-ving child knows what it wants 
and show'd not be forced into behavior 
against which it rebels. 


In conc]sion, summary, and by way of 
emphasis. I would urge again the impor- 
tance of th> repeated measurement of the 
child durirs his entire development and 
of an ad‘ustment of- the school curricu- 
lum in hcymony with his phasses of 
growth. /Arplause.) 

-CHAIRMAN FREEMAN: The discus- 
sion. will. be continued, particularly in 
reference t> the newborn, by Dr. Richard 
E: Seammon. professor of anatomy, The 
University of Chicago. (Applause. 

‘DR. SC*MMON: .We now generally 
recognize that birth, while a_ striking 
incident in the life history of the indi- 
vidual, dses not mark a complete change 
in the life cvele, that the changes which 
have begun before birth are carrie] on 
for a considerable period thereafter and 
that the peviod of infancy really may be 
regarded, I think, as a period in which 
the characteristics of the fetus are drop- 
ping off one by one, and are replaced by 
the charoct2ristics of the child. 

Therefore, it becomes rather difficult, 
I-think, to make a very exact assessment 
of the child at birth. That is probably 
particularly difficult at the present time 
in this country. Abroad, one of the, may 
we say, fev advantages of.a large con- 
tinent s»olit up into very small political 
districts hos been to establish a very large 
number of norms or collections of com- 
parative data and the like for individuals 
at various ages, including the newborn. 


Importance of Local Criteria 

A most interesting observation may be 
made by collecting the data on the new- 
born, with regard to weight or height or 
other phvsical measurements, for ex- 
ample, and plotting these on a map of 
Europe. If one makes such a map, one 
finds a very curious distribution of these 
physica! characteristics. Most measures, 
for examnle of magnitude will start at 
their height in the Scandinavian penin- 
sula. We will find they spread, gradually 
reducing in size to the east and to the 
south. We will find that as we pass to 
the southern countries, particularly Italy, 
there seems to be a transition from the 
northern part to the southern part in a 
period of a relatively short distance. 

These observations indicate very defi- 
nitely that in attempting assessments of 
newborn children (and it is equally true 
to some extent of older children) we must 
be very careful to establish local criteria. 
We sometimes become out of patience with 
the numerous surveys and local studies 
which are made of the traditions of chil- 
dren, their health, their physical fitness, 
their jyhysical dimensions and _ various 
forms of anpraisement. This, to my mind, 
is a great mistake, particularly in the 
United States where we have a political 
unity, but by no means a common physio- 
logical makeup. 

.In my opinion, the development of an 
adequate system of appraisal of the indi- 
vidual -vi'l involve in a country as large 
as ours, the establishment of norms in a 
very large number of districts in practically 
as many s°¢ial strata as we can recognize, 
and. .will, also. involve on ,our. part the 


recognition of the fact that these criteria 
by which we are going to make our 
assessments, through which we will make 
our comparisons, wii have to be regarded 
as progressive criteria, criteria which we 
will have to modify from year to year, at 
least from decade to decece, in a program 
of child health development. ‘Applause.) 

CHAIRMAN FREEMAN: The topic of 
health appraisal of children will be dis- 
cussed by Dr. Martha M. Eliot. assistant 
clinical professor of pediatrics, Yale Uni- 
versity. (Applause.) 

DR. ELIOT: M:. Chairman, Ladies and 
Gentlemen: It has become increasingly 
apparent as we have Jistened to various 
papers given yesterday and this morning 
in the Section on Medical Care, that the 
so-called “health examination” is one of 
the predominating interests of the Con- 
ference. Much of what I want to say has 
already been said, but I think the plea 
which Mr. Burritt made last night for 
quality as well as quantity ef examinations 
is the aspect of the sulbject which is per- 
haps most important from the point of 
view of this Section. 

Dr. Todd's summary of the papers deal- 
ing with the physical status of the child 
has brought out very cleariy that the task 
of the clinician in appraising the indi- 
vidual child is no small one. Upon; the 
clinician devolves the mecessity of sorting 
and sifting the facts which accumulate in 
the research field and ef applying them in 
the field of clinical medicine. That the 
intelligent application of this knowledge 
is no less important in the appraisal of 
the so-called well child than in the ap- 
praisal of the sick child needs to be 
reiterated frequently because of the in- 
creasing interest in these health examina- 
tions and health surveys. 

Frequent Appraisals Needed 

Since the of appraisal is the 
maintenance at a!] times ef a condition of 
growth, development and health which is 
the best attainable for each individual 
child, it is obvious that repeated observa- 
tion and appraisal will be necessary if 
deviations from the optimum are to be 
prevented or detected early. The ques- 
tion often arises as to how frequently ap- 
praisals should be made fer so-called well 
children. One cannot be absolutely dog- 
matic about this matter since many fac- 
tors relating to the child himself, his 
parents, the social, economic and emotional 
conditions under which he lives must in 
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part at least determine the interval] be- - 


tween apopraisals, but it would seem de- 
sirable, if possible, to set a minimum which 
may serve as a general guide. This 
minimum interval must be gauged both 
by the stage of development and by the 
rapidity of growth. The more rapidly 
physiological changes are taking place, the 
more frequent, cbviously, should be the 
clinical appraisals im order to detect 
pathological deviations early., In infancy 
when growth and development are. so 
rapid that they can be measured from 
month to month, when faults in the 
nutritional processes bring about patho- 
logical conditions most rapidly, when there 
is a relative lack of immunity to many 
infectious conditions, examinations and 
interim observations must take place at 
frequent intervals if appraisal is to keep 
pace with development. Appraisal every 
four months with monthly advisory visits 
and weekly and biweekly weighings would 
not seem to be too frequent for this 
period of rapid growth. In the years of 
early childhood, on the other hand, when 
physical grovth is slower, appraisal need 
in. general be less frequent, but it must 
be remembered that it is in these years 
that mental development is most rapid 
and that appraisals at half-yearly or at 
least yearly intervals though probably ade- 
quate for most so-cailed well children 
from a physical point of view, may be 
very_inadequate from that of behavior. 

Valuable, too, as are the appraisals un- 
dertaken as a preliminary to entering 
school, the fact that they are not sufficient 
is being clearly shown by the large num- 
ber of physical defects and behavior prob- 
lems which have already ceveloped by the 
time the child is five or six years of age. 
It would seem to be just as important, if 
net even more so, that the young child 
should be freed of physical defects and 
behavior difficulties that hamper his rapid 
development as that the school child 
should be freed from defects that handi- 
cap his more formal aducation. 

In this connection it should also be 
remembered that behavior problems are 
far more easily and effectively met in 
these early years than later. During the 
school years an annual appraisal is not 
teo high a standard toward which to 
reach. 


Individual Progress Important 

Emphasis in appraisal should be placed 
mere on individual progress than on 
whether or not the child measures up 
to what Dr. Todd has referred to as the 
“mediocre average’ of any standard. 
From the point of view of the clinician 
who is attempting to arrive at an opinion 
regarding the immediate condition of a 
child and to give a prognosis regarding 
the future, information obtained at any 
given appraisal is many times more valu- 
able if it can be compared with simi- 
lar data obtained at previous appraisals. 
For this reason repeated appraisals by 
the same clinician throughout child- 
hood would seem to be the most desir- 
able. The lack of continuity of health 
records throughout life is one of the 
serious deterrents to accurate physical 
and mental appraisal. In the private 
physician's office such a _ continuous 
health record during childhood should be 
possible; with some planning it would 
also seem ‘o be possible to make health 
records gathered in infant and child 
health conferences available to school 
physicians, and the schoo] health records 
available to authorities granting work 
permits. 

The comprehensive nature of the com- 
plete appraisal of an individual child as 
it has been outlined this afternoon makes 
it clear that the physician who under- 
takes such an appraisal must have ade- 
quate training and experience in the care 
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of children and im addition he must have 
an understanding of the influence on 
growth and development and behavior of 
the child’s socio-economic. and psycho- 
logical environment. Adequate appraisal 
of a child who is “not sick” requires 
as thorough knowledge and as great skill 
- 3 does appraisal of one who is_ sick. 
‘Too often apprisal of this “not sick” 
child is done by physicians who have 
neither the fundamental training ac- 
quired in a hospital for sick children, 
nor that acquired by experience with 
large numbers of well ones. Hospital ex- 
perience with sick children provides a 
background of imformation with regard 
te the recognitiom of pathological con- 
ditions upon which the physician doing 
so-called “health examinations” must 
draw constantly im _ differentiating be- 
tween the sick amd the well. However, 
reliable decisions with regard to the 
health and development of the well child 
can be reached omly by one who has had, 
in addition to such hospital training, 
considerable experience in differemtiat- 
ing those variations from the average 
which may be comsidered to be within 
normal limits from those which are 
pathological The ability to judge the 
normal correctly is acquired no less easily 
than the ability to judge the abnormal, 
but unfortunately it must be acquired 
today for the most part by the trial- 
and-error method of experience rather 
than by teaching or training, We have 
heard this mornimg that relatively few 
medical students are given adequate 
teaching in the value or conduct of the 
so-called “health examination” of chil- 
dren, either mental or physical; few chil- 
dren’s hospitals require or even give an 
opportunity for imternes or residents to 
have,-as part of their training, experience 
in. well-child conferences. Organizations 
either official or monoiiicial conducting 
conferences for well children should wel- 
come, it seems to me, the opportunity to 
thus contribute to the education of phy- 
Sicians who are receiving training in 
children’s hospitals just as they con- 
tribute to the education of nurses. 


Training and Behavior Problems 

Tt may be pointed out, finally, that so 
far as stimulating interest in these so- 
called “health examinations” goes, the 
physician who is equipped to appraise 
only the physical aspects of the child 
will be doomed to failure. The physician 
who is to be successful in conducting 
periodic appraisals, especially those of 
the child from 1 to 6, will be the one who 
learns to recognize and deal with prob- 
lems of training amd behavior as well as 
those of weight amd height and physical 
“efects, who is farmiliar with the various 
stages of mental development, who has 
learned to judge when expert psychiatric 
or psychological advice is needed, and who 
appreciates the influence of the social and 
economic environment upon both physica! 
and mental development. (Applause.) 

CHAIRMAN FREEMAN: I hope that 
you will not become nervous at the ap- 
parent length of our program, as we are 
keeping very close to schedule. 

The next discussion will be on the in- 
terpretation of measurements, by Mr. C. 
H. McCloy, Iowa Child Welfare Research 
Station. 

MR. McCLOY: Mr. Chairman, Ladies 
and Gentlemen: This being a Conference 
on Child Health amd Protection, Il take it 
that I have been asked to discuss the in- 
terpretation of measurements from the 
standpoint not of how to interpret statis- 
tical data for the purpose of arriving at 
seund conclusions of generally applicable 


Scientific fact, but that I have been asked 


to. discuss how the ‘measurements of the 
child shoud be interpreted so as to aid in 
the practical furtherance of the child’s 
health and its protection. 

May I, as a pr2liminary consideration, 
advance the suggestion that the interpre- 
tation of measurements will in no wise 
enable us to judge the hereditary consti- 
tution of his orgamism. We may buy a 
pair of $2 shoes, or we may buy a pair 
of $15 shoes. They may look much the 
same. By no stretch of the imagination, 
however, could on2 care for the $2 shoes 
in such a way as to make them last as 
long as the $15 omes. Many individuals 
inherit $2 viscera. The best of hygienic 
regimen will not carry these viscera on 
to’ a $15 old age. It is not probable that 
we can at this time by physical measure- 
ments alone accurately determine this 
quality of his orgamic constitution except 
im rare cases that approximate the path- 
ological extremes. The proper interpre- 
tation of measurements, however, will aid 
materially in determining the resistamce 
of -these organs to the scuffings of life. 

At present we are not approaching as 
rapidly as we should be to the place where 
this kind of interpretation can be mechan- 
ically performed with confidence. I look 
to see this skill develop with increasing 
rapidity, however, and my discussion of 
the topic from this point on may be con- 
sidered to be in part prophetic. 


Interpretation of Findings 

In the first place we have used gross 
measures far too naively. We have inter- 
preted weight simply from the standard 
of the average of weights for the age and 
height of any givers sex. We have fre- 
quently interpreted lung capacity in the 
Same way. Perhaps even only from the 
average for height. When one considers 
the fact that individuals differ in their 
constitutional types just as much as do 
animals, and that we haye, as it were, 
human draft horses and human race 
herses, each of whom should be judged 
from standards developed around his own 
type, the futility of using general aver- 
ages of all types as the standards for all 
can be seen. 

These types, however, should be judged 
quantitatively, not just qualitatively by 
inspection, It is possible that in the age 
range of 11.to 17 separate standards 
should be prepared for the different phys- 
iological age groups, though it would seem 
that these can safely be reduced to two 
without appreciable loss in accuracy. 
Norms for the different races should prob- 
ably, be, developed imdependently, From 


the standpotnt of the interpretation of 
measurements, what does this involve? 


In the use of weight it involves at 
least the usimg of such skeletal measure- 
ments as height, a chest dimension, and 
width of hips, together with a measure- 
ment of bome size such as width of knee 
and elbow; amd, for more refined stand- 
ards, measurements of fat and subcutane- 
ous tissues and muscular girths. For 
predicting lumg capacity, at least height, 
width of hips, and weight should be used, 
and possibly others. We know less as 
yet about the best variables for predict- 
ing dung capacity than we do about those 
for predicting weight. 

To utilize these various measurements 
one needs to develop the algebraic for- 
mulae known statistically as regression 
equations, which are, briefly, equations in 
which the unique contribution of each of 
these measurements to the total is added 
with its proper weighting. The use of 
such formulae enables us to reduce very 
much the width of what may be called 
the band of normality; that is, instead 
of having to allow, perhaps, 7 to 10 per 
cent on either side of the average for 
normal variation, this may be reduced to 
2 or 3 per cent. 


Finding Causes 


If one finds in such determinations of 
weight that the individual is significantly 
under or over weight, the next step in 
the interpretation of measurements is to 
endeavor to ascertain why. Is it be- 
cause he is malnourished and lacks fat? 
Is it because he is underdeveloped sl 
lacks muscle? Is his metabolic rate too 
high? Is it something concerned with 
his glandular combination? The proper 
interpretatiom of measurement will an- 
swer. some Of these questions, and I am 
confident that further developments in 
the near future will enabl2 us to answer 
more of them. Dr. Franzen will speak 
more at length upon certain interpreta- 
tions of this tyne. 

In the interpretation of the results from 
lung capacity, we know relatively less. 
We do know, however, that a lung ca- 
pacity larger thon average seems to have 
no significant advantage so far as health 
is concerned. A lung capacity developed 
from such regression equations, that is 
10 per cent or more below the average, 
is significant. however, and should make 
desirable a further medical examination. 
Lung capacity. like motor tests, however, 
is not applicable to the too young be- 
cause of the fct that it involves an ele- 
ment of intelligenc: and cooperation, so 
that the very young do not give a normal 
test. It certainly is not applicable in the 
preschool ages. 


Suc vested Short Cuts 

This looks like a complicated program. 
For administrative purposes, however, it 
is frequently desirable and possible to 
short-cut it. If this is desirable, I should 
recommend 2 process such as the follow- 
ing at the time of the general medical 
examination : 

1. Record the age, sex, height, weight, 
and the mest important single skeletal 
measurement, and quickly check for nor- 
mal weight. “his can be done with co- 
ordinate charts. 

2. Do the same for lung capacity. 

3. Measure the thickness of the skin, 
fat, and other subcutaneous tissues in at 
least one place. 

4. Use a Sirmmule motor test. preferably 
a test of stremgth. This can be done jin 
the age ranges where a maximum con- 
traction cam be made, at least in the 
years from eight or nine up. The chin- 
ning type of motor test, such as is ex- 
emplified by pulling downward upon a 
spring dynamometer gives an index of 
strength whicla correlates 90 with total 
strength takem with a more complete bat- 
tery of tests. This motor test will give 
a rough check On muscl? girths, for there 
is a very high correlation between the 
eross section of muscle and streneth. 
Practically everything that is told by the 
motor test cam b2 told as adequately by 
measurement. but it involves much more 
arithmetic amd more time. 

Where these four items fall within the 
band of normality, pass the child and do 
not take the time for more complicated 
and refined tests. Wher? the results fall 
outside of this bond of normality, how- 
ever, then bring in the child for other 
measurements and, at the same time, for 
a more complete medical examination, 
and endeavor to ascertain the cause of 
the deficiency, if indeed such a further 
examination will reveal one. More re- 
fined measurements may reveal that the 
child is quite mormal. 

May I poimt out that the motor test 
and some of the measurements of girth, 
in addition to giving information about 
the child are also valuable as motivators. 
Many of the older ones here recall the day 
of the old anthropometric chart, in which 
a vast number of measurements were 
plotted on a percentile scale, and many 
of us rmember how these served to in- 
terest the individual in his own develop- 
ment. At the present might it not be 
true that a chart which showed the per- 
centage deviation from the individual’s 
own norm mie¢ht be similarly useful? 

There is, Of course, no reason why it 
would be inad visabl: to take all the meas- 
urements on all children and to work out 
the norms im detail, except for the ex- 
pense in money and time. 

May I suggest further that there are 
relatively easy approaches to further 
functional measurements that will add 
to the picture and aid us in using meas- 
urement to. assist in the functional or 
physiological diagnosis suggested yester- 
day by Dr. Prank. 

Questions of what should be the ideal 
rather than the normal, and questions 
as to the relationship of body type of 
children to disease can also be solved 
but cannot be discussed in the time at 
our disposal. 

In a word, the interpretation of meas- 
urements must be as individualized in 
its emphasis as is the clinical diagnosis. 
We need to get away from a mere mass 
evaluation, Look .at the child, compute 
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the norms for him, then weave the whole 
together into one picture integrated with 
his medical examination, his observed and 
tested motor and emotional] behavior, and 
draw conclusions only from the completed 
examination mosaic. ‘(Applause.) : 

CHAIRMAN FREEMAN: The subject 
of Subcutaneous Tissue will be discussed 
by Dr. Raymond Franzen, research di- 
rector, school health study of the Amer- 
ican Child Health Association. (Ap- 
plause.) 

Subcutaneous Tissue 

DR. FRANZEN: The subject deserves 
consideration among the others relating 
to the measurement of physical status, 
for two reasons: First, because in trying 
to diagnose a nutritional status, an esti- 
mate of weight made on the basis of va- 
rious other bodily factors offers the rea- 
son for the actual weight and leaves too 
little as a residue. That leaves us the 
problem of developing some means of de- 
tecting individual variations which may 
be attributed to differences in putritional 
treatment. . 

The second reason is that an analytic 
study of medical opinion, when many 
experts are allowed to view the same cases 
over a period if time, indicates, first, that 
those cases that are considered by this 
combined medical opinion to need treat- 
ment, are cases that are low in terms of 
subcutaneous tissue when measured by 
careful objective means,» As a parallel to 
that, a further study of these cases would 
indicate that when medica] authorities 
disagree about the amount of subcutane- 
ous tissue, when you find their judgment 
varying together with their errors in re- 
gayd to subcutaneous tissue, those errors 
are large, as we would expect, because the 
matter is a very difficult one, involving 
as you all know, various aspects of the 
conditions, firmness and amount. 


Measurement of Subcutaneous Tisste 

Since the study is necessary, I would 
like to say what I consider paramount 
diametric facts regarding the measure- 
ments of these softer tissues. First, may 
it be done? Is it possible to use a caliper 
or a tape with regard to girths in such 
a way as to attain the same measure- 
ments? The answer is yes, it can be ob- 
jectively done, even regarding folds of 
subcutaneous tissue, picked up in certain 
ways by different examiners using calipers 
with constant spring tension. We get 
relationships of individual differences 
which are as reliable, for instance, as 
ordinary determinations of blood pres- 
sure, much more reliable than ordinary 
estimates of amount as made without that 
help and much more reliable than ordi- 
nary agreement of conclusidn by the use 
of tuberculin test or any other element 
you might choose. You could say the 
reliability is sufficient to consider further 
attention and further study. 

The second general question would be, 
is. it a generalized trait? That is, does 
it refer to the organism or is it a specific 
measurement of the specific area chosen? 
In obtaining estimates from various areas 
and obtaining them from examiners at 
the same time, correlation is indicated to 
a high degree of relationship. Children 
who are not on the upper side and have 
wide positive deviations in one area have 
wide deviations in another and from both 
examiners. 

The third question is as to whether. it 
agrees with former concepts. We can say 
definitely that medical opinion, when it 
is based upon quantitative measurements 
made with calipers in this manner, tend 
to agree very much more than the med- 
ical opinion of those same cases done 
without. that aid. That is, judgments 
made, by the cases and judgments made 
about the subcutaneous tissue are very 
much more in agreement and correlate 
very much more highly with others which 
are ascertainable, and which we could 
reasonably assume to he correlated with 
this condition. 

I therefore feel that further work in 
the determination of. measurements and 
study of the process and means of using 
objective estimates of the condition of the 
softer tissues will lead to a better routine 
measurement for estimating the result of 
nutritional treatment. ‘(Applause.) 

CHAIRMAN FREEMAN: The final dis- 
cussion will be by Dr. Milo Hellman, re- 
search associate in physical anthropoligy 
in the American Museum of Natural His- 
tory, on “Tooth Occlusion.” (Applause.) 


Tooth Occlusion 


DR. HELLMAN: In the appraisal of 
physical status, the teeth seem to play 
a double role. One is assured; the other 
is real. As a dentist, I was taught that 
a dentition is in mormal occlusion when 
it is composed of 32 teeth evenly aligned 
in their respective dental arches and in 
perfect relation to each other.. This idea 
still prevails. The concept of normal va- 
riation is not usually recognized. On this 
account, any sort of deviation in number 
and in position of the teeth is considered 
as abnormal when their occlusion is 
appraised. 

In the course of development, many fac- 
tors appear which spoil this idea] of nor- 
mail occlusion. For instance, variations in 
the speed at which teeth erupt, variations 
in the time when the deciduous teeth are 
shed-and variations in the sequence of 
succession ef both deciduous and perma- 
nent teeth tend to obscure the ultimate 
picture of normal occlusion. Many den- 
tists, unacquainted with the variability of 
the natural course of events occurring in 
the progress of dental development, are 
apt to consider these stages aberrant and 
classify them as abnormal. This is why 
the usual survey of children’s dentitions 
often ends with an exaggerated estimate 
of the abnormal. 

A careful investigation of a group of 
1,106 children in New York City revealed 
the fact that the prevalence of dentitions 
with normal occlusion was surprisingly 
higher than the estimate usually given. 
For example, at the age of four the per- 
centage of the normal in occlusion was as 
high as 67. Just contrast this with the 
10 or 15 per cent usually given. But the 


interesting feature is that this percentage 
is not stable. 


It decreases with age, so 





that at eight in girls and at nine in boys, 
it was less than half. But after this age, 
the normal is again on the increase, but 
does not reach the same level as before. 
The inference is that, as the deciduous 
teeth were being shed and the permanent 
teeth were beginning to erupt, the den- 
titions appeared less normal. But with 
the progress in eruption of the permanent 
teeth after the deciduous had been lost, 
the normal in occlusion appears: more 
often. 

Another assumption which is bringing 
about some confusion is that concerned 
with the causes of malocclusion. Because 
malocclusion of the teeth in children is 
often found associated with apparently 
insufficient growth in certain parts of the 
face or jaws, the general assumption is 
that malocclusion is caused by arrested 
development. The phenomena of retarda- 
tion and acceleration are usually not taken 
into account. As a consequence, when ar- 
rested growth is diagnosed, early ortho- 
dontic treament is advised for the pur- 
pose of stimulating it by mechanical 
means. Cumulative evidence, however, is 
now rapidly increasing in support of the 
observed fact that many children exhib- 
iting apparently insufficient or unsatis- 
factory development of certain facial or 
dental features at a period of retardation 
tend to make up considerably by a later 
spurt of growth, provided they are left 
alone and not hampered by orthodontic 
interference. 

If this view would only gain wider rec- 
ognition and endorsement, it is quite cer- 
tain that the incidence of malocclusion of 
the teeth would not appear so high and 
that the number of children now thought 
to be in need of immediate orthodontic 
treatment would be greatly reduced. (Ap- 
plause.) 

CHAIRMAN FREEMAN: Im fairness to 
the second part of the program, we shall 
defer discussion from the floor until after 
the second paper has been presented. 
There will be opportunity for all of those 
who care to raise questions or to discuss 
the paper at the close of the discussion 
of the second topic. We shall proceed at 
once to the second main paper of the 
afternoon and then will return to the 
discussion of both papers at the close of 
the formal discussion of this one. 


This paper is upon mental status and 
will be delivered by Dr. Douglas A. Thom, 
director division for mental hygiene; Mas- 
sachusetts Department of Mental Dis- 
eases. (Applause.) 


Mental Status 
DR. THOM: Mr. Chairman, Ladies and 
Gentlemen: The 17 separate contributions 
made by the various members of the sub- 
committee on mental growth and devel- 


opment have been considered collectively 
for presentation to the eommittee. They 
inelude comparatively little new or un- 
published material, but this was not the 
function of the cammittee, nor could it 
have been expected of any scientific group 
in. the time allotted for the work. ‘The 
effort was directed, rather, to organizing 
such facts as are accepted today: in a 
manner that will render them useful to 
an intelligent and interested public. Much 
of this material will undoubtedly be re- 
vised and perhaps discarded during the 
next few years, yet for the moment it 
represents the efforts of those best quali- 
fied to write the history of mental growth 
and development. 

The material divides itself rather nat- 
urally into the following groups: (1) 
Mental. growth in infant and child; (2) 
Measurements and the variations of in- 
telligence; (3) Development of motor skills 
and language; (4) Behavior, personality 
and -habit training of normal children, 
and (5) Other factors influencing mental 
growth, i. e., nutrition, physical develop- 
ment, pre-maturity and structural and 
functional disturbances of the nervous 
system. It must be remembered that the 
individual contributors were limited as to 
space and could include only the most 
pertinent material, and that even this 
had to be scrutinized and edited in order 
best to meet the needs of the conference 
report as a whole. In the following re- 
port, therefore, I have been able to out- 
line only briefly the trend of thought 
taken by the contributors. 


I 
Mental Growth in Infant and: Child. 


Although the mental and physical wel- 
fare of childhood cannot be considered 
altogether apart, our present concept of 
mental growth is still comparatively new. 
Unlike physical growth, which can be 
measured by comparative observation of 
changes in dimension, bulk and form, 
mental development: must be measured by 
observation of the emergence of new pat- 
terns of behavior @@&ction in relation to 
age, physiological and anthropological 
facters. 

Behavior development proceeds‘ at a 
sufficient rate before birth so that even 
the infant born eight weeks prematurely 
has a fair chance of survival, and it con- 
tinues at such a rate during the post- 
natal period that weekly and even daily 
increments of behavior may be observed. 
This development proceeds by successive 
stages, which merge with each other al- 
most imperceptibly, and yet are suffi- 
ciently distinct to enable us to observe 
that during approximately the first 40 
weeks of post-natal life a high degree 
of organization of the patterns of per- 
ception, prehension and manipulation 
takes place; that during later infancy, 
up to the age of 2 years, locomotion and 
language development is prominent; and 
that the period of early childhood, from 
2 to 6 years, is marked by fundamental] 
acquisitions in every field of behavior— 
motor, language, adaptive and personal 
social. 

As these behavior patterns are so con- 
sistent and lawful in their emergence, 
sequence and variation, they can be for- 
mulated in relation to age and other 
associated factors for the establishment 
of diagnostie indices by which the tempo, 
trend and configuration of individual 
mental growth can be determined. These 
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formulations are still in a rudimentary 
stage and normative criteria must be used 
with due clinical caution and supple- 
mented with clinical judgment; moreover, 
as the status of development at a given 
moment is less important from the stand- 
point of child health and proieciion than 
the growth characteristics of the indi- 
vidual career, accurate determinations 
can be made only on the basis of periodic 
re-examination. Even with our present 
techniques it is, however, possible - to 
make a diagnosis of many cases of mental 
Gefect, mental superiority and inferiority, 
and of conduct: deviations in early life, 
and it is to be expected that with con- 
tinued statistical and experimental prog- 
ress, the prediction of behavior develop- 
ment will be possible. 

Inasmuch as behavior is also a subtle 
and sensitive index of physiological and 
dynamic status, behavior norms may be- 
come the criterion for discovering and for 
supervising conditions’ of physical health 
and disease, and their application need 
not be restricted to the diagnosis of ma- 
turity as such. 

The study of behavior thus becomes of 
special importance to preventive medi- 
cine and particularly to preventive and 
supervisory pediatrics. Indeed, the pedia- 
trician may be said to have a vested 
interest in infant behavior, for develop- 
ment, quite as much as disease, falls 
within the theory and practice of his pro- 
fession. The whole tendency ef modern 
science is toward concepts which stress 
and preserve the unity of the individual; 
and if pediatrics continues its present 
Position as a regional specialty converg- 
ing the resources of general medieine and 
biology upon infancy, it can scarcely 
avoid a fundamental reckoning with the 
problems of human behavior. 


Measurements and Variations of Intelli- 
gence 


In contradistinction to mental growth, 
conceived of as embracing the develop- 
ment of the entire psychic life of the 
child, intellectual growth may be defined 
in terms of the child's’ ability to see mean- 
ings and think in terms of abstractions. 


Within the past 100 years extensive ex- 
perimentation has been carried on in an 
effort to develop tests by which the gen- 
eral intelligence of the individual can be 
measured. ‘The early tests—limited. as 
they were to such elemental functions as 
sensory discrimination, perception, reac- 
tion time. rote memory, and motor co- 
ordination—largely failed, the individual 
differences which they brought out corre- 
lating but. slightly with intelligence as 
judged by ordinary standards. Toward 
the beginning of the present century, how- 
ever, the shift in experimentation to tests 
of imagination, attention, and coniprehen- 
sion, suggestibility, logical memory, lan- 
guage functions, common information, and 
ability to discriminate concepts, detect 
absurdities, and solve problems, proved 
sucessful beyond expectation. They are 
still the basis of the numerous adaptations 
and imitations in use throughout the civi- 
lized world today and have not only given 
us a means of distinguishing between the 
retarded and the superior, but have. en- 
abled us to know approximately the aver- 
age mental age of maturity, the incre- 
ment of growth to be expected in the in- 
dividual, and the degree and type of gpu- 
cation suitable for him. 


The method of intelligence testing is es- 
sentially nothing more than a method of 
sampling the various intellectual processes 
and estimating the intelligence as a whole 
on the basis of these smal! samplings: 

Such tests have proved of incomparable 
usefulness— : 

1. In schools, te aid in classifying pupils 
and in deciding doubtful cases of premo- 
tion. 

2. In vocational guidance, to determine 
the advisability of training for vocations 
requiring a certain minimum of intelli- 
gence. 

3. In the study and treatment of the 
problems of individual children whether 
sub-normal, delinquent, or gifted. 

4. In various industries, to eliminate 
those candidates who are below the re- 


quired standard of mentality. 

5. In sociology, to provide objective 
standards for the comparison of various 
groups. 


6. In research in various fields. 

In all of these uses the danger of mis- 
interpretation of the test results must, 
however, be constantly kept in mind. The 
tests at best reach only certain. aspects 
of intelligence, and in practical problems 
the determining factors may be special 
abilities or disabilities, or other aspects of 
personality, or even external circum- 
stances; moreover, they measure “native” 
endowment only by inference and some- 
what uncertainly; and the apparent def- 
initeness of the numerical findings is 
likely to be misleading. Even the simplest 
tests can be reliably administered. and 
safely and adequately interpreted only by 
persons with specialized academic train- 
ing as well as considerable clinical ex- 
perience. Particularly in those cases in 
which an important decision with regard * 
to the future of the individual child is in- 
volved, the test score should be thought of 
only as a point of departure to be sup- 
plemented by medical and social case his- 
tory data, by tests of educational accom- 
plishment and special aptitudes, and by 
further observation and study. 


Mentally Superior Chiidren 

In a consideration of mental] superiority, 
the distinction must be made between 
general and special ability. 

Contrary to traditional belief, general 
superiority of intellect is today thought to 
occur in individuals who are also supérior 
in other respects, as, e. g., physica] health, 
and social adaptability; that is, the in- 
tellectually superior child who is sickly, a 
poor mixer, or otherwise inferior is con- 
sidered not the rule but the exception. 
The superior child may, be expected to 
maintain his superiority in adult life and 
when he fails to do so the cause is usually 
to be sought in other than intellectual 
factors, such as faulty emotiona] adjust- 
ment or untoward accidents. 
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Specialized superiority 15, for example, 
in music or computation, seems to be Jess 
clearly related to other desirable qualities. 
The fact that special abilities are by no 
means perfectly correlated with general 
intelligence loses some of its significance 
in the light of observations that without 
superior general intelligence, special abil- 
ity in some one of these lines inevitably 
falls short of really great achievement. 


Inferior Mental Development 

Generally speaking, it is the higher 
grade of mental inferiority that is in- 
herited, but the nature of its development 
in the individual—i. e., whether the rate of 
growth is abnormally slow, whether it is 
constant or tends to decraese, or whether 
the maturity level is abnormally low— 
has not yet been satisfactorily determined, 
and the ultimate eourse of development in 
the individual child can therefore not be 
predicted. 

The development of pathological types 
and degenerative states is even less pre- 
dictable, for here the irregularities are re- 
lated to the specific nature of abnormality 
in each case, to the age at which the 
pathological lesion occurred, and to the 
initial hereditary endowment 

The irregularity of individual develop- 
ment is equally unpredictable in the 
border-zone group, for in later childhood 
these individuals fan out into several qis- 
tinguishable types: 

1. Individuals whose development slows 
up rapidly and ceases early and who 
ultimately rank as feeble-minded. 

2. Those whose development, though 
slow, continues far into adolescence and 
who finally rank as very dull normals,, 

3. Those who, even as adults, continue 
to be thought of as borderline, either be- 
cause their general mental development 
ceases at that level or because while nor- 
mal in some respects, they show them- 
selves sub-normal in others. 

Concerning “The Effect of Education 
upon Mental Development,” it may be said 
in general that slowly accumulating evi- 
dence seems to indicate that the child's 
mental development may be enriched and 
accelerated to a very material degree by 
the application of more effective methods 
of instruction. 

That there is a relation between socio- 
economic status and mental! traits was ob- 
served by Binet very early in the history 
of mental testing. From studies made 
among children classified acording to pa- 
rental occupations—both in this country 
and abroad—it has been found that in 
most respects children from the upper 
classes have the lead, particularly in lan- 
guage tests, while the children from the 
lower classes seem to have the lead in 
tests of motor ability. 

The evidence as to a possible relation 
between socio-economic status and so- 
called personality or character traits is 
much less clear-cut. It is probable, how- 
ever, that with the development of more 
adequate methods of defining and de- 
scribing the factors involved, relationships 
not yet apparent will be established. 

From the foregoing consideration it is 
apparent that many aspects of intellectual 
growth and development urgently require 
further study. The following might be 
mentioned as among the most obvious: 

1. More exact definition of the spheres 
of usefulness of various intelligence tests. 

2. Clearer discrimination of important 
special abilities and the development of 
tests with predictive value in these special 

elds 

3. More and better test procedures for 
the preschool period including infancy and 
for the early recognition of gifted children. 

4. The relation of general intelligence 
as well as special ability to various in- 
herited and environmental! factors. 

5. The nature and course of inferior de- 
velopment. 

6. The relation of personality traits to 
general intelligence, to socio-economic 
status, and to special achievement. 

7. Additional norms, such as norms con- 
cerning the growth and development of 
the emotional life. 

MI 
The Development of Moter Skills and 
Language 

Individuals differ greatly in the speed, 
strength, and precision of their musculer 
co-ordinations. The magnitude of these 
differences and their persistence over long 
periods of training are sufficient to make 
them of first importance to the individual 
himself and to the teacher, coach, or 
employer who attempts to secure more 
skillful performers. 

Infants engage in an enormous amounf 
of moter activity much of which comes 
as the result ef internal rather than 
external stimuli, and varies in amount 
with the different hours of the day and 
the proximity of execretory and nursing 
periods. Their behavior is characteris- 
tically complex and what are usually 
designated as reflexes appear to be out- 
growth from the more complex mass 
activity. Considerable information has 
been accumulated as to the motor be- 
havior that may be- expected of the in- 
fant and pre-school child, but thus far 
no satisfactory motor index has been 
obtained. 

Study of the motor behavior of the 
school child includes new problems deal- 
ing with general motor ability, tendency 
toward specificity specific of skills, basic 
motor capacities and influence of train- 
ing, and in adolescence the interest turns 
toward the question of aptitudes and vo- 
cational success. 

Studies on activities involving the co- 
ordination of muscles tend to show a fair- 
ly high correlation in activities involving 
large muscles and again a tendency toward 
specific skills in activities involving sma)) 
muscles. 

The general findings seem to show that 
although practice and training improve 
motor performance, unless two different 
performances have elements or methods 
of procedure in common, there is usually 
very little transfer of training from one 
performance to another. 

The ‘development of language, one of 
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the most complex of motor skills, has, in 
the past 10 years, been the subject of an 
increasing number of studies pee ae with 
the preliminary stages of vocalization as 
well as with the relation of language de- 
velopment to other phases of develop- 
ment. 

Normally the understanding and use of 
language develop together and the age 
at which sneech develops has a high cor- 
relation with intellectual developniens. 

Disorders of speech may be classified as 
(1) delayed speech, (2) defective speech. 
(3) stuttering. Although delayed speech 
is frequently a symptom of general men- 
tal retardation, it may be caused through 
deafness, nrolonged illness, or .emotion.l 
factors. There is apparently a relation- 
ship between speech defects and disabili- 
ties in reading, and various devices have 
been discovered which are successful in 
the training of nonreaders. 

Further study in these fields is needed 
(1) on the relation between motcr be- 
havior and. intellectual d~elonment, 
physical growth, personality traits, and en- 
vironmental factors; (2) on the relative 
Significance of aptitude and training in 
industrial problems; (3) on a description 
of what really takes place in the simplest 
type of learning and on the relative effi- 
ciency of verbal as against visua!] instruc- 
tion; and (4) on sound production and 
intonation of young children, and on 
language development in general. 


Iv 


Behavior, Personality and Habit Training 
of Normal Children 


The general significance of behavior as 
& means of measuring growth and devel- 
opment and the general trend. of changing 
behavior patterns in the infant and young 
have already been indicated. All 
through the period from childhood to 
- adulthood, development in the normal 
- child is marked by distinctive behavior 
reactions, characterized by the individ- 
ual’s increasing ability to care for him- 
self and meet his needs. 


Personality—although a popular rather 
than scientific concept at the present 
time—may be regarded as the sum total 
of all the patterns of behavior mani- 
fested by the individual. Efforts to clas- 
sify personality according to type or trait 
. date back as far as the time of Hippoc- 
. rates, but the present conclusions seem 
to be that (a) most individuals are mixed 
or intermediate in type, only the extremes 
. being clearly differentiated; and (b) that, 
although there seems to be sufficient unity 
in individuals to enable us to judge their 
personality as a whole on the basis of 
certain traits, no objective basis for char- 
acterizin® individuals in regard to partic- 
ular traits has thus far been established. 
Neverthe!sss, great progress has been 
made in the study of personality within 
the last 59 years, through increasing rec- 
“ ognition of the fact that the incividual’s 
behavior is determined not only by «in- 
herited equinment, but also by acquired 
characteristics. 

The determinants having to do with ac- 
quired characteristics develop from envi- 
ronment and, by repetition, specific modes 
of response may become habitual. Al- 
though habits, both good and bad, devel- 
op in the individual regardless of guid- 
ance, they can be cultivated, and encour- 
aged or discouraged by traininz. 

When, therefore, the. normal child fails 
to pass through the successive stages of 
developm>nt marked by chanzine behav- 
ior manifestations, and persists instead in 
behavior which is characteristic of an 

i staze of development end which 

: S personality as “childish,” “im- 
mature,” or, indeed, “irresponsible,” the 
cause may often be looked for in his early 
environment and training. 

These factors are of the greatest im- 
portance in the early years of chilhood 
and are, therefore, among the most ‘im- 
portant aspects of parent education. The 
parent supplies the early environment and 
is responsible for the training which de- 
termives the fundamental acquired char- 
acteristics projecting themselves into the 
child’s later life. 

The physician, by virtue of his rela- 
tionship to the family; is already endowed 
with the authority whiéh makes him the 
logical person to educate parents on these 
matters. If he fulfills his resvonsibility 
of supervising the growth and develop- 
ment of the child, he will not confine his 
attention to the physical organism nor to 
the immediate complaint, but will study 
the child as a whole, helping parents to 
meet their problems with reason and 
judgment rather than emotion. 

That the medical profession bas, on the 
whole, failed in this respect is perhaps 
nowhere better illustrated than in its at- 
titude toward sex. The average medical 
mind has taken little interest in the role 
which sexual life plays in the growth and 
development of the human being, or in 
the complexities of behavior in which this 
form of energy expresses itself; and yet, 

- more than any other member of society, 
the physician has a chance to leai parent 
education sanely in its problems along this 
line. He can help the parent to give sim- 
ple, direct, wnemotional answers to the 

. Curiosities of childhood; to understand 
and deal with episodes of exposure and 
the practice of masturbation; and to help 
direct the child’s maturing sex energy into 
proper outlets. Logically, the control of 
these great issues of socia] health belongs 

. in the hands of the medical profession, 
but it will not be placed there as long as 
the medical profession continues to be 
traditional rather than thoughtful in its 
attitude towards the problems of human 

_ beings. 

Vv 
- Other Faetors Influencing Mental Growth. 
Nutrition 


It is generally agreed that there are 
practically no data available based on 
carefully controlled studies of the effect 
of faulty nutrition on mental develop- 
ment. The question of whether the tis- 
sues of the central nervous system are 
affected by malnutrition in such a way 
as to cause temporary or permanent dam- 
age, wii’. ~-sultant observable changes in 
the ing..idua¥s mental. development, is 


answered by two outstanding and oppos-. 
. o 


ing views: One is to the effect that de- 
velopment of the central nervous system 
is either unaffected or accelerated by nu- 
tritional deficiencies; the other, that nu- 
tritional disorders are the cause of or are 
accompanied by mental dullness or re- 
tardation. 

Superficially, malnutrition may seem to 
be responsible for mental retardation, 
when in reality it is not a primary fac- 
tor and serves only to obscure the initial 
cause. This is illustrated in cases in 
which the chiid’s living conditions, per- 
sonal attention, and maternal care are so 
unfavorable and inadequate that he be- 
comes apaihetic and retuses to eat, to the 
point of scrious malnutrition, his apathy 
at the same time becoming so deeply 
rooted as an habitual form of behavior 
that it may simulate true mental retarda- 
tion. 

An ideal study of the effect of malnu- 
trition on mental development postulates: 

1. More exact medical definitions of 
types of malnourished children. 

2. Due consideration to hereditary and 
socio-economic factors which might have 
affected the individual's development in- 
dependently of the majnutrition., 

3. An attempt to study individuals dur- 
ing and aiter the period of malnutrition 
with careful retrospective study of devel- 
opment preceding the mainutrition. 

4. Comparative analysis of the effects 
of malnutrition upon the various fields 
of development (such as motor develop- 
ment, tie development of language, etc.). 

5. Differentiation of the effect of mal- 
nutrition on mental development quanti- 
tatively and qualitatively conceived. 

Physical Development 

Although there is a general impression 
among physicians, educators, and others 
who have given some attention to the 
matter, that there is a close relationship 
between mental and physical development, 
and althowgh the pioneer studies of the 
question lent support to this opinion, more 
adequate statistical appraisement of these 
earlier studics, as well as more recent in- 
vestigations, have failed to show relation- 
ships sufficiently close to be of significance 


- in dealing with the problems of individual 


children, except possibly in the case of the 
low-grade feeble-minded. 

There appears to be a correlation be- 
tween mental development and the stage 
of ossification of wrist bones, and be- 
tween general intelligence and dentition. 
The age of puberty seems to be slightly 
correlated with the grade of intolligence 
as well as with other indications of the 
general quality of the organism, such as 
height and weight, but these correlations 
are too low to be carried over to indi- 
vidual cases for prediction; moreover, 
Studies oi precocious puberty show that 
abnormally early incidence of puberty may 
have no demonstrable effect on intellec- 
tual development. 

Reference should be made at this point 
to a statement occurring earlier in the 
report to the effect that studies of intel- 
lectually superior or gifted children re- 
vealed that the majority of these chil- 
dren were likewise superior in physique. 

The influence of prematurity on mental 
growth should also be considered in this 
connection. There can be no simple, gen- 
eral answer on this subject, for prema- 
turity of birth takes place under such a 
diversified array of conditions that, at the 
one extreme there is the certainty of 
pérmanent defect or early death, and at 
the other the full assurance of ultimately 
normal maturity. The various studies and 
investigations indicate that biologically 
age must be reckoned from conception 
rather than from birth. When it is so 
reckoned the cycle of growth of behavior 
is not greatly altered by the displacement 
of the dat: of birth, and the central 
nervous system, unless actualiy impaired, 
tends to mature in accordance with in- 
herent ‘determiners. 

Up to the present time the outstand- 
ing contribution from the studies on the 
relation of mental and physical develop- 
ment has been the demonstration of a 
constancy in the individual rate of 
growth. Whether the individual’s rate 
of growth in height and weight is the 
Same as his rate of intellectual growth 
does not as yet appear.. There is consid- 
erable evidence to indicate that the con- 
stancy in the rate of physical growth is 
more marked than that of intellectual 
growth; it is suggested, therefore, that if 
mental and physical growth are to be 
compared the physical measurements 
should represent a wider sampling, inas- 
much as there is plenty of evidence to 
show that the body may grow in part 
rather than as a unit, and, as has been 
pointed out earlier, that children at birth 
are not at the same stage of somatic-de- 
velopment. 

Following are some of the lines of at- 
tack still open for investigation: 

1. The ratio of the rate of mental to 
physical growth may prove to be con- 
stant for a given jndividual or for certain 
groups. Shou!d this prove to be the case, 
a short series of repeated measurements 
carried out in the early years would serve 
as a basis for the prediction of the fu- 
ture physical and mental development. 

2. Glandular secretions, diet and sun- 
shine have been demonstrated to affect 
physical growth, but knowledge of their 
effect on mental growth (excluding patho- 
logical conditions) is vague, if not entirely 
lacking. 

3. Further neurological studies may at 
some distant time reveal a physical basis 
of intelligence. 

4. Growth curves, with the various meas- 
urements reduced to a basis of common 
age, may throw further light on the 
subject. 

5. When morphological types can be 
determined more accurately and have 
been further studied they may be of 
value in predicting physical development 
and possibly, in turn, mental develop- 
ment. 

6. The’ extent to which the immature 
infant is actually immature from the 
standpoint of behavior is still a subject 
for furiher investigation. 

From the material at hand, all that can 
be stated is, that, when groups are 
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studied, there is found to be a positive 
but low relationship between intelligence, 
as measured, and the physical measure- 
ments studied. The correlation coeffi- 
cients are so low and the amount of over- 
lapping so great that for purposes of pre- 
diction they have no value. 


Structural and Functional Disturbances 
of the Nervous System 


The most frequent injury to the brain in 
childhood occurs in the process of birth 
and here diagnosis of even severe injuries 
during the acute stage is by no means 
infallible, while attempts to _ establish 
diagnosis later are naturally open to ques- 
tion. 

Birth injuries occurring either in the 
normal course of delivery or through nec- 
essary obstetrical interference are thought 
to account for more mental defect than 
any of the acute diseases or accidents 
causing cerebral damage. Such damage 
occurs with unusual frequency in three 
group of deliveries, viz., first-born babies, 
premature babies, and babies delivered 
feet first. Real knowledge as to the in- 
cidence of all types of birth injury and 
resultant cerebral damage will depend, 
however, upon the collection of adequate 
post-mortem data and this will not be 
possible until the present tendency to re- 
gard birth injury as an indictment of ob- 
stetrical method is abandoned. 

Concerning acute lesions other than 
trauma, there is unquestionably a greater 
number of cases in which impairment of 
mental development is due to poisoning 
(notably from lead in paint chewed from 
cribs or toys) than is generally recognized. 
Of far greater importance, however, are 
the cases due to infections. The obvious 
danger in infections specifically attack- 
ing the nervous system (e. g., epidemic 
encephalitis and cerekro-spinal meningi- 
tis) should not obscure the disastrous 
complications which may occur as a re- 
sult of, for example, whooping cough, 
measles, and mumps. 

Most doctors are relatively unfamiliar 
with the methods of recognizing acute 
diseases of the nervous system, aside 
from meningitis and poliomyelitis, and 
most neurologists see cases of this sort 
only after the acute process is over. Im- 
provement in this respect will follow the 
steady improvement in neurological in- 
struction in medical schools. 

When the nervous system has been 
damaged as a result of injury or infec- 
tion, it is probable that no repair takes 
place. This situation demands a type of 
reasoning not commonly used by physi- 
cians. For, although progressive damage 
is not to be expected, and no disease 
exists, thers is a disability present which 
should be described not only for the pur- 
pose of diagnosis but as a means of deter- 
mining the extent to which the eun- 
damaged portion may be best utilized. 
Doctors must become sensitive to edtica- 
tional and psychological problems in order 
to avoid th2 disastrous errors in education 
and the unnecessary mistakes in forecast- 
ing the future due hitherto to inadequate 
study of these cases. 


Conclusion 


It must be clear to those who have 
followed this report that despite all efforts 
to make a scientific approach to the ma- 
terial, we are still handicapped by a lack 
of techniques, standards, and forms with 
which t? measure practically every aspect 
of mental life with the possible exception 
of intelligence; and, ofttimes we are still 
confused as to what we are really trying 
to Laeasure. 

This situation should not, however, be 
discouraging. The absence of scientific 
scrutiny of the material at hand may 
prevent our being dogmatic and may 
make continued controversy inevitable, 
but the fact that many of these issues 
are still considered in process of investiga- 
tion indicates that the study of mental 
growth and development is in a healthy 
state. The abundance of enthusiasm, the 
ever-present atmosphere of optimism, and 
the record of real achievement brought 
about in a comparatively short time, 
should, moreover, stimulate and encour- 
age workers in the field of mental science 
to greater efforts in the future. (Ap- 
plause.) 

CHAIRMAN FREEMAN: Dr. Thom’s 
very comprehensive summary of this part 
of the report will be followed by four 
specific discussions, the first of which is 
by Dr. Arnold Gesell, professor of child 
hygiene, Yale University, on “The Meas- 
urement of Early Mental Development.” 
(Applause.) 

DR. GESELL: Mr. Chairman, Ladies 
and Gentlemen: I have been asked to 
speak especially on the possibilities of 
appraising mental abilities, mental status 
in infancy. On the surface, the possibil- 
ities look none t osy. The infant is 
a sprawling, squirming, almost molluscous 
mass, with a predilection for random ac- 
tivity and unpredictable activity. That 
makes him appear psychologically rather 
inaccessible, particularly if you make the 
error of identifying psychological diag- 
nosis with intelligence measurement. 

We must take a broad biological view 
of the mind if we wish to reckon at all 
with mental appraisal in infancy. As a 
matter of fact, the infant mind, when so 
viewed, is not inaccessible. The mind, in 
biological sense, is as real and almost as 
tangible as the body with which it is 
associated. As such, it has structure. 
That is, as a system of patterns, it has 
as much structure as the body, as much 
form, as much direction and design, as 
much growth capacity and as much 
stability. 

As a matter of fact, one of the most 
impressive things about infant mentality 
is the integrity and the stamina which 
it betrays in spite of a great deal of phys- 
ical adversity and hardship. A mind with 
such stability will in time at least yield 
to biometric study and ultimately to laws 
of prediction and control, just as cer- 
tainly as this is true in the field of phys- 
ical morphology. But we do not need o 
make any contrast between the mental 
and the physical factors this afternoon. 
We can envisage them together and in 


a 


some kind of organic relatton. The anat- 
omists and morphologists have paid us 
the compliment of making excursions into 
the foggy field of personality and I thin 
Dr. Davenport said behavior 1S perhaps 
the most sensitive index of bodily needs. 

If the relation is so organic, then med- 
ically, the appraisal of physical status and 
of mental status must in some way be 
combined, and I believe that the concept 
of growth or development constitutes the 
region, the scientific region in which these 
two approaches may be fruitfully com- 
bined. The main point, it seems to me, 
is that we must come to regard the mind 
as having a living structure, a living grow- 
ing anatomy, which will yield to quanti- 
tative diagnostic techniques. 

The mind or the psyche is a complex 
organ which manifests itself in behavior. 
This behavior, even in the fetus, 
expresses itself in organic patterns. These 
patterns emerge, advance and multiply in 
Obedience to age and in obedience to ’ 
deep-seated maturational mechanics 0 
development. This is a maturational 
plastic individual and this is theoretically 
at least discoverable in spite of the ~~ 
wildering variety of the vestments 0O 
skeleton or core which holds together the 
personality. 


Even Random Behavior Proves 
Orderly 

These patterns can be objectively, even 
quantitatively studied in terms of time 
and space when captured by the cinema, 
where they reveal marvelous orderliness 
in relation to the life cycle. Even random 
behavior proves to be orderly, proves to 
have pattern and certain areas of un- 
predictable behavior prove to be predict- 
able. ek 

One could illustrate this very briefly by 
the orderliness of rcactions to such a sim~= 
ple stimulus as, let us say, & pellet the 
size of a shoe button. They sit an infant 
probably 12 weeks old on the examination 
table. He may spy the pellet. At 1 
weeks, 1e gives recurrent regard to it. At 
20 weeks, there is certain regard. At 24 
weeks, he makes incipient reaching, may 
put his hand upon it. At 32 weeks, he 
approaches it, seizes it, the priority of the 
index finger already. beginning to show 
itself. At 36 weeks this is well defined. 
At 40 weeks, he picks it up with precise- 
ness and begins to exploit it, transfer it, 
may even begin to put it in a bottle. He 
surely does at the age of 52 weeks, and 
so on. Even a kindly pellet is efficacious 
in revealing the lawfulness and orderli- 
ness of this behavior complex and in re- 
lation to tk pellet, one may study pos- 
ture, regard, locomotion, adaptivity, even 
personal, social behavior and as experl~ 
ence has taught me, nutrition, because it 
often goes to the mouth. 

The upshot of this theory of infant be- 
havior is that mental status is not some- 
thing occult or absolutely unique in the 
infant. It represents an area of fact 


to Be 


which can be approached in the same way 
in which problems of nutrition and phys- 


ical protection of the infant have been 
approached. Indeed, mental appraisal 
should not be a thing altogether apart, 
but should be represented in pediatrics. 

Pediatrics is increasingly preventive in 
method. It has become increasingly con- 
cerned with normal as well as sick chil- 
dren and nutritional sickness is commg 
to be envisaged in physiological terms as 
well as purely biochemical. If this healthy 
trend toward integration shown in pedia- 
trics continues, then the appraisal of men- 
tal status will not be too rigidly moved 
into separate camps of psychology, of psy- 
chiatry, but mental appraisal and physical 
appraisal together will become a biolog- 
ical or developmental appraisal, aiming 
at interpretation of growth status, growth 
potencies, and dynamic or health indi- 
vidual differences rather than appraisal 
of ability. 

The deliberations of the morning meet- 
ing in the pediatric education session 
seem to dovetail with the spirit of the 
session this afternoon. Development as well 
as disease is in the purview of pediatrics 
and if we really wish to appraise de- 
velopment, we must reckon with behavior, 
because all things considered, it is the 
most stable and the most inclusive index 
of developmental status. (Applause. 

CHAIRMAN FREEMAN: Dr. Edgar A. 
Doll, director of reasearch, The Training 
School, Vineland, N. J., will discuss “The 
Clinical Application of Intelligence Tests.” 
(Applause.) 

Clinical Application of Intelligence Tests 

DR. EDGAR A. DOLL: Mr. Chairman, 
Ladies and Gentlemen: Intelligence tests 
are indispensable in such practical prob- 
lems as different mental diagnosis, voca- 
tional guidance, educational or industrial 
classification and placement, problems of 
behavior and adjustment, and the like. 
In addition to the degree of intelligence, 
it is important also to determine variation 
in type of intelligence, the presence of 
special abilities or disabilities, the facility 
of neuromuscular coordination, emotional 
control, predominating interests, physique, 
health, educational and vocational achieve- 
ment, and all those factors which play 
important roles in human adjustment, It 
is not feasible in this paper to elaborate 
the advantages and methods of such pro- 
cedures or to suggest those specific tests 
which have already been developed for 
such purposes. This statement is, there- 
fore, confined to the application of intelli- 
gence tests, even though such tests should 
seldom be interpreted independently of 
the other evidence obtained through the 
use of the complete syllabus of clinical 
psychology. Such a syllabus includes, not 
only che examinational aspects of in- 
dividuality, but also the ancestral and de- 
velopmental history of the individual. 

Intelligence tests are broadly separated 
in kind, as verbal tests and non-verbal 
tests. The former require language for 
adminisuration and response, while the 
latter are either totally or relatively in- 
dependent of language. Inéelligence tests 
may also be divided as literate and non- 
literate, that is, requiring reading ability 
for administration and response, or not 
requiring reading or writing. The non- 
verbal tests may be divided as paper and 








pencil tests, and manipulative tests, the 
former being presented pictorially while 
the latter require the use of apparatus 
or concrete materials. These manipula- 
tive tests are usually known as perform- 
ance tests, although sometimes paper and 
pencil tests are also referred to rather 
loosely as performance tests. Intelligence 
tests may still further be classed as group 
tests and individual tests, depending upon 
whether they may be used for the exami- 
nation for numbers of subjects at one time 
or for subjects taken singly. Group tests 
may be used as individual! tests but indi- 
vidual tests cannot ordinarily be used 
with groups. Broadly speaking, intelli- 
gence tests aim to measure the general 
insight or understanding of the subject 
as well as his ability to apply that under- 
standing to the solving of problems. The 
specific mental processes, such as memory, 
attention, discrimination, perception, and 
the like, are elements of the whole. 


In the practical application of intelli- 
gence tests, one is guided by the purpose 
of the examination, the nature of the 
problem presented, and the initial estimate 
of the intelligence level of the subject as 
indicated by preliminary data. For ex- 
ample, one would not use the same tests 
with preschool children as with college 
graduates; neither would one use the same 
tests with aphasics that would be used 
with suojects with good verbal facility. 
Tests which are used with the feeble- 
minded are not necessarily equally good 
with gifted subjects. And in the case of 
emotionally disturbed subjects, much dis- 
crimination is required in the choice of 
tests. It is particularly important not to 
use as intelligence tests those tests which 
are more properly applicable as measures 
of emotionality, special aptitude, reaction 
attitudes, and the like, although such 
tests are of the utmost importance in 
the total clinical psychological study of 
the individual. 

Discrimination Necessary 

Broadly speaking, in the application of 
intelligence tests,.one first estimates the 
general level of the subject in terms of 
age and achievement. Of course the par- 
ticular purpose of the examination is 
also of great importance. In the case of 
subjects whose literacy is above fourth 
grade, one can employ the various literate 
intelligence tests developed for group ex- 
aminations, selecting the difficulty of the 
test according to the degree of literacy. 
Literacy is, itself, in most cases, a good 
first indication of presumptive intelligence 
level but may be misleading because many 
subjects suffer from lack of verbal facility. 
It is good practice to use first the so- 
cailed cycle-omnibus type of test, which 
covers a very wide range and inyolves 
many different sorts of problems, increas- 
ing progressively in both variety and dif- 
ficulty. In all cases it is necessary that 
the examiner be sufficiently skilled in 
psychological examining to be able to 
appraise the probable accuracy of the 
measure in relation to other indications 
of intellectual capacity. Thus. a subject 
with emotional disturbance. or one with 
verbal handicap, may not reveal his true 
intelligence by his performance in a single 
test, and the character of the supple- 
mentary tests will vary according to such 
conditions. 

It is rather futile for present purposes 
to attempt to catalog the various tests 
of intelligence from infancy to superior 
adulthood. What is important to remem- 
ber is that intelligence varies in its ex- 
pressions throughout the entire range of 
mental development so that the content 
as well as the form of the intelligence test 
must vary according to the degree of de- 
velopment. The experienced examiner 
appreciates these problems and is guided 
accordingly by his background of profes- 
sional training and experience. 


Inte: pretation of Kesults 


The results of intelligence tests may be 
interpreted both in absolute and in rela- 
tive terms. The principal devices used 
for this purpose are mental age, statistical 
deviation and intelligence ratio. 

Mental age is the intelligence level as 
indicated by the scores which are average, 
or median, for the successive age groups 
of unselected children on which the test 
has been standardized. Some tests are 
so devised that the score obtained by the 
Subject is directly expressed as the mental 
age. Other tests are so standardized that 
the numerical score must be compared 
with the median age norm which such 
score most nearly approximates. 

Another method of expressing the in- 
telligence is to compare the score of a 
given subject with the norms of his own 
age in terms of statistical deviation, such 
as a certain multiple of the standard de- 
viation or as a percentile ranking. 

Intelligence ratios indicate the relative 
intelligence of the individual as a per- 
centage of the normal and are obtained 
by dividing the mental age of the subject 
by his life age. Such ratios are the in- 
telligence quotient, intelligence coefficient, 
and other indices or relative mentality. 
These ratios indicate the relative bright- 
ness of the subject as compared with the 
normal for his age rather than the ab- 
solute level of intelligence such as is in- 
dicated by the mental age. Thus, a nor- 
mal child has a ratio of 100 and the dif- 
ferent degrees of brightness range above 
and below this point, according to the 
age and mental age of the subject. The 
significance of such ratios must be de- 
termined differentially for each test sys- 
tem. 

It is unfortunate that many of those 
who apply intelligence tests have devel- 
oped a practice of interpreting the results 
of tests somewhat uncritically in terms 
of intelligence ratios, assuming that diag- 
nostically different ranges of intelléctual 
ability are indicated by these ratios. 
Thus, an I. Q. below 70 is frequently as- 
sumed to indicate feeble-mindedness; an 
I. Q. above 130 is assumed to indicate 
giftedness, while I. Q.’s between these 
limits are assumed to indicate different 
degrees of normality. This practice is 
quite unsafe and misleading, and has 
introduced serious errors of mental diag- 
nosis. The boundaries of intelligence 
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found in various categories of mental 
diagnosis are by no means mutually ex- 
clusive. Moreover, the different measures 
of intelligence do not yield identical re- 
sults. A given mental age or intelli- 
gence ratio must be interpreted qualita- 
tively as well as quantitatively. The re- 
liability of the tests, their validity, and 
their diagnostic value must be well es- 
tablished by experimental evidence or by 
empirical observation. 

The practical application of intelligence 
tests, then, is an undertaking which re- 
quires serious professional responsibility 
and skill. Intelligence tests have a wide 
field of usefulness. It is important that 
this usefulness should not be curtailed by 
abuse, resulting from the unprofessional 
administration of such tests for purposes 
for which they were not designed or by 
persons not professionally competent to 
interpret them as well as to apply them. 
Such a warning seems necessary because 
at the present time intelligence testing 
suffers from widespread application for 
for which they are not intended 
persons not technically familiar 
them. Applause.) 
FREEMAN: 











with 
CHAIRMAN 
sions of the use of general or intelligence 


These discus- 


tests will be followed by one on “Recom- 
mendations on the Use of Motor Tests,” 
by Dr. Robert Holmes Seashore, Depart- 


ment of Psychology, University of Ore- 
gon. ‘(Applause.) 

Use of Motor Tests 
DR. R. H. SEASHORE: Mr. Chair- 


man, Ladies and Gentlemen: In re- 
viewing the literature on _ individual 
differences in motor skills, six main points 
of agreement were found. (1) Variations 








between persons are almost always large 
in size regardless of the motor function 
measured ‘2) It is usually found pos- 
sible to ure reliable measures of these 
skills, which indicates that the differ- 
efices are quite stable within any skill. 
(3) Success in practical motor skills de- 
pends upon numerous factors such as 
selection of best work methods, and mo- 


tivation. as well as upon physique. (4) 
In 1 muscle athletic skills there is a 
moderate overlapping of skills in various 
coordinations, that is, a person who ex- 
cels in one athletic event will tend to 
be at least above average in other events. 
(5) In regard to fine muscle skills, the 
experimental evidence shows quite uni- 
formly that the skills are independent 
of one other; that is, a person who 
excels in one coordination would not nec- 
essarily tend to excel in others even when 
the two skills seem to be quite similar. 
In spite of the agreement of evidence, 
there is still very loose interpretation of 
results, often directly conflicting with the 
results, such as speaking of a general mo- 
tor ability when the test scores showed 
the almost complete independence of the 
various skills measured. Furthermore, 
this specificity of skills is borne out by 
the most recent studies which had better 



















control of experimental conditions and 
more accurate measurements, (6) At the 
upper wer extremes of the range of 
motor skills, say in the first and hun- 
dredth percentiles, there is some over- 
lapping of individual differences in fine 
motor skills, but this is not representa- 


tive of the middle part of the range. 

Whether we consider the viewpoint of 
the individual performer or that of the 
emplover, coach, or teacher, the principal 
objective is to secure the most skillful 
performers in each line. This may be 
approached either by selective tests which 
would weed out individuals whose “apti- 
tudes” did not fit them for a given per- 
formance or by diagnostic tests which 
would indicate the difficulties (often rem- 
ediable) which were preventing individ- 
uals from reaching a given level of skill. 

Large Muscle Athletic Skills 

In the case of large muscle athletic 
Skills, both selective and diagnostic tests 
may be recommended. Such batteries as 
the Rogers’ strength index measurements 
and the Cozen’s general athletic ability 
tests would be of aid in dividing groups 
of competitors so that individuals were 
working under conditions which would 
safeguard them from dangers of unequal 
competition and help to insure maximum 
benefits of athletics by striking a proper 
balance between the demands placed upon 
an individual and the achievements pos- 
sible by teamwork. 






The diagnostic tests are not yet as 
highly developed as the selective tests, 
but are used informally by every good 


coach or trainer in analyzing the’ defects 
in an individual's athletic performance 
and outlining the proper methods for 
building up a better form. This pro- 
cedure is difficult because high-speed 
movements are difficult to analyze vis- 
ually, and are still harder to describe ver- 
bally. However, industrial psychologists 
have found it possible to describe move- 
ments employed in factory operations 
and this system could probably be adapted 
to other motor skills. . For finer analyses 
the various forms of sfow-motion pictures 
have been employed. The selective tests 
may be compared to the pioneer exploita- 
tion of natural resources, while the diag- 
nostic tests are comparable to the later 
intensive development of resources. ‘The 
selective tests have come first because it 
was easier to select individuals who were 
already highly developed, neglecting the 
others, than to build up an unselected 
group of individuals to the same levels 
of skill. With our increasing emphasis 
on the importance of recreation in leisure 
time it will probably be necessary to em- 
phasize the building up in order to take 
care of the large numbers of individuals 
who are not highly skilled in the events 
which would furnish them the best ex- 
ercise. 

In the fine motor skills, such as eye- 
hand and ear-hand coordinations, there 
is less agreement, but the experimental 
program can be quite definitely outlined. 
A number of writers still speak of motor 
“aptitudes” in spite of the fact that no 
motor tests have yet been found which 
are basic to more complex skills. It has 
usually been assumed that the faiJure to 














find such basic tests is due to unrelia- 
bility in the early stages of developing 
tests and,to difficulties in securing an 
objective measurement of the criterion, 
as well as difficulties in controlling ex- 
perimental conditions. Two critica] ex- 
periments on the prediction of industrial 
motor skills have been performed in which 
all three of these difficulties were largely 
eliminated, and in spite of that there was 
still no predictability from the motor tests. 
However, in view of the numerous claims 
upholding the hypothesis of motor apti- 
tudes and the practical importance of 
evaluating the selective method of secur- 
ing skill, it is urged that other experi- 
menters repeat these tests under a va- 
riety of well-controlled conditions. Ob- 
jective tests are available and it is pos- 
sible to find industrial situations which 
permit of an adequate tryout. It would 
be well to include the recently developed 
Minnesota mechanical ability tests in such 
a tryout 

In the meantime, the indications from 
laboratory analyses indicate that individ- 
ual differences in fine motor skills are 
dependent upon so many variables such 
as » sense field employed, the pattern 
of movements, and the amplitude of move- 
ments, that we must give these factors 
due consideration. The aptitude hypothe- 
le it is the most known, 
























sis. W generally 
is only one of four or five hypotheses, 
none which seem to be all-important 
in usclives It is therefore recom- 
mend at before motor tests are used 





in an 
guidance they should be furth 
in order to understand whs r the in- 
div \ differences are so stable that 

l ew persons are qualified for each 
skill, 2x whether most persons may 
achieve a high level of skill by proper 
training. The field of motor skills offers 


widespread program of vocational 
r analyzed 











one of the most strategic points of at- 
tack upon the whole problem of individ- 
ual differences, because overt move- 
me are more easily subjected to ex- 





peri ; and fur- 


sntal control and analysis 
grade into other pericrmances 
as intellectual, sensory. and emo- 





activities. (Applause.) 


Utilization of Hereditary Endowments 

CHAIRMAN FREEMAN: The past pa- 
per on the program is by Dr. Esther Lor- 
ing Richards, Johns Hop s University, 
on “Utilization of Hereditary Endow- 





ment.” (Applause.) 

DR. RICHARDS: Mr. Chairman, Ladies 
and Gentlemen: The content of this re- 
port should be of great interest to those 
who have felt that our experience with 


the phenomena of mental life must be ex- 
ter d beyond a study of intelligence 


























functioning The growth and develop- 
n of the instinctive, emotional and 
h life of a human organism are chap- 
ter of psychology as yct unwritten 
Health the measure of an individual's 
adjustment to life with a reasonable de- 
gree of satisfaction and happiness. The 
cor te problem of home a} schoo] is 
to find the level at which t} adjustment 
car ike place at any*g n period in 

i development. Standards and norms 
a y rough determinants of capaci- 
ties and levels We need principles to 


guide us in ascertaining possibilities for 
training a wide range of endowments 
2h environmental and educational 
Parent and teacher energies 
are too often directed toward trying to 
a child fit standards of what he 
to do and be according te what is 
said to be normal for his age. rather than 
in trying to find out what the child can 
do easily and well. Back in 1908 Adolf 
M r, writing in a psychological] journal, 
i There would be far more happiness 





nees 











ana real success in mental hygiene if 
son people would realize that at every 
step every person can do som<thing well 
and toke a satisfaction in doing it, and 
that this satisfaction in somcthing done 


is to be valued at ten times greater than 
the satisfaction taken in mere thought or 
imegination, however lofty A human 
ent iment dedicated to the theory that 
be ior patterns of childhood are fixed 















at 5, 19, or 15 years of age cannot be ex- 
pected to develop initiative in studying 
ways and means to distinguish between 
individual material that must be accepted 
as vitable and mater that is open 
to remedeling. The practical issue of ex- 







perimental research in growth and devel- 

p t of childhood must concern itself 
1 the query: What kind of environ- 
t and training offers any given con- 
ional endowment its be chance for 
velopment? So far education, psychol- 
ogy and medicine have hardly scratched 
the surface of this great problem, be- 
cause we have been so busily engaged in 
collecting data with which to classify 
‘unity life into individualistic groups 
normal, subnormal, delinqucnt, psycho- 
pathic. The tools with which we attempt 
to minister te the needs of these groups 
| a pitiful showing in com) arison 
wi the elaboration of techniques em- 
ployed for diagnostic purposes. Parents 
of 2se kandicapped are not so much in- 
terested in what educator and doctor and 
social scientist call the incapacitating con- 
dtion as in what remedial procedures we 
h. ve to offer, and the probabilities of 
tly:ir outcome. Community consciousness 
ot the real value of scientific techniques 
wit come into being when we can show 
thut they are good not only fos labeling, 
but for practical constructiveness in giv- 
ing individual childhood help and guid- 
ance in planning for its individual needs 
(Applause.) 
















Discussion 


CHAIRMAN FREEMAN: There 
mains time for discussion from 
of these papers, either in the 
questions to those who have 
the main papers, or of remarks. 

DR. ROY G. HOSKINS ‘Boston, Mass.) : 
I think those of us who have been fol- 
lowing the programs of Committee A yes- 
terday and today have sensed there was 
one problem under discussion which has 


now re- 
the floer 
form of 
presented 















not been explicitly recognized by name. 
I think we have all! felt that the discus- 
5io to a considerable extent are on the 
tame thing. Perhaps you have noticed 
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the remarkable change in fashions in the 
program as compared to yesterday. Yes- 
terday we discussed physiological consid- 
eration. Today we are discussing the 
physical status of the child. Why not the 
physiological status of the child? 

The problem I alluded to was almost 
recognized in a question by Dr. Frank 
yesterday, and almost recognized in Dr. 
McCloy’s diseussion today. He pointed 
out that a physieal principle can validly 
be extended to biological system. and 1 
submit the problem that has been under 
consideration implicitly has been the ho- 
meostatic efficiency of the child. By ho- 
meostatis Dr. Cannon means the tend- 
ency of the living organism to maintain 
a stable state. What we want to know 
about the child, comparable to what the 
anatomist wants to know and the psy- 
chologist wants to know, is how much 
ability he has to withstand stresses fall- 
ing upon his homeostatic mechanisms of 
various kinds. 

Yesterday Dr. Frank inquired of the 
physiologists assembled whether it is pos- 
sible to make a physiological appraisal 


of the child. Two past presiients of 
the American Physiological Association 
pleaded ignoranee. For this meeting to 


close without explicit recognition of that 
approach would be a misuse of the mantle 
ef charity. We do need to know in the 
cases of these children we are studying 
just how much ability they have to main- 
tain the physiologic status quo. 


Ability to Maintain Physiologic Status Quo 


As a matter of fact, our information is 
not in such a sad state as the speakers 
yesterday implied. This probicm has been 
under study for years, under the term 
vital function tests. What is needed in 
physiology at the present time. if physi- 
ologists are going to take a fair share in 
this program, is a systematic development 
of such tests. The methodology would be 
to appraise stresses to the organism and 
find out the amount of distortion. You 
impose a strain on the carbohydrate me- 
tabolism and you mention the amount 
of distortion thereby produced. That 
Same principle can be extended very 
widely in the study of children. and I 
think Dr. Frank is quite right in the im- 
plications of his question. If there is the 
genuine lack in the physiological litera- 
ture confessed yesterday by Dr. Carlson 
and Dr. Cannon, it should be made up. 

CHAIRMAN FREEMAN: You have had 
a proposal for filling in one of the gaps. 
Are there any ether proposa!s? 

DR. GEORGE D. STODDARD (‘Iowa 
City, Iowa): There is one part of the re- 
port as written into the tentative record, 
and which has been picked up two or 
three times here today, that some of us 
on the committee are not quite in agree- 
ment with. One is the re ence to the 
place of pediatrics in dealing with the 
behavior problems of children. It seems 
to me that, since the pediatricians are 
largely assembled in another room at this 
time, and since they will have access only 
to the responsible and written record. that 
certain qualifications should be made. 

We expect the pediatrician to retain ex- 
ceedingly high standards from the stand- 
point of medicine. That brings to mind 
two very pertinent questions: First, Is 
there anything in the past training of the 
pediatrician which would qualify him to 
study the behavior of children, mental 
hygiene, family relationship, or sociology 
in general? Those of us who are in that 
field, or in any aspect of it, believe its 
province of diagnosis, of treatment, and 
investigation and follow-up are just as 
difficult and ‘just as professional as the 
medical practice of the pediatrician. 

Secondly, is there any real indication 
that the pediatwieians as a group wish to 
extend their practice to that aspect of the 
field? If they do, are they prepared in 
their medical training to take on psy- 
chology and psychiatry, behavior problems 
of children, sociology and related studies? 
If not, it would be dangerous for the 
pediatrician to enter this field at a pro- 
fessional level. 

I submit that the pediatrician at the 
present time is not qualified to enter this 
field of mental hygiene, of sex education, 
or of behavior, and if he is so qualified, he 
should be held up to really professional 
standards. 


Some Suggestions to Commiitee 

CHAIRMAN FREEMAN: Might I say; 
with reference to Dr. Stoddard’s com- 
ment, that the report which has so far 
been put out is a preliminary report, that 
this suggestion has been received and is 
being considered and will be considered 
in the final report. 

DR. EDGAR A. DOLL (Vinelend. N. J.): 
We have heard a good deal of reference 
this afternoon and also in other sessions 
on the question ef the importance of socio- 
economic status. Nearly every speaker in 
the fore part of this afternoon's discus- 
sion mentioned its importance. I quite 
agree with them on the question of im- 
portance. They did not mention the very 
great difficulties of establishing Satisfac- 
tory criteria of socio-economic status. I 
suggest that this Committee assume re- 
sponsibility for formulating satisfactory 











criteria of socie-economic status, so we 
may use it as a guide for this work. 
DR. A. J. CARLSON (Chicago, IIl.): 


It is very difficult for people who speak 
as much as D¥. Hoskins and myself to tell 
the truth and the whole truth. When 
the question that Dr. Hoskins referred to 
was put by Dr. Frank, I think I answered 
him that physiologists can help today in 
the physiological appraisal of the child, 
but if he means complete physiological 
appraisal of that child, so far as I know, 
we haven't yet the data to give to the 
pediatrician. We did not confess com- 
plete ignorance, Dr. Hoskins. » 

I have read all the papers contributed 
by the section on mental development. 
The contributors need no praise from me 
and they presumably should submit to no 
restrictions from me. There is only one of 
the papers where I would question the 
advisability of having it go out com- 
pletely in its present form, because I do 
think that when these papers go out to 
laymen, we should be extremely careful in 
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indicating what is fact and what is guess 
or theory. 

I have only one suggestion to make in 
connection with the discussion on the pa- 
pers that have been read. That is, the 
difficulty we have in measuring anything 
of so-called mental life in the very young 
infant.and the difficulty of reading into 
the mood of phenomena or the reaction of 
the child of later experiences. Everywhere 
the fiction writer is ahead of the scientist. 
Mark Twain told us somewhere that he 
told his first lie when he was two days 
old. We can’t afford to say anything like 
that, I think, on the basis of facts. 

Irrespective of theories as to whether 
our brain (and I presume Dr. Gesell meant 
the brain when he spoke of mind as an 
organic unit) whether we think that that 
brain enters at birth in the old meaning 
of tabula rasa or not, certainly our mem- 
ory of what we do think or experience, so 
far as I know, doesn’t go back much 
earlier than the age of one or possibly 
two years. 

I have given some attention to the 
physiology of the nervous system for 30 
years. We know perfectly well that what 
we do experience consciously after we 
begin to have memory is continually being 
modified by the success of experience. 
Even our memory back to the earliest 
childhood impressions cannot be set down 
as certain facts. 





Consequently, it seems to me we dare 
not say scientifically at present that the 
infant putting his finger intdé™his mouth, 
sucking, getting hold of his toe, putting 
it into his mouth and sucking, bending 
hts leg, or even the mother, putting a 
stocking or bootee on the foot, have any 
conscious sex meaning or sex conscious- 
ness in that infant. (Applause.) 


CHAIRMAN FREEMAN: I assume 
that Dr. Carlson’s comment will also be 
considered in the final report. 

Dr. Todd, do you care to. make any 
concluding remarks? 

DR. T. WINGATE TODD (Cleveland, 
Ohio): I had expected, I will admit, to 


meet the death of a thousand cats this 
afternoon, and I again, as the disembod- 
ied voice of the Committee, do very heart- 
ily thank the audience for the sympa- 
thetic way in which they have received 
our report. I, as a simple-minded fel- 
low, never dreamed of ‘homeostasis until 
Dr. Hoskins mentioned it. I thought of 
it as compensation. As for Dr. Stoddard, 
I am going to leave him to Dr.. Thom, 
but so far as titles go, I would ask him 
how does it come that I, who am an 
anatomist. should have wished upon me 
the foster fatherhood of all the illegiti- 
mate children in Cleveland? 

I would like to say, Mr. Chairman, that 
the Committee has pursued its endeavors 


for the last 18 months with remarkable 
singleness of heart and I, one might say, 
shared in common the bowels of compas- 
sionate understanding. The whole pro- 
gram has grown, as you see, from a con- 
sideration of growth through a considera- 
tion development, finally, one might say, 
into human biology and yet that is not 
final, because we have looked into the 
future, where we see before us the whole 
subject of social biology, and if I’ can- 
not give you expressions as I- would like 
of standards on the social side, we physi- 
cians are waiting for the sociologists to 
help us out. 

The work of this Committee, the work 
of this Conference could only be possible 
on the ‘basis of the former Conference 
which have been called on child develop- 
ment and the Committee would like to 
acknowledge that. There is a passage of 
Montaige in which the old man says that 
“he that is highest up hath often more 
honor than credit, for he is got up but 
one inch above the shoulders of the next 
but one.” (Applause.) 

CHAIRMAN FREEMAN: Dr. 
have you anything to add? 

DR. DOUGLAS A. THOM (Boston, 
Mass.): I think perhaps the mental 
health of those here present would be bet- 
ter conserved by my not saying anything. 
I would like, however, to step out of the 
role of being on the Committee to reply 


Thom, 
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to Dr. Stoddard. As a practicing psy- 
chiatrist and one particularly interested 
in the health of children, I feel very 
strongly that the mental health of the 
child is not in the hands of the psychia- 
trist or the psychologist or the specialist, 
but very largely in the hands of the par- 
ents, pediatricians and those people who 
are coming in daily contact with the child 
over longer periods of time. The growth 
and development of the child is not going 
to depend upon a few isolated, highly de- 
veloped laboratories or clinics scattered 
throughout the country, this and others, 
but it is going to depend upon an in- 
telligent medical public who will put over 
to parents the fundamental principles of 
mental hygiene. Until it reaches that 
level where it can be used by the public 
in general, it is not going to be of any 
great practical value. (Applause.) 

CHAIRMAN FREEMAN: I am re=- 
minded of the story which came out fol- 
lowing the war regarding two ministers. 
They had never cooperated before, these 
two, but they worked together very har- 
moniously under the stress of war con- 
ditions. When they finished and parted, 
the one minister said to the other, “I had 
no realization at all that we were so near 
each other. After all, we are all serving 
the same Master, you in your way and I 
in His.” (Laughter.) 

The meeting adjourned 5:20 o'clock. 
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Friday Afternoon, February 20, 1931 
HOSPITAL SOCIAL SERVICE 


HE session of the Committee on Med- 

ical Care of Children convened at 2 
o'clock, Friday, Feb. 20, 1931, Miss Edith 
M. Baker, president of the American Asso- 
ciation of Hospita: Social Workers, pre- 
siding. 

CHAIRMAN BAKER: Slightly more 
than 25 years ago the first department 
of social work was established in a hos- 
pital. During the 25 years or a quarter 
of a century since the beginnings of med- 
ical social work, there have been many 


changes in the institutional practice of 
medicine. Hospitals have increased in 
numbers and in complexity. At the pres- 
ent time there are approximately 6,600 
hospitals. Medical social service likewise 
has increased in numbers and in complex- 
ity. At the present time we have social 
service departments in approximately 9 
per cent of the hospitals in this country. 


Our speaker of the afternoon is better 
equipped than anyone else to tell us about 
the development, the organization, the 
practice of medical social service, their 
educational problems, what are we doing, 
what we should do, how we should do 
it. She has been for 25 years an inspir- 
ing leader in our field, one whose influence 
has been felt from coast to coast. Miss 
Ida M. Cannon, chief of social service, 
Massachusetts General Hospital. 

MISS CANNON: Mr. Chairman, Ladies 
and Gentlemen: The subcommittee on 
Medical Social Service in assembling in- 
formation and in presenting this report 
has had the following purposes in mind, 
i. e., to report: 

1. The extent in quantity and geo- 
graphic distribution of medical social serv- 
ice in medical institutions of the country. 

2. The various interpretations of func- 
tion of medical social service and sug- 
gested criteria ef quality of practice. 

3. Illustrative material showing integra- 
tion of medical and social service for 
special diagnostic groups. 

4. Organization of service with regard 
to special problems— 

(a) Within the institution. 

(b) In the community. 


5. Educational equipment of the per- 
sonnel engaged in this field. 

6. Present facilities for education of 
medical social workers. 

7. Relation of medical social service to 
other professions: 

(a) Medicine. 

(b) Nursing. 

(c) Social work. 

8. Recommendations based on findings. 


Method and Scope 

In order to get some measure of the 
present distribution of medical social serv- 
ice, questionnaires were sent to hospitals 
reported from several sources as having 
social service departments. The depart- 
ments in Army and Navy. hospitals were 
not included as not having children under 
care, nor were the hospitals for nervous 
and mental diseases, since the social serv- 
ice in these hospitals lies in the special 
field of psychiatric social work. The find- 
ings on which this report is based include 
the tabulated material from question- 
naires; information accumulated through 
perso@al interviews; replies to letters writ- 
ten to medical social workers, hospital 
administrators, physicians and others in 
various parts of the country; available 
reports of active committees and the head- 
quarters office of the American Associa- 
tion of Hospital Social Workers, and data 
securea from the special training centers 
for social work. » ° 

Part I 
Extent 

There are known to be 598 social serv- 
ice departments so-called in hospitals 
and dispensaries of the country (594 in 
the United States and four in Hawaii). 
These are usually called “Social Service 
Departments” but in some instances “De- 
partments of Social Work,” or “Depart- 
ments of Social Service and Public 
Health Nursing.” 

Twenty-five departments are in dis- 
pensaries not attached to hospitals. Five 
hundred and seventy-six are in hospitals 
or institutions with small hospitals at- 
tached. 

The special types of hospitals in which 
we find social service departments, and 
the number of the. various types, ex- 


clusive of those for nervous and mental 
diseases, are as follows: 
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The ‘following tables show the distri- 
bution .of social service departments ac- 
cording to the geographic distribution 
of hospitals in which they are located. 
It will be seen that the majority are in 
the northeastern and middle western 
part of the country with a goodly num- 
ber on the southwest coast. 
Geographic Divisions of the United States 


Location and Number of Medical and 
Social Service Departments: 
New England... coc 
Maine . Massachusetts .. 37 


New Hampshire. Rhode Island ... 9 
Connecticut 


Middle Atlantic 

New York . 
Pennsylvania .... 
Eastern North Central 
Ohio 

Indiana 

Wisconsin 

West North Central 
Minnesota 

| EAS 
Missouri 

South Atlantic 
Delaware 

Maryland eee ed 

Dist. of Columbia 
Virginia a 
Florida . ae 3 
East South Centra! .. 
Kentucky 1 
Tennessee .. ae 8 
West South 
Arkansas 
Louisiana 
Mountain 
Montana 
Colorado 
Pacific 
Washington 
California 
Hawaii 


North Dakota 
Nebraska 
Kansas 


West Virginia ... 
North Carolina .. 
South ‘Carolina 
Georgia 


Alabama 
Mississippi 
Central 

Oklahoma 


The bed capacity of 576 hospitals having 
social service is not an index of the 
amount of service, since much of this 
service is medical service that follows the 
patient both in the ward and in the dis- 
pensary so comparable figures on social 
service in relation to dispensary admis- 
sions are not available. The following 
chart concerning the bed capacity of the 
hospitals having social service depart- 
ments is given for what it may be worth. 
Bed Capacity of Hospitals in Which There 

Are Social Service Departments 
No. of Hospitals 
Having, 
No. of Beds Social Service Percentage 
0- 49 49 
50- 99 85 
100-199 201 
200-299 115 
300-499 67 
500-over 59 
576 98.7% 

The above figures show that the group 
of hospitals most served is that with bed 
capacity from 100 to 200, the next largest 
group covered have bed capacity from 200 
to 300. It is of passing interest to note 
that only 152 of the known departments 
were under public auspices supported by 
taxation. One hundred and twenty-five 
are church hospitals, 307 are otherwise 
supported independent of taxation. The 
support of the others is unknown. 

In answer to a questionnaire sent to at- 
tending physicians by the sub-committee 
on hospitals, we find that out of 963 hos- 
pitals, 373 (40 per cent) report social serv- 
ice departments. Five hundred and forty- 
four (58 per cent) report no such depart- 
inent; 2 per cent did not answer. Of 
these, 259 (45 per cent) report that they 
felt the need of a social service depart- 
ment, and 272 (50 per cent) report that 
they felt mo need for such a department. 


14.7° 

34.8 
20.0% 
11.6% 
10.2% 


Six per cent did not answer. The bed 
capacity of those hospitals stating that 
they had no need for social service was 
as follows: 


Bed Capacity of Hospitals Having No 
Social Service 

No. of Hospitals No. of Hospitals 

Reporting No Need Bed Reporting Need 

of Social Service Capacity of Social Service 


Under 49 beds 
50- 99 beds 
100-149 beds 
150-199 beds 
200-249 beds 
250-299 beds 
300-399 beds 
400-499 beds 
500-... beds 


Part It 
What Is Medical Social Work? 


Medical social work as a separate divie 
sion of human activity is more recently 
established and less generally understood 
than medicine, nursing, public health, or 
many forms of social work. Therefore, 
we discuss here briefly the reason for 
the existence of such a service and its 
essential character, purpose, and organiza- 
tion. 

Human disease and defect are never 
isolated, but exist always in a complex 
of personal and environmental conditions. 
These conditions may favor or hinder re- 
covery and must, therefore, be taken into 
account in the treatment of sickness. This 
fact is especially important in the case 
of sick or handicapped children, since 
they are always more or less dependent 
upon others in their group for control of 
their environment. 

Among the factors conditioning the sick- 
ness and handicap of the child, and con- 
ditioning also its treatment are: 

a. Physical, mental and emotional ade- 
quacy of parents and siblings. 

b. Income of family. 

c. Racial and national affiliation. 

d. Living conditions as to housing, 
school, recreation, industry. 

e. Institutions and agencies for treat- 
ment and rehabilitation, such as special 
hospitals, sanatoria, convalescent homes, 
special schools, family and children’s wel- 
fare agencies, public health and nursing 
organizations. 

In many cases these conditions and 
resources even if not wholly favorable or 
adequate, are such that the doctor and 
the family can control them sufficiently 
for purposes of physical restoration and 
reinstatement of the child in social life. 
In many instances they are not. Parental 
inadequacy, proverty, lack of organized 
community resources exist to such an ex- 
tent as to require some specially directed 
effort to study and change them. 

There are organizations for various spe- 
cial forms of social work, all attacking 
in some way the problem of social inade- 
quacy just as there are many medical in- 
stitutions dealing with problems of ill 
health. So close is the relation between 
the two problems that it is fair to say 
that there is always a physical or health 
component in social work and always a 
social component in medicine. Only by 
breadth of understanding and by col- 
laboration of all*those concerned can the 
ground be covered completely. There 
seems to be a subject for special study, 
however, in the relation between health 
and social life, and it is this subject that 
gives rise to the special function of the 
medical social worker. 

When medicine is practiced in institu- 
tions, such as hospitals and clinics, it is 
economy to include in the unit of organ- 
ization for medical service a department 
of medical social work, to study and treat 
the social complications of disease. 

Social study, diagnosis, and treatment 
constitute the fundamental activities in 
medical social practice. Ability to use 
the social case method enables the social 
worker not only to play a part in the con- 
trol of. the sick person's social relation- 
ships at home, at work, at school, etc., 
but also to help the hospital understand 
and individualize him, meet his particular, 
immediate needs and help to win his par- 
ticipation in the necessary medical and 
administrative procedures. 

In every hospital ward for the care of 
children, there should be at least a 
minimum of social history in every case. 
om the basis of which a selection can be 


made of those needing minor social serv- 
ices and those requiring complete social 
study and treatment. The physician 
should be informed of the social elements 
in each case and should be party to any 
“medical social diagnosis.” The medical 
social worker may, however, appropriately 
be used in the selective process, both in 
the securing of social history and in the 
interpretation of its meaning. 

The children who constitute the clientele 
now under consideration as the recipients 
of medical service may be divided into 
the age groups which have certain medi- 
cal and social complications as follows: 
Unborn child, child in post-natal period, 
pre-school child, child of school age, and 
adolescent child. 


Cutting across these groups are the 
classifications by medical diagnosis. These, 
like the age groups, have significance for 
medical work determining its administra- 
tion and in some cases the correlation of 
social factors also. Such clases include 
children with: Malnutrition, cardiac dis- 
ease, diabetes, tuberculosis paralysis, 
syphilis, sight defect, hearing defect, and 
mental defect, etc. 

The social situation of a child at any 
age, subject to any defect or health hazard 
or to none, may upon inquiry be found 
lacking in the security and opportunity 
favorable for the health and development 
of all children. The process of gestation 
and birth in itself is more or less disa- 
bling to the mother, and the child is a 
burden, even if a welcome one, upon the 
personal and economic resources of family 
and community. Sickness-and defect in- 
crease the burden of anxiety and cost and, 
where there is little or no margin of re- 
sources in the family and insufficient sup- 
plementary resource in the community, 
may go so far as to break down the social 
self-maintenance of the family. 

On the other hand, there may be strains 
and inadequacies in the situation originat- 
ing apart from the child but threatening 
the child. Such, for example, is the condi- 
tion in the broken home; the unmarried 
family; the family in which there is 
mental defect, physical handicap, or com- 
municable disease; the over-large family; 
the family with parents emotionally im- 
mature or badly adjusted to each other. 


Stimulating Participation of Patient 

In the case of such inadequacies, the 
effort of medical social work is to 
strengthen the situation by organization 
of suitable personal and material aid and 
by education of the family group to its 
own best possible understanding of its 
needs, self-direction, and use of available 
services and materials. 

Modern medicine more and more re- 
quires the participation of patient and 
patient group in remedy and prevention of 
sickness, for example, in heart disease, 
diabetes, and tuberculosis. To stimulate 
and develop adequate participation is a 
large part of the purpose of medical 
social work. 

Specificially, in formulating and promot- 
ing the medical-social plan for the child, 
the following are objectives of medical- 
social work in appropriate cases: 

a. Its own home for the child whenever 
that is possible. 

b. Its own home proving unsuitable, 
foster home care with safeguards to 
mental, emotional, and physical develop- 
ment. 

ce. Care and training given in suitable 
institutions in certain cases. 

d. Good physical condition of 
(shelter, equipment, etc.). 

(e) Good training in general hygiene 
and habits, physical and mental; respon- 
sibility and understanding in case of spe- 
cial need (e. g., diabetes, tuberculosis, 
heart disease); training in special hygiene 
routines. 

(f) Educational opportunity for the 
child whose schooling is interrupted by 
illness. 

(g) Vocational advice and guidance in 
keeping with physical condition, etc. 

In rendering these services, as above, 
the social worker acts as an ally to physi- 
cian, patient's family, hospital adminis- 
trator, and the community, as follows: 

A. Service to the Physician, as: 

a. Securing such significant social in- 
formation concerning personal de elop- 
ment and history of patient group and the 
conditions in the home, or at school or 
work, as may bear on the medical situa- 
tion; plan for treatment or protection of 
health oi the patient. 

b. Making continuity of medical super- 
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vision in the clinic possible and effective 
by removal of obstacles to treatment and 
by interpretation and instruction of pa- 
tient and parents. 

c. Furthering medical plan by arrang- 
ing for nursing service in the home or for 
convalescent and other institutional care. 

B. Service to Parents: 

a. Interpretation of child’s physical con- 
ditions, social needs, and possibility for 
promoting physical and mental health. 

b. Advice and assistance in carrying out 
doctors' orders that involve social aspects 
of treatment, material relief, use of spe- 
cial schools, recreational opportunities, etc. 

C. Service to Community Social and 
Health Agencies: 

a. Acting as interpreter of the patient’s 
medical situation to social workers, public 
health nurses, etc., interested in hospital 
patients. 

b. Promoting more intelligent use of 
hospitals and clinics by social workers in 
community. 

c. Working with public and private so- 
cial and health agencies to secure more 
adequate community resources for meet- 
ing the needs of children, such as conva- 
lescent homes, public health nurses; edu- 
cation for hard of hearing, the blind, etc. 


Granting the need for medical social 
service in connection with individual care 
of children, the medical institution must 
provide for such services and organize it 
so as to relate it effectively to the medical 
service, and also to the institution as a 
whole. 


The proper size of the staff depends 
upon the size and character of the hospi- 
tal and development of community re- 
sources. No one has answered this ques- 
tion satisfactorily. A staff of more than 
one should have a director, so that pro- 
fessional and administrative responsibility 
may be definitely placed. 


Related Reports 

Appended to this report is a copy of a 
statement issued by the American Associ- 
ation of Hospital Social Workers in 1928, 
defining the “Minimum Standards to Be 
Met by Hospital Social Serviee Depart- 
ments.” ‘This statement was endorsed by 
the American College of Surgeons, which 
has incorporated it into the set of stand- 
ard requirements for approved hospitals. 
It will be seen that the ideas of purpose, 
function, and organization expressed in 
this report are in accord with the state- 
ment as to minimum standards. 


A more detailed discussion of the con- 
tent of medical social case study and 
treatment is to be found in “The Func- 
tions of Hospital Social Service: A Re- 
port of the Committee on Functions,” pre- 
pared by a committee of the American 
Association of Hospital Social Workers in 
1928. This report is based upon a study 
of a thousand case records. It sums up 
as follows the “social factors which ap- 
pear in hospital practice”: . 

“1. Social conditions which bear di- 
rectly on the health of the patient, either 
inducing susceptibility to ill-health, or 
helping or hindering the securing and 
completing of medical care. 

“2. Social distress caused to others by 
the illness of patients; such as loss of in- 
come, neglect of children, etc. 

“3. Social problems not having direct 
cause-and-effect relation to the health 
condition, but collateral to it. Such prob- 
lems would exist independently of the 
sickness.” 


The committee on functions describes 
the process of medical social work in deai- 
ing with these social f:.ctors, and dis- 
cusses its relation to the medical service 
of.the hospital and to social agencies out- 
side the hospital. 


Relation to Other Committees 


It is apparent from the foregoing dis- 
cussion that the interests of medical so- 
cial work cross-section the interests of 
most of the other subcommittees of this 
Conference, both of the medical and of 
the social sections. “Growth and Devel- 
opment,” “Prenatal and Maternal! Care,” 
“Medical Care for Children” all represent 
areas of medical study in which the so- 
cial factors, as we have maintained, play 
a part. The community conditions with 
which “Public Health Service and Admin- 
istration” is concerned constitute a group 
of social factors overlapping largely the 
special area of medical social interests, 
separated from it not so much by nature 
of problem as by the scientific and en- 
gineering method employed by public 
health workers in attacking them. 

“Education and Training’ subcommit- 
tees have much to do with questions of 
child health. “Vocational Guidance and 
Child Labor” names another area of child 
life in which health is a feature, gen- 
erally, and in special form in “hazardous 
occupations, industrial accidents, and 
workmen’s compensation for injured mi- 
nors.” The hospital is the strategic place 
for carly recognition of these conditions. 
“Special Classes” for the handicapped and 
gifted children is 2 subject in which med- 
ica] and social interests become one. Con- 
ditions “Outside the Home and School” 
may get us beyond health to a considera- 
tion of what one does with health and 
with life itself; we sometimes stand in 
need of a reminder that health is not 
an end in itself, but a means to an end. 

The subcommittees on the various han- 
dicapped groups all have their concern 
with health and their contributions to 
make to the subject of medical care, as 
well as their demand to make for the 
contribution of the committees on medical 
eare. This is particularly true of Sub- 
committee B, on “The Physically and 
Mentally Handicapped.” ‘This subcom- 
mittee recommends a program to provide 
early and adequate medical care and edji- 
cation for the handicapped 

Close collaboration is necessary between 
medical services and those services or- 
ganized to give the handicapped child 
compensatory equipment for personal and 
social life. The social agency must have 
personnel alive to indications of possible 
physical trouble and informed as to the 
use of medical agencies, infurmed also as 
to the medical facilities offered by the 
community, and interested to participate 
in the extension of community organiza- 











tion wherever it is necessary, to meet the 
existing need. The medical agency, con- 
versely, must be aware of the facilities 
available, and of those lacking, for the 
provision and maintenance of living con- 
ditions, for education, for vocational 
equipment, and for placement and fol- 
low-up in employment. Unless there is 
constant interplay between hospital, clinic, 
and private practitioner on the one hand, 
and school, placement bureau, family wel- 
tare agency, and child welfare agency on 
the other, there will be a break in service 
which will result in loss of time if not 
permanent incompleteness in the treat- 
ment of the handicapped. 


Part III 
What Medical Social Workers Are Deing 


This subcommittee realizes that the 
duty of medical social service in the pro- 
tection of the child and his health must 
go beyond the children’s hospitals and 
children’s clinics in dispensaries. - This 
purpose to which we are pledging our- 
selves can be served in many ways. Dis- 
ease and social difficulties of parents and 
older members of the family may bear 
heavily on children. A full comprehen- 
sion of the opportunities for protection of 
children that lie back of the “clinical pic- 
ture” of a woman (a mother) with tuber- 
culosis or a man «a father) rendered help- 
less by an industrial accident, brings the 
medical social worker, wherever she is 
placed, into the circle of those who join 
in promoting the purposes of this con- 
ference. 

The pediatrist who wishes to have all 
essential laboratory and clinical facts in 
hand for diagnosis and as a basis for an 
intelligent plan tor treatment should be 
able to secure from a discriminating 
source such “socio-economic” facts as bear 
on the patient’s situation. Many pedia- 
trists in the country are offering such 
challenges to medical social workers in 
their clinics. In many hospitals they are 
responsible for giving to the physician a 
brief summary of the significant social 
facts on each case. In a considerable 
number of places this summary is noted 
on the medical record. 


The well trained and skillful medical 
social worker as a part of the clinical 
team brings to the sick child a special 
awareness of the significance of his en- 
vironmental situation at home, at school, 
at work and at play. For in all of these 
various surroundings there may be found 
physical, moral and psychological factors, 
adverse or advantageous, that should be 
known to the physician—such factors as 
he would have concerning his patients in 
his private office. The sick child in the 
hospital is in special need of this joint 
consideration by physician and social 
worker since he usually cannot give a true 
picture of his social situation and is de- 
tenseless against hazards that may se- 
riously hamper his recovery. In answer 
to inquiry, 48 out of 278 departments re- 
ported that discharges of all children are 
withheld until social information is se- 
cured concerning the conditions to which 
the child is to return. Forty others stated 
that this is the procedure in the majority 
ot cases. In face of the magnitude of 
the opportunities for this sort of protec- 
tion of children, these few instances would 
be insignificant did they not point to so 
important a safeguard to childhood. It is 
also evidence of the joint interest of phy- 
Sician, hospital administrator and social 
worker. The subcommittee can testify 
that the best evidence of a high quality 
of service to children has come from those 
hospitals and clinics where the physicians, 
hospital administrators and medical so- 
cial workers best understand one another’s 
problems and functions and best integrate 
their services. 


Other Studies 
For any adequate measure of what med- 
ical social workers are now doing, it would 
have been necessary to make an extensive 


study which was not possible to under- 
take. Several studies have been made in 
recent years. The report of the functions 
committee of the American Association of 
Hospital Social Workers on a study al- 
ready referred to of 1,000 case records 
rom social service departments from 
various parts of the country gives an 
interesting cross section of interpretation 
of medical social service in the country. 
The Job-Analysis of Medical Social Work 
by Miss Odencranz of the American As- 
sociation of Social Workers, while more 
limited in the geographical area covered, 
gives considerable information concerning 
what is being dome under the name oi 
medical social service, and shows the con- 
fusion of functions of medical social work, 
clinic administration and nursing. 


In answer to the questionnaires sent to 
individual members of department stafis. 
202 report that in 1929 they gave “medi- 
cal social case treatment” to all or the 
major part of the patients under thei: 
care. Thirty state that they are render- 
ing a service of “health teaching only” 
to all or a major proportion of their pa- 
tients; 25 state that they are making “ad- 
justments of rates only” for all or a ma- 
jor proportion of the patients. Sixty-two 
Stated that they rendered a service 0! 
“follow up only” to all or the major part 
of the patients for which they were re- 
sponsible. These Statements, suppie- 
mented by other published reports and a 
general knowledge of the situation, have 
convinced the subcommittee on medica! 
social service that social workers, becaus« 
they are informed about the social condi- 
tions, and because they are concerned 
about keeping patients under care as long 
as the physician thinks it is necessary, 
are being called upon to give their wliole 
time to some phases of clinic administra- 
tion without framkly recognizing it as 
such. This is not the place to discuss the 
relation of social service to hospital and 
dispensary administration. The commiit- 
tee wishes to state, however, that clarifica- 
tion of this subject, both as to function 
and organization, would bring better un- 
derstanding and organization of medica! 
social service in relation to the medica! 
care of children. 

The subcommittee wishes to call atten- 
tion to a few of the groups of children 
for whom there should be more general 
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recognition of need for medical social 


service. 


The Infant and Preschool Child 

Medical social service in its relation to 
prenatal and maternal care is reported on 
by another section and will not be con- 
sidered here. 

Social service to the infant cannot be 
considered without recognition of the 
major importance of public health nurs- 
ing in this field. We find in many baby 
clinics, public health nurses as a part of 
the social service department. In others 
there is a definite practice of cooperation 
between the public nursing in the commu- 
nity and the hospital and clinics. Many 
interesting examples of such cooperation 
are reported. 

Medical social workers in clinics and 
hospitals caring for small children re- 
port back of the illness of the child are 
frequently found such problems as pa- 
rental inadequacy and ignorance, depend- 
ency, illegitimacy, feeble-mindedness. The 
baby clinic offers ar extraordinary op- 
portunity for bringing to the service of 
those babies the resources that the com- 
munity may have for child welfare, plac- 
ing around the infant and young child 
such protection as can come from help- 
ing parents to meet their obligations more 
adequately, making arrangements for fos- 
ter homes or institutional care when such 
are essential and available. 

The relation of our hospitals to the 
health centers in interest of health su- 
pervision of babies and preschool children 
is growing rapidly as facilities increase 
under local departments of health. So- 
cial service is usually the agency through 
which the physician discharges the child 
from the clinic to the health center. The 
method and the facilities vary with dif- 
ferent communities. This subject is re- 
ported on elsewhere 

Several social service departments re- 
port Mothers’ Clubs for teaching the care 
of children, for exchange of experience in 
problems of discipline and general care 
for children whose activity of diet must 
be restricted. One children’s hospital re- 
ports an admirable educational program, 
not only for mothers but also for fathers, 
including group discussions of nutrition, 
play and recreation, and the formation of 
good mental habits in children. Public 
health nurses in many cities have de- 
veloped group health teaching in health 
cenwrs, especially for mothers and ex- 
pectant mother. In many places it seems 
more practical to transfer mothers from 
clinics to such district health classes 
nearer their homes rather than to have 
them make extra trips to the hospital 
There are too many local elements in the 
situation to have any commonly accepted 
practice at this time. But in reenforcing 
the treatment of chronic diseases in child- 
ren who remain in their homes under 
clinic care, some periodic meetings of the 
parents of the children for discussion of 
their problems is an effective method. 


The Tuberculous Child 
20 of the 502 sanatoria for pul- 
y tuberculosis are known to have 
Social service departments. However, it 
is found that many departments in gen- 
eral hospitals and clinics are responsible 


for arranging for care for patients coming 
to the clinic or hospital and found to be 
tuberculous, and for considering their so- 
cial difficulties. It would seem then that 
many patients have some social service 
attention before admission. Arranging for 
examination of children in families where 
tuberculosis has been found in one mem- 
ber of the group is a responsibility com- 
monly accepted and of great importance 
in prevention and early care for tubercu- 
lous children. Besides the several sana- 
toria that have social service departments 
one State Department of Health (Mas- 
sachusetts) has medical social workers on 
its staff for service to patients in the 
State sanatoria,. giving special attention 
to the children on the waiting list and 
arranging for after care on discharge. 
The after care of children dischgerged 
from tuberculosis sanatoria seems gener- 
ally to be the weakest part of the program 
at present. Several workers in this field 
have called attention to the fact that in 
the urgency of caring for the physical 
needs of the child there is danger of for- 
peiting the fact that his body may be 
eared for and the simple everyday things 
that should be a part of every child's 
life, family, friends other than fellow 
patients, nature, religion may be neglect- 
ed 





The Physically Handicapped Child 
Section IV of this Conference, devoted 
to the problem of “The Handicapped” is 
Tull of special interest to medical social 
Throughout the section there 

discussion of problems familiar to 
the social workers whose privilege it is 
to be a part of medical service to child- 
ren. The methods of medical social work 
are determined somewhat by the fact that 

is concerned primarily with the sick 
and is part of an institutional organi- 
vation, But the medical social worker's 
ideals for safeguarding children are the 
same as those of social case work else- 
vhere. Many of the recommendations 
for improvement of facilities for meet- 
ing the social, educational and vocational 
problems of physically handicapped 
children as given in Sections III and 
IV will haye the backing of medical so- 
cial workers. Some of the purposes con- 
tained in these recommendations could 
furthered if hospitals and clinics where 


a-celrar 
Creers. 





many of the potentially handicapping 
conditions are first discovered by phy- 
icians could at once be treated from 
uw integrated medical and social point 


f view. Making continuity of treatment 
possible following early discovery of dis- 
ease, health supervision adjustment of 
plans for education and vocational guid- 
ince, correlating this with medical care, 
in close cooperation with the doctor are 
all familiar aspects of medical social ser- 
at its best. Service to children with 

special problems has reached a 


vice 


these 





69 


high level in some socia™ service depart- 
ments, and is very inadequate ir others. 


Children in Eye and Ear Hospitals and 
Clinic- 

Reference to the types of hospitals in 
which social service is established will 
show that in only 10 of the 68 special 
hospitals ‘ diseases of the eye and ear 
is there a social service department. So 
far as this subcommittee could discover, 
only 16 other general hospitals having 
social service, have special workers as- 
signed to eye clinics. There is no data 
at present available comcerning social 
service in ear clinics in general hospitals. 
This whole subject needs serious study 
and attention. The 68 hospitals for dis- 
eases of the eye and ear are in 31 
States, 28 States having mo such hospitals. 
There is no informatior available con- 
cernimg the number of children in these 
hospitals or in the eye and ear clinics 
in other hospitals. The director of so- 
cial service in one eve and ear hospital 
of 250 beds and having a larg: out-pa- 
tient department, reports that the staff 
of five workers cared for 1,302 children in 
1930, 35 per cent of the total patients 
served by the Social Service Department. 

Ophthalmologists who have had ex- 
periemece with social service as an adjunct 
to their clinics testify to its great value 
for keeping patients coming consistently 
to clinic for treatment amd medical super- 
vision and for giving attemtion to the mat- 
ter of hygiene which is of major impor- 
tance in so many of the eye and car dis- 
eases of children. This apparent'y simple 
service may present obstacles of great dif- 
ficulty to the social worker and often in- 
volves cooperation with family welfare so- 
ciety, public health nurse, school nurse, 
teacher and convalescent home. Oph- 
thalmia neonatorum, phlyctenular kerati- 
tis, interstitial keratitis, defective vision, 
strabismus, congenital cataract. defective 
hearing from whatever cause—all these are 
primarily problems for the stilled phy- 
siciam and nurse but their servic*s may be 
lost to the child who is not broueht con- 
sistemtly to the clinic amd whose hygiene 
is neglected. Endless social problems com- 
pPlicate the medical ones. 

The dearth of specially trained medical 
social workers for eve clinics has been 
a matter of deep concern to a@ sinal! group 
of physicians interested in prevention of 
blindmess. This interest has recently found 
practical expression through a projected 
plan sponsored by the National Committee 
for the Prevention of Blindness for the 
training of such special workers. The 
plan provides for special education for 
those who have the general basic training 
for medical social work. This is an excel- 
lent beginning but the whole subject of 
social service for patients in boi! cye and 
ear hospitals needs serious aticntion. Any 
broad program for help for these children 
with defects of eyesight and hearing must 
come from community action. Medical 
social service can help to secure very im- 
pelling evidence of the meeds of these 
children and can also have an important 
part im any program of prevention and 
medical care. 


Childret with Heart Disease 
Another group of handicapped children 
is the cardiac, Children with potential 
cardiac conditions, including rheumatic 


fever, chorea, and those with cardiac dis- 
ease are receiving attention in a icw of 
the leading medical centers through some 
of the best correlated medital and social 
work that is to be found. The leadership 
that Ihas been given to this movement has 
come largely from physicians in the fore- 
front of cardiology. They have cuilisted 
the help of medical social workers to give 
the. very obviously important supplement- 
ary social service. Cardiac children are 
receiving especial attention because the 
most hopeful effort at pres>nt lies with 
them. Several hundred children are hay- 
ing this medical and social care in a few 
of our large cities, notably New York, Bos- 
ton, Philadelphia, St. Louis and Chicago. 
Valuable experience has been accumulated 
that should have more genera! application 
through medical social service clscwhere, 
to the end that in so far as m *dical leader- 
ship can be given to the service of cardiac 
children, social service should also be 
available. The individual child in his per- 
sonal difficulties arising out of this neces- 
sarily restricted activity, his interrupted 
schooling, the limitations as to vocation, 
his need for resourcefulness in recrcation— 
all of these demand attention along with 
his medical care. We are told that we 
have, here in the United Statcs, many 
thousand, possibly hundreds of thousands 
of children with cardiac discasc. This 
problerm is im every case both medical 
and social. 


Records 


The subject of recording of the social 
data secured by the medical! social worker 
is a technical question which will be am- 
plified and illustrated im the full report. 
It should be stated here, however, that 
the purpose of good social recording is 
much the same as medical recording, |. ¢., 
improving of service to the paticnt and as 
a basis for accumulating expcricnece for 
analysis of method,and for medical-social 
research. 


Reflecting the practice in institutional- 
ized medicine and in social case work, 
medica} social workers have accepted the 
policy of recording their work. The meth- 
ods are various, and not at present wholly 
satisfactory. Since 1923, the Amcrican As- 
sociation of Hospital Social Workers has 
had a special committee on records and 
later one on statistics. Most of the dis- 
tricts also have such committecs. Tenta- 
tive record forms have been submitted and 
samples of records have been co!lected for 
those who wished information as to meth- 
od ane@ as a basis for discussion. 

The items incorporated in the .record 
are: Medical data, givimg bricfly the di- 
agnosis, recommendations for treatment, 
and prognosis; and social data, giving 
family background and history, personal 
history in regard to education, work, in- 
terests and recreation; fimancial data and 
housing and home conditions. Any re- 
ports from other social agencies are in- 
corperoa.*ed. The medical-social problem 
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is summarized, the tentative plan noted, 
and medical-social treatment given in 
summary form, or chronological order. 
The reason for closing the record is en- 
tered with a statement as to the situation. 

This type of record is commonly used, 
but not in all departments. A discrimina- 
tion as to what should be summarized for 
the medical record and what should have 
a fuller social record is being studied. In 
answer to the question as to the place of 
filing of social service records, 136, or 
53 per cent, of the 278 departments stated 
that they filed them separately from the 
medical records; 31, or 12 per cent, filed 
them with the medical records, 65 de- 
partments had a practice of placing a 
social summary on the medical record. 

For several years the Association's Com- 
mittee on Statistics has been serving on a 
joint committee with the Association of 
Community Chests and Councils, and the 
Local Community Research Committee of 
the University of Chicago, for the purpose 
of agreeing on units of count in statistics 
and the definition of terms. Since July, 
1930, the work of this Committee has been 
under the auspices of the Federal Chil- 
drens’ Bureau. A handbook on Statistics 
in the Field of Medical Social Work will 
be forthcoming shortly. Consistency of 
method and terminology will make discus- 
sion of mutual problems more profitable. 

Part IV 
Community Relations 

The subject of relationships between 
hospitals and community social and 
health agencies is impossible to discuss 
very helpfully on any statistical basis. 
Relationships imply the interplay of per- 
sonalities as well as agreements on poli- 
cies and procedures. However, some- 
thing may be said as to trends and in- 
terests in community relations of medical 
social service that are significant and may 
be suggestive for further study. 


It is impossible for the medical social 
worker to know at first hand the environ- 
mental condition of all her patients, nor 
is it intelligent distribution of effort for 
her to attempt to do so. The capacity 
to understand the complexity of the fam- 
ily problem, or the depths of the child's 
need, and to take discriminating action 
to secure for him the service necessary 
is a measure of the resourcefulness of 
the social worker. She must know the 
social resources that the city and State 
afford, both public and private, not only 
in child welfare, but for family problems 
as well. It is more than knowing the 
directory of charities. She must be fa- 
miliar with the purposes of the social and 
health agencies, understand their func- 
tions, and know the standards of their 
Service and the personnel before she can 
work with them with discrimination. and 
to the best interests of her patients. There 
is general recognition of these responsi- 
bilities by the medical social workers of 
the country, although it is impossible to 
measure the extent to which these re- 
sponsibilities are met. It is easier to cata- 
logue resources of &@ community than it 
is to measure the resourcefulness of a so- 
cial worker, although to the child patient 
the latter may be more important than 
the former. 


A review of the progress of the profes- 
sional meetings of hospital social work- 
ers, both national and district meetings, 
gives evidence of genuine interest in com- 
munity relations, and desire to share ex- 
perience of methods of working out these 
relationships. 

Since the majority of social service de- 
partments are found in cities, it is nat- 
ural that discussion of organization re- 
lationships should have been concerned 
largely with relations of social service de- 
partments to family welfare socicties, 
children’s agencies, and visiting nursing 
associations, the school, and church, the 
resources found in most cities. 

The functions study of 1,000 ceses al- 
ready referred to (“Functions of Hospital 
Social Service,” Hospital Social Service, 
Vol. XVII, 1928, page 445) and representing 
various parts of the country, states that 
out of the 1.000 patients’ records analyzed, 
various types of agencies were used to the 
following extent: 

Health agencies in 

Social agencies in 

Religious agencies in 
Recreational agencies in...“5 
Educational agencies in... . 
Industrial agencies in 

Legal agencies in 331 instances 


This suggests a considerable amount 
of disc. imination and resourcefulncss, and 
a@ great deal of interpretation of the med- 
ical and social needs of the patient to 
those outside the hospital who were co- 
operating in service to the patient. 

Little attempt was made by this sub- 
committee to get detailed information 
concerning methods of cooperation. Of 
the 289 questionnaires received from so- 
cial-service departments, 124, or 48 per 
cent, reported that they had worked out 
special methods of cooperation with chil- 
dren’s or other social agencies in inter- 
est of social service for children. The 
special report on foster home care for 
sick children. given by Miss Wilson on 
Thursday. Feb. 19, will illustrate some of 
these methods. 

It is not in the province of this sub- 
committee's activities to make a close 
study of the quality of interrelationships. 
There is in hand considerable evidence 
of high quality of cooperation in some 
places, although true integration of the 
social work of our cities with the medical 
service is far from Satisfactory. More 
understanding by community social work- 
ers of the problems and procedures of 
hospitals (which can usually be traced 
to service and protection of the patient’s 
interest) would be one important step 
towasds more helpful relations. 

It is gratifying that throughout the 
country there is evidence of serious ef- 
fort to work out satisfactory community 
relationships. In the cities, there seems 
to be plenty of opportunity to get to- 
gether on the mutual problems. Coun- 
cils of social agencies ‘ % most of our 
cities have a division of hospital social 


instances 
instances 
instances 
instances 
instances 
instances 


service, or hospital social workers may 
be distributed in the health, children’s, 
or family sections of these councils. 

The American Association of Hospital 
Social Workers has had since 1925, a na- 
tional committee on Community Rela- 
tions, and most of the 11 districts of the 
association have such committees. Some 
of the significant interests of these com- 
mittees at present are the problems of 
services to the non-resident patients, es- 
pecially those from rural and far distant 
communities; cooperation with family 
case work agencies; cooperation with chil- 
dren’s agencies in medical placement of 
children in foster homes, and more ef- 
fective cooperation with public health 
nursing agencies. 


Many questions of community relations 
involve policies and interests of concern 
to hospital administrators and physicians, 
and should be more fully discussed with 
them. In cities where hospital councils 
are operating along with Councils of So- 
cial Agencies, there should be no difficulty 
in identifying the mutual interests of so- 
cia; workers and hospital administrators, 
and encouraging cooperative thinking 
and action. 

The most persistently recurrent prob- 
lem reported from all parts of the coun- 
try is that of the patient from the rural 
community. In many of the States, espe- 
cially in the Middle West, interest in 
rural social service has had increased 
attention in recent years. County or- 
ganizations of welfare have been espe- 
cially alive to child protection. The cor- 
relation of these newer developments in 
State welfare activities with the medical 
institutions is one of the interesting prob- 
lems in which medical social service 
should have a helpful part. 


The South has very few socia] service 
departments but from one of them—that 
of Spartanburg, S. C., comes a very in- 
teresting report of the way in which a 
county hospital can, through its social 
service correlate the ‘hospital's service 
with the public health and social wel- 
fare agencies of a wide area. 


With the growing confidence in hos- 
pitals, parents are more ready than they 
were formerly to send their children to 
hospitals, even at some distance from 
home. Many social problems have been 
referred to visiting nurses in small towns 
and rural communities where she is the 
only resource readily available. This 
tendency to turn to the rural nurse for 
every sort of help has often been encour- 
aged by her very resourcefulness. But the 
most conscientious of these nurses, as well 
as leaders in both public health nursing 
and medical social work, agree that this 
problem should receive more thoughtful 
study. If the rural public health nurse 
is to be also a social worker, she should 
have better preparation for these respon- 
sibilities. If the pressure of social prob- 
lems is such that she can no longer carry 
adequately her public health nursing func- 
tions, it may be that some other plan for 
division of labor should be evolved. 

This subject is closely related to that 
of medical social service for our small 
hospitals in the smaller communities re- 
ferred to earlier. It should be studied 
with this in mind. It would seem that 
the two groups—public health nurses and 
medical social workers—should have a 
share in working out these questions. It 
is they who know the problems of the 
patients at first hand. It is, however, a 
question of concern to physicians, social 
workers of the community, public health 
agencies, and public-spirited citizens. 


Relations With Public Health Nurses 

This report has repeatedly stressed the 
many common interests of medical so- 
cial service and public health nursing. 
Public health nursing is now fortunately 
very widespread in the country. An ac- 
tive national organization has a place of 
vital leadership in promotion of standards 
and wise counsel on local and service 
problems. Replies received from 578 med- 
ical social workers give us data on 209, 
or 36 per cent, who have had nursing 
training, and of these, 157 or 27 per cent, 
have had experience in public health 
nursing. 74 of them had had special 
courses in social work for children. Some 
of them are engaged definitely in some 
form of public health nursing in connec- 
tion with prenatal and baby clinics, and 
in definite health teaching. The sugges- 
tion has been made that in so far as these 
services are public health nursing they 
should be judged by the standards set by 
the National Organization of Public Health 
Nursing, and not by the standards of med- 
ical social service. 

Working relationships between hospital 
social service and visiting, or public health, 
nursing in the community is our present 
concern. From the 289 answers to ques- 
tionnaires from social service departments, 
we find that the work of the social serv- 
ice department is related to the public 
health nursing services in 170, or 60 per 
cent, of the hospitals. It is not so re- 
lated in 88, or 34 per cent, of the cases. 
Twelve failed to answer, and three re- 
sponses could not be tabulated. 

In a study of relationships of hospital 
social service and public health nursing 
made in 1928 in Boston, we find a situ- 
ation that may be characteristic of many 
other cities. Although there was a very 
friendly relationship between the medical 
social workers and public health nurse, 
and no appareni difficulty in cooperation, 
when the working relationships were care- 
fully studied, and the opportunities for 
joint service to patients were laid before 
the two groups, it was recognized that 
there had been decided failure to make 
the most intelligent use of one another's 
facilities. Since this report was presented, 
important improvements in service have 
developed, especially in interest of cardiac 
children in the home. 

Finally, the future of hospital social 
service depends first of all upon securing 
more and better trained personnel. But 
of next importance is the discriminating 
distribution of social servie> activities be- 
tween the hospital workers and thos? in 
the public and private agencies in the 
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community. Correlation of the best type 
cannot come from making the medical 
social worker merely a distributor, as has 
been suggested by a leading hospital su- 
perintendent. She must have some vital 
experience of seeing at first hand at least 
some of the homes of the patients. It 
would be a great contribution to the fu- 
ture of hospital social service if some care- 
ful study of this subject of interrelation 
of the medical institution and social wel- 
fare agencies could be made.* 


Part V 
Organization of Medical Social Service 


Medical social work’ has two major 
groups of responsibilities, on the one hand 
within the hospital in which it functions 
and on the other with the community 
from which the patient comes and to 
which he will presumably return. 

A department of social work should be 
an integral part of the institution it 
serves. In a survey made by the Ameri- 
can Hospital Association in 1920, 50 per 
cent of the departments were found to 
be controlled and financed as a definite 
department of the medical institution. 
In our present survey, this has risen to 
89 per cent. Certainly a significant trend. 

Many social service departments have 
been inaugurated by auxiliary groups 
more or less familiar with other fields of 
social work. They have undoubtedly 
made possible in many cities earlier at- 
tention to the social problems inherent 
in the institutional practice of medicine 
than would otherwise have occurred. 


Departments thus established™have not 
always had well defined policies regard- 
ing working relationships with hospital 
executives, medical staff and departments 
of nursing. While the social workers were 
subject to certain rules and policies of 
the hospital, internal relationships were 
apt to be confused and weak although 
community relationships might be strong. 
This type of organization has the advant- 
age of the backing and financial support 
of a group of people vitally interested in 
the development of medical social serv- 
ice, but it has the disadvantage of so 
separating the social service department 
from the affairs of the hospital that it 
may be unable to interpret its functions 
adequately to administrative and medical 
staffs and to absorb thoroughly the hospi- 
tal's traditions. On the other hand, the 
work is usually freer to develop because 
the budget is not a part of the hospital 
budget and does not have to justify itself 
in relation to research, laboratory and 
housekeeping needs. While this form of 
organization may be valuable during the 
demonstration period, it should never be 
considered the ultimate form of organiza- 
tion. 

Other departments of social work have 
been initiated and supported by trustees 
or managers of the hospital, or have 
been taken over by them after a demon- 
stration period under the form of organ- 
ization previously described. The strength 
of this form of organization has been the 
acceptance of social service as an integral 
department of the hospital, making lines 
of responsibility definite and making pos- 
sible proper functional relationships with 
other groups in the hospital. 


The answers to the questionnaire sent 
to social service departments showed that 
101 hospitals or 39 per cent, have an ad- 
visory committee for their social service 
departments. Physicians are represented 
on 58 social service advisory committees, 
hospital administrators on 60, trustees on 
51, social workers on 44, nurses on 11, and 
others such as lay persons on 69. The 
personnel of the committee is so varied 
it is apparent there is no common type of 
committee. The majority of the 256 so- 
cial service departments are official de- 
partments of the hospital; their lines of 
responsibility extend through the admin- 
istrator to the trustees and they have 
social service committees. 


Social workers who have worked with 
advisory or directing committees realize 
the unlimited potentialities for aid from 
the committees in the correct placement, 
development, and interpretation of the 
social service department. Without such 
a set-up, the director might well feel 
frustrated for lack of channels through 
which to reach other groups within and 
without the medical. institution and of 
opportunities to secure the balanced judg- 
ment of a well informed group interested 
in her problems. 

The “Medical Center” with its avowed 
purpose of organizing various medical in- 
stitutions and service has inevitably ef- 
fected organization of a social service 
under one director.. If there is one ad- 
ministrator, she is géneraliy responsible 
to him and to an advisory committee ap- 
pointed by the trustees. If there are dif- 
ferent adminstrators and trustees in each 
institution, the logical organization seems 
to be to place the social service depart- 
ment under a coordinated directing com- 
mittee representing the various medical 
institutions. 


Financial. Support 

The financial support of social service 
departments varies; 103 hospitals, or 40 
per cent, receive their principle source of 
income from thé hospital authorities 
alone, and an additional 23, or 9 per cent, 
from hospital authorities in combination 
with community chests or auxiliary com- 
mittees. The major contribution to the 
budget of the social, service department 
is made by auxiliary committees in 28 
hospitals, or 11 per cent by community 
chests in 36 hospitals; or 14 per cent by 
direct endowment in 4, or 20 per cent, 
and by medical schools in two hospitals 
or 1 per cent. Other sources of income 
were listed such as city or county treas- 
ury, Red Cross Junior League, Federation 
of Jewish Charities, graduate school of 
university, ladies aid society, etc. This list 
shows the difficulties involved in any at- 
tempt at tabulation of every source ot 
income of medical social work. 

Support by groups other than hospital 
authorities may allow for more rapid expan- 
sion than hospital budgets would permit, 
but it may tend to isolate the department 


rather than to foster well defined work- 
ing relationships with other departments 
of the hospital organization. Contributions 
from community chests also raise ques- 
tion of control. It is clearly evident, 
however, that such contributions should 
not carry with them any authority over 
the program”and policies of the social 
service department. This responsibility 
should remain with the trustees or the 
social service committee appointed by 
them. Where the hospital participates in 
the community fund, relationships are 
usually clear as regards the social serv- 
ice department, but there are possibilities 
of misunderstanding when funds are 
given directly for the use of the social 
service department, and not to the hospi- 
tal as such. This arrangement can be 
safeguarded, however. In some cities, con- 
tributions from community chests are im- 
portant items in the budgets of the social 
service departments, and no friction nor 
misconception of authority. In fact, the 
relationship with the community chest 
and council offers excellent channels for 
interpretation of the function of medical 
social service and for the development of 
interesting and frequently progressive 
interagency policies. 

Organization within the social service 
department varies according to the size 
of the staff and the scope and purpose 
of the medical institution. Some depart- 
ments have only one worker, others have 
a chief or director in charge assisted by 
a@ case supervisor with a staff of medical 
social workers. Occasionally thére may be 
in addition an educational director or a 
social research worker. In some of the 
larger departments the director also has 
under her supervision such workers as 
nutritionists, occupational therapists and 
librarians. Workers in small hospitals 
must of necessity assume responsibility 
for a variety of medical social problems, 
while in large medical institutions work- 
ers are frequently assigned to special serv- 
ices such as medical, surgical, pediatric, 
and psychiatric. There may be a head 
worker in charge of each service, and her 
assistants*may each specialize with cer- 
tain diagnostic groups, as, for example, 
one of the assistants on the pediatric 
service assuming responsibility for all tu- 
berculous patients, another for all cardiac 
patients, and still another for all diabetic 
patients. In other instances, workers may 
be assigned to teams of doctors. It seems 
to be customary for the same workers to 
care for the social needs of both ward 
and clinic patients of a particular medical 
service. This affords opportunity for a 
continuous relationship with patients 
which seems advantageous in establishing 
and maintaining contacts. While this spe- 
cialization of medical social workers may 
possibly limit the range of experience of 
@ medical social worker, it undoubtedly 
has made possible closer collaboration be- 
tween doctor and social worker, and has 
resuited in more efficient treatment for 
the patients. Under this form of organ- 
ization a medical social worker igned 
to work with cardiac patients on the pe- 
diatric service has the opportunity to fa- 
miliarize herself with the social implica- 
tions of the various types of heart disease 
affecting children and the most successful 
methods of care of each child, whether 
in hospital, home, convalescent home, or 
foster home. 


Volunteers 


There has long been a tradition that 
volunteer service is of value in the field 
of social work. This is true in the spe- 
cialized field of medical-social work. Many 
departments have volunteers capable of 
carrying real responsibility for case work 
practice. In some instances they have at- 
tended schools of social work and have all 
of the equipment of the professional 
worker. In other instances they must be 
closely supervised, but if they prove re- 
ceptive to training, such experience means 
that they not only are of assistance in 
the social service department, but that 
they will help to create and maintain a 
socially enlightened public with a sense 
of social obligation to the hospital. The 
Junior League furnishes a type of volun- 
teer service that is very useful to depart- 
ments of social work in a number of cities. 


In small hospitals where there is not 
need for a full-time worker, the employ- 
ment of a part-time person has been tried. 
Also a combination of social service and 
administrative function has been found in 
a few places. This subject as a whole 
needs further study.as to organization, 
both inside and outside the hospital. 

Organization should be a living thing, 
a vehicle for increasing integration of 
services. Line of authority and responsi- 
bility should be clear, but relationships 
should not be repressive. Neither should 
the whole social functon be delegated to 
the social service department. There 
should be give and take all along the line, 
a@ readiness to share interests and respon- 
Sibilities in the personal service to the 
patients. There is ample evidence that 
where such interrelations have been most 
effective there is not only an increasing 
interest in the social aspects of the pa- 
tient’s problem on the part of nurses, 
doctors, and administrators, but also an 
increasing appreciation of the special 
function of medical social service. 

Part VI 
Personnel and Training 


From 578 returns from questionnaires to 
individuals now employed as medical so- 
cial workers in hospitals or dispensaries 
we get data that may be taken as a fair 
sample of the varied preparations of pres- 
ent members of this group. The answers 
come from 26 different States, and the 
District of Columbia. Four hundred seven 
have had a course in general social work; 
230, or 40 per cent, have had courses in 
medical social work; only 68, or 30 per 
cent, of these receiving a degree or cer- 
tificate; 104, or 18 per cent, have had spe- 
cial courses in social service for children; 
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160, or 28 per cent, have had courses in 
psychiatric work, only 26 having a degree 
or certificate; 221, or 38 per cent, have 
had general nursing course. 

In a survey of social service depart- 
ments made in 1920, out of a group of 350 
members of staffs in 61 departments 55 
per cent were nurses. It seems probable 
that the great increase in interesting op- 
portunities in public health nursing has, 
in part, been responsible for this reduction 
in per cent of nurses. Of these 221 nurses, 
109 had had special child-nursing courses, 
101 had had experience in child nursing, 
157 had had experience in public health 
nursing. 

Two hundred seven, or 36 per cent, of 
the group had had courses in teaching, 
127, or 61 per cent, having a degree or 
diploma; 264. or 40 per cent, had had six 
months to five years in general social 
work; 63 over five years of such experi- 
ence; 261 had had no such experience; 
95 had had from six months to five years 
in psychiatric social work; 10 had had 
over five years in psychiatric socia) work; 
473 had had no such experience; 166 had 
had experience in social work with chil- 
dren; 145 had had experience in teach- 
ing children under 14 years of age. 

Two hundred fifty-two of this group of 
578 had been in their positions under two 
years, 268 from two to five years, and 132 
over five years. 

These figures will be amplified in the 
complete report. They are offered with 
full consciousness that there are many 
qualities, experiences, and personal gifts 
that go to make up a skillful medica) so- 
cial worker. Such are impossible of sta- 
tistical tabulation, at least by question 
method, but would be much more inter- 
esting. The personality of an individual 
medical social worker may be a poor ve- 
hicle for carrying technical training into 
effective service for children. 


Need More Trained Workers 

Trained personnel is at present insuf- 
ficient to meet the need for medica! social 
work. Less than 10 per cent of the hos- 
pitals of the country now have social- 
service departments. We may estimate 
that there are many thousands of children 
in hospitals in the country for whom 
medical-social service is not available. 
Even the depariments already operating 
are unable to secure enough trained 
workers. 

Out of 289 departments answering the 
questionnaires, 60 reporied the. staff of 
workers totally inadequate; 109 stated 
that it was barely adequate; and 68 re- 
ported that the size of the staff was’ abou‘ 
right. For several years the American 
Association of Hospital Social Workers, 
one of whose purposes is stated in its 
constitution as the extension of medical- 
social service, has deliberately refrained 
from stimulating. such extension because 
of the lack of adequate personnel. 

The Joint Vocational Service, a place- 
ment agency for social workers and pub- 
lic-health nurses, in 1930 registered 129 
positions in the medical-socia) work field 
and 64 candidates for such positions. The 
combined school output of graduates in 
medical-social work did not exceed 50 in 
that year, and in previous years was less. 

This excess of demand over supply is 
inevitable in the early period of develop- 
ment of a special activity. Medical-so- 
cial work is 26 years old. The pioneer 
workers were much influenced by the 
fields of family welfare and nursing and 
were taught by experience to reshape old 
methods and devise new ones to meet a 
problem newly-envisaged. As always, the 
essentials of special practice had to de- 
velop in the field before they could be 
systematized into communicable form and 
so made teachable by schools. 

The use of certain scientific and aca- 
demic knowledge as a guide to practice 
was, however, recognized from the first. It 
was apparent that some knowled@re was 
needed of medical subject matter and 
some of sociological, economic, and psy- 
chological, subject matter, while social- 
case work, adapted to the medical in- 
stitution, was the essential method. 

Interest in training for medical-social 
work is coeval with medical-socia] work 
itself. Schools “of social work had been 
in existence only one year when medical- 
social work was first instituted. Within 
a few years after the imitation of medi- 
cal-social work, the schools began te b> 
used as preparation for this new field 
and to receive from physicians and medi- 
cal-social workers the Selected medical 
material which was grown into a consid- 





erable contribution to the whole of s0- 
cial-work education. This medical ele- 
ment continues to grow and is a focus 


of interest as representing a part of the 
problem of educational interrelationship 
of the professions. 


Social Case Methed “undamental 


What is aé_ trained medica!-social 
worker? The function must determine 
the training and the concept of functions 
here presented is social-case method used 
in connection with the medicine for the 
study and treatment of social factors in 
sickness, for the accomplishment eof a 


Purpose at once medical and social the 
restoration of the incapacitated to the 


fullest possible social life, and their care 
in ways which insure the greatest pos- 
sible comfort with the least trouble to 
all. 

It is evident then that social-case work 
must be the fundamental method learned. 
As social-case work is a part of the pro- 
fession of social work, it must be from 
the outset associated wiih and related to 
the purposes and methods of social work 
as a whole. 

Social work, like other 
in practice an art, in which knowledge 
of sciences is used, and from Which sci- 
entific knowledge may be derived through 
research. Education for social work, 
therefore, must include practice in the 
field, classroom teaching of fundamental 
sciences and of the subject matter of so- 
cial work itself, and studies or researches 
in which the student participates. 

Social work in various forms independ- 
ent of each other had sprung up and 
become organized in special fields Jong 


professions is 


before systematic education was whder- 
taken. As the schools have developed, 
their tendency has been increasingly io 
regard the fundamental equipment of the 
social worker as the same in all fields, with 
specialization following a basic training. 
With this idea as to social work educa- 
tion, medical-social work has been in 
agreement. The plans for training medi- 
cal-social workers have been built on the 
theory that generic-social work is its foun- 
dation, its superstructure including more 
medical and medical-social information, 
an adaptation of social-case technique, 
and the development of attitudes neces- 
sary for the medical field. 

Without the special training the so- 
cial worker would be of little immediate 
use in the actual work of the organiza- 
tion emploving him. Without the broad 
general foundation, on the other hand, 
the social worker is limited to a certain 
narrow practical skill. 

Basic Course 

In the schools where training for med- 
ical-social work is given, there is a ‘basic 
general course in social work covering 
such subjects as: social-case work, com- 
munity organization, method of social] in- 
vestigation, public-welfare admimistration, 
problems of child welfare, the elements 
of human behavior, hygiene of childhood, 
certain problems of disease, public health 
and social legislation, immigration, labor 
problems. Every studet.t’s ‘schedule re- 
quires a practice period in one or more 
social agencies. Participation in a study 
or research project is usually required to 
give the student an understanding of re- 
liable methods of collecting data relating 
to social conditions. All students pre- 
paring for medical-social work are re- 
quired to complete a course. of this gen- 
eral character. 

To this is added a second year devoted 
wholly or mainly to the specific problems 
of medical-social work. Practice is given 
in the social-work department of a hos- 
pital. It is assumed that the medical- 
social worker must understand something 
of the relation of disease to socia) mal- 
adjustment and be equipped to dea) with 
the problems arising out of this rela- 
tion. Therefore, courses are given to ex- 
tend the student’s understanding of med- 
ical and health problems, and to present 
and discuss the cost and consequences 0 
sickness to patient, family, and commu- 
nity; the hospital as a community insti- 
tution: the administration of a_ social 
service department; the application of the 
social-case method to the social problems 
arising out of or cocxistent with the 
medical problem, and the application of 
methods of social rescarch to medico- 
social dat 

This roughly makes up the content of 
medical-social trainine. The trained 
worker should have learned to think of 
these subjects, to use information, to ac- 
quire new information, and to exercise 
iudgment in the meetine f human needs. 
The trained worker should be not a crafts- 
man only. ready to perform perfectly a 
routine, but rather # professional per- 
son, able to study problems near at hand 
and contribute to the study and ‘solu- 
tion of problems larger and more re- 
mote. The trained workcr should have a 
sense of the center and the periphery 
of the medical-social field, and a work- 
ine understanding of its relations with 
other medical and other social fields. 

As the early training courses for social 
workers have developed into schools of- 
fering courses for college sraduates, the 
curriculum has become fuller and more 
adequate and the field work better or- 
ganized and “related with classroom 
courses, an@ the full-time teaching fac- 
ulty has largely replaced the corps of 
devoted, but busy, practitioners who car- 
ried the burden of the teaching in the 
time they could wrest from their regular 
work 





Development of Medical-Social Work 

The first training course in medical-so- 
cial work was organized in 1912, but until 
1925 the growth of such courses was slow 
and uncoordinated. with little or no di- 
rection from the field of practice. Since 
1925. the American Association of Hos- 
pital Social Workers has focussed its at- 
tention on training and formed its Edu- 
cation Committee for the purpose of fos- 
tering constructive-working relations be- 
tween the schools of social work and the 
organized practitioners. 

An educational secretary has been em- 
ployed by the Association since 1928. The 
cooverative effort has been stimulating to 
both groups, as evidenced in the growth of 
training opportunities and by the logical 
geographic distribution of the new 
courses. 

Of the 28 schools now belonging to the 
Association of Schools of Professional So- 
cial Work. ten offer training for medical- 
social wor, and in another plans are going 
forward for such training. Geographi- 
cally they are distributed as follows: In 
the South, at Tulane University in New 
Orleans: in the East, the New York Schoo] 
of Social Work, Simmons College School 
of Social Work in Boston. the National 





Catholic School of Social Service in 
Washington, D. C., the Pennsylvania 
School of Social and Health Work: in 


the Northwest and Middle West, Schools 
of the Universities of Chicago, Indiana, 
Minnesota. Washington University; St 
Louis. and University of Western Reserve, 
in Cleveland. Another is in immediate 
prospect in California. 

In most of the schools, an undergrad - 
vate degree is required for admission, with 
@ certain number of undergraduate credits 
required or recommended in the natural 
sciences, the social sciences, and psychol- 
ogy. Where the degree is not obligatory 
at least two college years, or its equiva- 
lent, is required and in addition evi- 
dence of other education more or less 
formal in character. Completion of medi- 
cal-social training in most of the schools 
gives the academic recognition of A. M. 
or M. S. ‘The fact that medical-social 
training is classified in al) schools as 
graduate work means that standards in 


all parts of the training plan must meet 
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requirements for graduate work in wni- 
versities. ine 

One may truly say that the schools 
have up to this time been largely engaged 
in preparing to begin. To spend time in 
this preparation was essential because of 
the educational tests to be met. That 
students in large numbers are not yet a 
reality is no cause for surprise, but a 
substantial increase in qualified students 
must soon be evident if social workers are 
to meet the opportunities and challenges 
offered by the hospitals and clinics of 
this country. This year’s study has shown 
a need far beyond earlier estimates. 

Training of a special group to deal ex- 
clusively with medical-social problems of 
children has not been considered in any 
school. All students in medical-social work 
have in the first year of general training 
and* in the special medical social year, 
much experience with the child problem 
considered from many points of view, 
such as the hygiene and diseases of child- 
hood, the normal and abnormal behavior 
of children, the laws. Federal and State, 
affecting childhood. the special care pro- 
vided for the handicapped. the dependent, 
the neglected. the defective, and delin- 
quent child, the administration of social 
agencies for child care both public and 
private. 

In medical-social prectice all students 
in the training period work with the 
medical-social problems of children, such 
problems arising in the child himself or 
as a part of the social problem of the 
family. In certain schools of social work 
specialized training for children’s work 
has been developed, but not in the medi- 
eal-socia] training course ° 

The whole question of the content and 
pedagogy of medical courses for social 
workers generally and  medical-social 
workers in particular has received much 
attention from the schools and from medi- 
cal-social workers and physicians inter- 
ested in medical-social work. The Educa- 
tion Committee of the American Associa- 
tion of Hospital Social Workers has given 
the subject special study and in 1930 con- 
vened a group of physicions giving medi- 
ea’ courses in the varios schools of so- 
cial work. It is agreed that the medical 
subject matter in the first vear. or funda- 
mental course, should be general in char- 
acter, and constructed on an integrated 
pian, i. e., such subiects °s public health. 
medical history and ethics. and research 
should be brought in ihroughout the 
course whenever they relevant and 
taught in separate periocis. As to content, 
this group of medical lectures agrees fur- 
ther: 

“Facts as to specific diseases must be 
presented to give concreteness and illus- 
tration in the courses, but they are means 
rather than ends in teaching. The courses 
should aim to givé understanding of the 
more elementary general ideas in connec- 
tion with health and disesse, such as 
causes of sickness, resulting disability, and 
the interpretation of medical diagnosis in 
the particular case.” 

The purpose of general medical courses 
is to fit the social worker not for any 
resvonsibility for professional medical 
judement, but for plaving the vart of an 
intelligent lay cellaborotor. The social 
worker in studying anv nart of a client’s 
history must particularize the case, not 
elassify it only. The medical courses help 
the social worker to particularize the 
~hysical history, condition and outlook for 
the patient, by getting from the physician 
such facts as determin the patient's 
needs and abilities, ins'ced of being con- 





tent with a mere medical label such as 
‘syphilis,” “tuberculosis or “heart dis- 
ease.” 

The medical-social wov'er. as we have 
said. usually takes in the first vear of 
training the same gener*! medical courses 
which are given for i! other students 


of social work. The point of view given 
in these courses is consiiercd fundamental 
for medical-social work Students who 
have already had a corse in nursing 
and are nrenaring for med'cal-social work 
are usually given advance’ credit for the 


general medical courses. This advanced 
eredit is given on th theory that al- 
though the nwrevious tr>oinine may not 
have given the sam< collaborator” 
point of view, yet it covered pre- 
imably much more medical content and 
has thoroughly familiarized the student 


with medical practice 

There is still difference of opinion as 
to how much and what of the content of 
the course in nursing oeht to be included 


in the advanced work of the student in 
medical-social work. Some of it. the fa- 
miliarity with medical and hospital pro- 
cedure, observation of sick people under 


treatment. etc.. is covered in the field 


work in the Department of Medical-So- 
cial Work. Some is given in advanced 
c'assroom courses in snecialties of medi- 


cine and in lectures, demonstrations and 
clinics in hospitals 

This advanced medical instruction is as 
vet relatively unstandardized. but it is 
under study by the Educstion Committee 
of the American Association of Hostital 
Social Workers. 


Part VII 


Educational Affiliations — Social Element 
in Training or Other Professions 

It is plain that since the medical and 
the social are so combined in the patient's 
life, egch profession which focusses its 
art upon any part of that life must con- 
cern itself to some extent with the other 
narts. As there must be, therefore, an 
element of the medical in the education 
of the social worker, so there is need for 
the study of social subjects in the educa- 
tion of the physician, the nurse, the dieti- 
tian and others who bring an expertness 
to the care of the sick. 

Many social service denartments, espe- 
cially those in teaching hospitals, find 
themselves in positions of responsibility 
for teaching not only social workers but 
also for interpretation of the social aspects 
of clinical medicine to medical students 
and of*giving social and public health 
instruction to student nurses 

This subject is one of major importance 
and should. be included in this report. 
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Some interesting experience has been 
accumulate ‘ and ts given briefly here. 

The interpretation of the social aspects 
of disease to students in medicine has 
been for many years a responsibility of 
the Social Service Departments of several 
hospitals affiliated with Schools of Medi- 
cine. 

Dr. Charles P. Emerson, Dean of the 
Indiana School of Medicine. in 1901, while 
he was teaching medical students at Johns 
Hopkins Hospital, arranged through the 
Charity Organization Society to give the 
students an apportunity to see the condi- 
tions under which patients live, and the 
personal problems that complicate disease. 
When Dr. Emerson became Dean of the 
Indiana University School of Medicine, 
and developed, in cooperation with Miss 
Edna Henry, the Social Service at the 
Robert Long Hospital and University 
Clinics, the “medical-social clinic” found 
a recognized pldce in the teaching plan 
of the Medical School nfluenced by this 
demonstration, and at the request of 
teachers of clinical medicine. several other 
social service departments became in- 
volved in some such plan, although in 
none of the early instances was the teach- 
ing so definitely recognized by the Medi- 
ical School. 


Affiliation With Medical Schools 


In answer to questionnaires sent to 
Deans of Medical Schools by the Com- 
mittee on Medical Education, we learn 


that out of 59 Medical Schools. the Heads 
of the Pediatric Departments report that 
12 +21 per cent) have arrangements with 
the Social Service Departments for lectures 
or conferences for medica! students. 


In the questionnaires sent by this Sub- 
committee to social service departments, 
the question was asked “Have you an 
educational affiliation with a School of 
Medicine?” Twenty-four departments re- 
ported “affiliation,” but in reply to letters 
sent to each of these departments ask- 
ing for fuller. information. we find that 
none of these relationships can be called 
official affiliations. Fourtecn only were 
involved in some way in the clinical jin- 
struction of medical students. 

We are led to the assumption that the 
Social Service Department has, except in 
possibly one instance, no recognized re- 
sponsibility for clinical social courses as 
a part of the medical schoo! curriculom. 
The Committee on Education of the Amer- 
ican Association of Hospital Social Workers 
has a Subcommittee assigned to the task 
of accumulating experience of social serv- 
ice departments in their relationships 
with clinical teaching of medical students. 
From the information secured through 
this Committee, supplemented by answers 
to correspondence in connection with the 
Conference report, we can state that, at 
present, this. subject has not taken on 
any satisfactory educaticnal method. 
Social workers have taken a very definite 
part in the social interpretation of clinical 
case teaching in:conjunction with various 
teachers in the Medical Schools. In some 
instances, with the teacher of medicine, 
in others the professor of surgery, and in 
another department, the pediatrician. The 
cooperation of social service has been en- 
listed by the individual teacher, rather 
than by any kind of affiliciion with the 
teaching plan for the medical school. But 
the medical social workers «re taking this 
responsibility seriously. They feel that 
it is not only one of the scivices which 
they are glad to render to the physicians 
with whom they are associaicd, but they 
see that this sort of intezration of the 
social and the medical teaching will in- 
fluence the attitude of the internes and 
physicians of the ‘future. They wish to 
do their part better, and feel the need 
of more intefchange of exncrience, and 
a closer coopetation with the teachers of 
medicine in working out method and con- 
tent. 


Practice of Medical Schools 
The following quotations from letters 
received from medical social workers now 
carrying some of this responsibility may 
make the situation a little clearer: 


Children’s Hospital, Boston. Mass.: “For 
a Jong time we have had a very close 
educational connection with out house 
officers, and it is there at the present time 
that we put most of our work and get 
most of our results. The cases are gone 


over with the internes and each patient is 
discussed socially and medically on an in- 
dividual basis, 


“Our relation with the Medical School 
is sO vague that I am sure it cannot be 
called. a real affiliation The medical 
students are required to take social his- 
tories cn patients when t! admit to 
the wards, and there is a certain amount 
of checking by the various workers on the 
different services who talk over their own 
findings with the student. This, however, 
is more or less ‘hit or miss, and there 
should be, in my Opinion, some more or- 
ganized effort. We are, however, taking 
no action unless we are asked by the 
Medical School.” 

Another from the Minncsota University 
School: “We have no formal academic 
program with the medical students. Our 
affiliation consists in meeting with the 
students on @ Case work basis. On the 
occasion of weekly ward rounds, the social 





worker accompanies the Pediatric Staff 
and medical students, discussing those 
cases on which the Social Service De- 


partment is active. Case discussion may 
occur in any one of the clinics in the 
presence of the medical students. Social 
Service summaries are given to the doctors 
on the Neurological Service regarding 
those patients the doctors have referred 
for social histories, and on rare occasions 
Suminaries are given other services.” 


Another from The Babies’ and Children’s 
Hospital, Cleveland, Ohio: “Medical stu- 
dents in pediatrics from Western Réserve 
University have an exercise once a month 
in which the physician presents the med- 
ical history of the patient and the social 
worker the social history. Students take 
part in discussion of interrelations of 
medical and social.” 

The most recent development has re- 
sulted in @ more definite plan of affilia- 
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tion. The Director of Social Service at 
the Boston Dispensary reports as follows: 

“Beginning with October, 1930, we have 
a definite affiliation with (Tufts) Medical 
School in two ways: 

1. Medical students who are assigned for 
a month's period on the District Service 
of the Dispensary, have during that month 
eight hours instruction in Social Service. 

2. An elective course of a month’s ob- 
servation and experience in the Social 
Service Department has been offered to 
the .enior medical students; however, we 
have not yet had students electing this. 


In the first group we have had between 
16 and 18 students each month, and by the 
end of the year we will have all the senior 
students.” 


The first lecture period is divided into 
two parts—first, an interpretation of med- 
ica! history of the patient, and the social 
worker the social history. Students take 
part in discussion of interrelations of 
medical and -social.” 

“The second period of two hours is spent 
in having presented by the students, and 
in discussing, social case histories which 
have been read by the students in the 
interim. 

“The third period of two hours is spent 
in presenting by these students social his- 
tories on paticnts which they themselves 
gathered in visiting the patients on the 
District Medical Service. 

“The fourth period of two hours is a 
discussion of social and health resources 
in communities, really an application of 
resources which may help them as private 
physicians.” 

Massachusetts General Hospital, Boston, 
Mass.—“There has been no official affilia- 
tion, but an experience covering some 15 
years of cooperation in teaching of clinical 
medicine in association with the Professor 
of Medicine, who is Chief of the Medical 
Services in the Hospital. The lecture 
method with which this plan began has 
been given up, and by gradual stages a 
much more satisfactory method of medical 
social clinics has been worked out for the 
third and fourth year medical students. 
Teaching has been largely with adult 
patients.” 


No Department reports a wholly satis- 
factory plan, and none reports satisfac- 
tion with the present method. Those who 
have had the most experience agree that 
medical social case teaching should be a 
major part of any plan that may be de- 
veloped. In this, several physicians who 
have been consulted.agree. The subject 
surely needs further study. The personal, 
social, or “socio-economic” factors every 
teacher of pediatrics will acknowledge have 
a bearing on the clinical problem of the 
child. We believe, therefore, that such 
factors should be recognized as of sufficient 
significance to be taken account of in 
teaching of medical students. 


The serious pressure on the medical cur- 
riculum which the rapid advances in 
science are bringing, make it difficult to 
see how another element can be added. 
However, the progress in medical teach- 
ing is recognized by its leaders as neces- 
sarily taking into account the psycholog- 
ical and social aspects of the situation, 
The school, home, workshop have been 
called the social laboratory from which 
should be available discriminating data 
bearing on the patient’s disease and the 
treatment of that disease. Medical edu- 
cators and those concerned with the grad- 
uates of the medical schools as they find 
their’ places in the field of public health 
or organized medicine may well give this 
subject attention. They would find many 
medical social workers who have been 
striving to help with teaching of medical 
students, very eager to discuss the sub- 
ject. 

Relation of Medical Social Work to Educa- 
tion for Nursing 


The relation of the nursing function to 
that of medical social work is very close, 
and.in the field of public health nursing 
there is so largely a common objective 
that the two services often overlap, the 
public health nurse and the medical social 
worker both examining the social factors 
in; a health situation and both using 
methods of instruction, organization, etc., 
to bring about better care, knowledge, and 
preservation of health. In any form of 
nursing there is a large social element. 
The nurse must deal with a personality 
in taring for the patient, and must weigh 
the influence of attitude and surroundings 
upon recovery. 

This need of the nurse for an enlight- 
ened point of view and for knowledge in 
regard to social subjects has long been 
recognized by nursing educators, and has 
been variously met in the beter schools of 
nursing. 

The National League of Nursing Edu- 
cation through its Education Committee 
first worked out and published a standard 
curriculum for schools of nursing in 1917. 
Since that time there have been five re- 
printings and over 5,000 copies sold. This 
fact alone shows the extent to which it 
is being consulted. Its main objective was 
to help in raising the general standards 
of teaching and to secure greater uni- 
formity in the curricula of the nursing 
schools throughout the country. The Edu- 
cation Committee tried to indicate that 
this curriculum should not be a model nor 
a minimum for all schools, nor represent 
a definite standard of the League. They 
did say, however, that it has been agreed 
upon as a reasonable working basis for 


the higher grade of American nursing 
schools. For university schoo!s it would 
probably ropresent a minimum. Aft all 


times it should be considered a stimulus 
to further action and thought. 

This curriculum of the National League 
was last revised in 1927 and was the re- 
sult of tw> years study of 22 si>commit- 
tees. Reports of these various committees 
were published from month to month in 
the Americ: Journal of Nurs'vy ond re- 
prints weve ovailable so that the ideas 
could be tricd out before being pu lished 
in boo’: form. It can be assumed, too, 
that they reached a widely scattered group. 

The fact that social service has a def- 
inite part in the education of the student 
nurse h.; been accepted by the iscucation 
Committce of the National League. This 





committee has laid down the objectives 
for work in ja] service in relation to 
the general objectives of nursing educa- 
tion, formulated general principles, and 
made suggestions in regard to the length 
of course, time in the school curriculum, 
etc., and has even outlined courses. At 
least some of the State boards of nurs- 
ing examiners have also accepted the fact 
that some social service interpretation 
should be given. The minimum curriculum 
requirements of the Missouri State Board 
of Nursing Examiners, for example, in- 
clude a ten hour course called “Modern 
Social Conditions.” The school may not 
be considered as doing acceptable work 
unless it at least meets the requirements 
set by the State Board. 

Questionnaire No. 12 sent to Schools of 
Nursing—1,084 returns. Two hundred re- 
ported Social Service Departments (36 
per cent of 1,084.) Fifty-six of 200 offer 
instruction to student nurses in medical 
social service. 


Table 17 
Amount of Class Instruction in Medical Social 
Work for Children Given Student Nurses 
by Hospital Social Service Department 


No. of Hours No. of Schools 

0-4 18 

5-9 ¥ 

10-14 5 

15-19 1 
20-24 2 
30-34 1 

No answer 14 
Cudesignated 8 


Table 18 
Amount of Practical Experience in Medical 
Social Work for Children Given Student 
Nurses by Hospital Social Serv- 
vice Department 


No. of Davs No. of Schools 

ii 2 
2 1 

6 1 
12 2 
15 1 
29 1 
28 1 
30 3 
31 I 
6 4 
104 1 
No answer 19 
Undesignated 15 


Table 19 
Proportion of Student Nurses Actually Receiv- 
iag Ctass Instruction in Medical Social 
Work for Children 


No.of Schools Pct. of Schools 
Reporting Reporting 
Proportion of Each Lach 

Nurses Proportion Proportion 
None 8 14 
Few 7 12 
About half 2 4 
Majority 1 2 
All 37 66 
No answer 8 14 


A much lesser proportion of the nurses 
actually receive practical experience in 
medical social work for children, as seen 
in Table 20. The comparable percentages 
are: 66 per cent of the hospitals state 
that all of their nurses receive the class 
instruction and only 41 per cent state that 
all their nurses receive practical experi- 
ence, whereas only 12 per cent state that 
only a few of their nurses receive class 
instruction, and 18 per cent state that 
only a few of their nurses receive the 
practical experience. 


Table 20 


Proportion of Student Nurses Receiving Prac- 
tical Experience in Medical Social Serv- 
ice Work for Children 


No. of Schools Pct. of Schools 


Reporting Reporting 
Proportion of Each Each 

Nurses Proportion Proportion 
None 2 . 4 
Few 10 18 
About half 4 7 
Majority 4 7 
All 23 41 
No answer 13 24 


Nurses have instruction in children’s 
case studies in 274 or 50 per cent of the 
hospitals; 177 or 32 per cent give no such 
instruction; 96 failed to answer and three 
were undesignated. Only 70 or 13 per 
cent of the student nurses make ease 
studies of children observed in the out- 
patient department. Three hundred and 
twenty-four or 59 per cent definitely state 
that no such case studies are made, 153 
or 28 per cent failed to answer. Among 
the 70 hospitals, 53 or 76 per cent pro- 
vide opportunities for the student nurses 
to confer with hospital social workers in 
making out case studies for children, and 
12 or 17 per cent provide no such oppor- 
tunities. 

It appears from this study that medical 
social work departments contribute to 
nursing education in two ways, by fur- 
nishing an instructor or instructors for 
classroom courses in social work princi- 
ples, and by furnishing a sort of labora- 
tory or observation experience for the 
pupil nurse. : 

In 1928 a member of the Committee on 
Education of the American Association of 
Hospital Social Workers sent a qu2stion- 
naire to medical social workers through- 
out the country, attempting to get a pic- 
ture of the part which medical social 
workers were playing in the education of 
the nurse. Twenty-one medical social 
workers reported participation by the giv- 
ing of courses and of practical experience 
or observation. In 16 of the 21 schools 
thus represented the social work courses 
and observation had been started at the 
request of the training school for nurs- 
ing, or was a joint project of the train- 
ing school and the social service depart- 
mene, ¢ 










A subcommittee of the Committee on 
Education of the American Association of 
Hospital Social Workers is now working 
on the question of content and method 
of social work courses for nurses as they 
may be gitcn by medical social workers. 
This commitice has thus far proposed 
only.a few general principles, tollows: 

(a? Social scivice interpret: n should 


be a part of every nurse’s education and 
not be considered an elective. 

(b> Tho i rpretation should begin 
early in the course, but after the students 
have gone on the wards. 

(c) The courses given should be of such 


length and quality and should require 
such an avout of outside propo ration 
that they may be accepted for credit. 


CONFERENCE ON! CHILDS HEALTH ANDY PROTECTION-UMBDICAL SERVICE 





In other words, the courses must be defi- 
nitely built into the curriculum. 

(d) Any social course should be planned 
and given largely by one person. 

(e) An attempt should be made to limit 
the size of the class (limit of 15 to 30 
is suggested) in order to make possible 
the use of something other than the lec- 
ture method. 6 

We have been speaking thus far of a 
general, or fundamental, course in social 
work which in its place in the nursing 
curriculum would correspond to the medi- 
cal course before the discussion in rela- 
tion with education for social work. This 
general social course for nursing would 
probably not attempt to go into the de- 
tail of social case work method, and its 
purpose would not be the development 
of any skill in social diagnosis or treat- 
ment. It would rather confine itself to 
a discussion of elements of personality 
and environment as they relate to health, 
and to general principles of social treat- 
ment and the organization of the com- 
munity for social services of various 
kinds. It should give the pupil nurse 
knowledge which she could use in the 
pursuit of her own practice of nursing, 
and it should also fit her to understand 
and collaborate with the practice of the 
social worker, inside and outside of the 
hospital. The curriculum planned by the 
League of Nursing Education suggests 
courses not only in general social work 
principles, but also in the social sciences. 
All this, of course, has value, but they 
are not necessarily to be given or partici- 
pated in by medical social workers. 


We have said that the general social 
work course, as it is usually planned for 
nurses, will not make the nurse a social 
worker. We recognize that there is a 
place, and a very important place, for 
the person who has the double equipment 
of nursing and social work. Such equip- 
ment is especially useful in rural com- 
munities where there may be only one 
organization to cover both the social and 
health needs. It would seem that there 
would be a place also for a nurse-social 
worker in the small hospital which can 
hardly afford to provide itself with both 
nurses and social workers. The person 
who is to fulfill this dual role will be in 
a@ position where it is necessary to use 
independent judzment in both fields, and 
must, therefore, have a standard training 
in both nursing and social work. This is 
an expensive equipment, and the person 
who has it ought to command a corre- 
spondingly high salary. The cost of such 
professional service is so high that there 
may never be very many nurse-social 
workers in the country. In some positions, 
however, the two-fold education is so 
valuable as to make it desirable to en- 
courage the preparation of some workers 
to perform these two functions together. 


Part VIII 


Cenclusions and Recommendations of 
Subcommittee on Medical Social Service 


Conclusions 


The study of social service in hospitals 
and dispensaries has shown some excel- 
lent work done in a small proportion of 
the medical institutions of the country. 
Five hundred and ninety-eight so-called 
“Social Service Departments” are scat- 
tered largely in the Northeast, Middle- 
west, and on the southwestern coast and 
a few in the South. 


Children are receiving attention, not 
only through departments of social serv- 
ice in children’s hospitals, but in general 
and special hospitals to which children 
are admitted. Medical social service to 
children is concerned not only with young 
patients but with children placed in un- 
fortunate situations by illmess of others 
in the family. 


Approximately 2,000 so-called medical 
social workers are employed in hospitals 
and dispensaries of the country. Many 
volunteers are also engaged in various 
sarwanes in these social service depart- 
ments. 


There is an active professional organi- 
zation, with a membership of 1,700 in the 
United States and Canada which is di- 
vided into 12 geographical district organi- 
zations in which a large per cent of the 
members are participating. Central and 
local study committees within this organi- 
zation are coricerned with questions of 
education, function, community relations, 
recording, and statistics. 


In comparison with the opportunities 
for development we conclude that: 


There is at present a lack of adequately 
trained personnel for positions in medical 
social work in this country. 


There is a pressing demand for more- 
adequately trained workers. 


Educational centers for training in 
medical social work are now fairly satis- 
factorily distributed, but need further ex- 
pansion. 


There is lack of facilities for carrying 
on professional education, especially in 
the dearth of teachers for faculty posi- 
tions and supervisors in social service de- 
partments where stydents receive field 
practice. 


The true purposes and Specific contri- 
butions of medical social service to medi- 
cal practice are not generally understood. 

The special contribution of social serv- 
ice to hospital administration is not 
clearly and generally understood. 

There is much ineffective organization 
of medical social service in its relation to 
clinical medical service and to hospital 
administration. 

There is much ineffective organization 
of hospital social service in relation to 
public health and social welfare resources 
of the community. 

Division of responsibility for services 
between hospital social service and public 
health nursing in the community is not 
clear. 

Cooperation between hospitals and com- 
munity social agencies is hampered by 
lack of pertinent medical knowledge and 
discriminating use of medical institutions 
on the part of nonmedical social workers. 

Medical social service to children with 
diseases such as tuberculosis, heart dis- 


ease, congenital syphilis, and defect of 
the eye or ear that may lead to physical, 
social, and educational handicaps, are not 
having sufficient attention for their social 
and educational needs because of insuffi- 
cient social service personnel and com- 
munity resources. 

_There is failure to appreciate the strate- 
gic opportunity for promotion of teaching 
of good habits based on-Sound principles 
of mental hygiene through medical social 
workers in conjunction with their care of 
children in hospitals and dispensaries. 

Methods for meeting the social service 
problems of patients in the small hos- 
pitals, especially those in small and rural 
communities, are not adequately devel- 
oped and have not received sufficient at- 
tention. The subject is largely one of 
personnel and organization. 

Teaching responsibilities for various 
groups of social workers, student nurses, 
and medical students have increased with- 
out adequate plans for carrying these 
teaching functions in social service de- 
partments. 

Hospital social workers under pressure 
of the day’s work are not accumulating 
and pooling their experience to a sufficient 
extent and in such form that it can be 
used effectively to contribute to improve- 
ment of standards and to promotion of 
community resources important to child 
health and protection. 


Recommendations 


The subcommittee recommends: 

1. That measures be taken to increase 
the number of adequately prepared med- 
ical social workers. 

2. That hospitals and dispensaries be 
encouraged to establish medical special 
service With due regard for standards of 
practice and sound organization. The 
appointment of adequately prepared so- 
cial workers as directors of social service 
departments should be discouraged. 


3. Vocational placement bureaus should 

have more discriminating knowledge of 
standards and field conditions in medical 
social service. Placement of untrained 
personnel in medical social service should 
be discouraged. 
_4. Educational opportunities for prac- 
ticing medical social workers, especially 
in subjects related to child health and 
protection should be increased. 


5. That the needs for social service for 
patients in small hospitals should be stud- 
ied and suggestions formulated for meet- 
ing these needs. A group to further such 
a study might well include representatives 
of a national organization interested in 
hospital administration, medical practice 
as applied to rural and small commu- 
nities, public health nursing, community 
social welfare and medical social service. 


6. That the purposes and activities of 
the study committees of the American 
Association of Hospital Social Workers 
concerned with clarification of function 
and organization should be encouraged. 

7. That the American Association of 
Hospital Social Workers through its Edu- 
cation Committee, enlist the cooperation 
of leaders in medical education for con- 
sideration of the responsibilities placed on 
social service departments in teaching 
hospitals for instruction of medical stu- 
dents in the social aspects of clinical 
medicine. 

8. That the American Association of 
Hospital Social Workers, through its Edu- 
cation Committee, enlist the cooperation 
of the League of Nursing Education to 
study and improve the methods of teach- 
ing of student nurses the social aspects 
of nursing. 

9. That medical social workers consider 
means by which they can promote more 
discriminating analysis of their accumu- 
lated experience to the end that they may 
contribute to the promotion of commu- 
nity resources for child welfare and better 
methods of serving the children under 
their care. 


Appendix 
Minimum Standards 


(Copied from the Bulletin of the Amer- 
ican Association of Hospital Social Work- 
ers, July, 1928.) 

A statement by the American Associa- 
tion of Hospital Social Workers which 
defines the minimum standards to be met 
by hospital social service departments. 
This statement was adopted May, 1928. 


Intreduction 

Many social elements are inherent in 
the practice of medicine and the physician 
needs to know his patient in a personal 
way, the environment in which he lives 
and works, his capacity to understand and 
participate in a plan of treatment, his 
obligations and resources. Nevertheless, 
many physicians are seeing patients in 
hospitals or clinics where the highly or- 


ganized machinery necessary to the insti- 
tution tends both to rob the patient of 
his individuality and, by isolating him 
from his natural environment, to prevent 
the physician from understanding him as 
fully as is desirable. At the same time 
medical practice is requiring the patient 
to participate in the plan for his 
treatment—regular attendance at clinic, 
changes in hygiene and diet, or convales- 
cent Care. Medical-social service has, 
therefore, been developed in the hospital 
as a two-fold service to the physician and 
to the patient. 

The basis of medical-social service is 
the medical need of the patient—a need 
which may be aggravated by social con- 
ditions and require social as well as med- 
ical treatment. This service coniributes 
to the physician’s understanding of the 
patient and his problem by bringing to 
his attention significant data regarding 
the patient's personality and environment. 
It may enable the patient to understand 
and carry through a plan of treatment 
which is satisfactory to the physician and 
which may necessitate adjustments in his 
work or home. 

When 2 hosnifel decides to orranize a 
“Hospital Social Department” and utilizes 
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this name it should recognize and meet 
certain obligations, as herein stated. 


Functions 

The primary purpose of a hospital] so- 
cial service department is to further the 
medical-social case study and treatment. 
The major activity of the department, 
therefore, should be medical-social case 
work. The method is that of social anal- 
yzing of data, the outlining and carrying 
through on an integrated medical-social 
plan. 


(Paragraph in manuscript missing.) 


Organization 
It is important to the hospital that its 
medical and social work be closely in- 
tegrated in function and organization. 
The Social Service Department, therefore, 
should function as an integral part of the 
institution. 


There should be one Director, or Ex- 
ecutive Head of the Department who will 
be responsible to the Executive Officer of 
the institution and through him to the 
Board of Management. 

The impetus to establish the department 
and the funds with which to finance it 
may in some instances come from out- 
side the hospital organization. When this 
is done, the head of the Social Service 
Department should nevertheless be re- 
sponsible to the administration of the hos- 
pital in all matters pertaining to hospital 
organization and policy. 

The head of the Social Service Depart- 
ment should be a member of conferences 


called by the director of the hospital, or” 


by the chief of any department, to dis- 
cuss or to formulate policies pertaining 
to the social care of the patient and to 
the community relationships of the hos- 
pita.. 
Facilities 

Medical-social case work requires per- 
sonal conferences with various individuals 
in matters which are often of a confidential 
character. This makes it necessary that 
the department should have office facili- 
ties which afford as great privacy as pos- 
sible and at the same time are readily ac- 
cessible to patients and physicians. 


Records 

The department should keep records of 
its medical-social case work which should 
be readily available for use in the medical 
treatment of the patient. The privacy of 
the social case record should at all times 
be safeguarded. ; 

The record should identify the case ac- 
curatcly, state clearly the reasons medi- 
cal«social study and treatment were or 
were not undertaken, the problems pre- 
sented, those dealt with, and the social 
treatment given. It should include a state- 
ment at the time the case is closed, which 
will give the reasons for closing and the 
status of the case at that time. 


Personnel 
The head of the Social Department 
should be eligible for active membership 
in the American Association of Hospital 
Social Workers. (Applause. 
CHAIRMAN BAKER: I can recall pedi- 
atric conferences held-.by a pediatrician 


15 years ago in the Massachusetts 
General Hospital. Nurses, medical social 
workers, internes and medical students 


attended these conferences for the dis- 
cussion of the medical and so¢ial problems 
of the patients under the care of this 
pediatric service. These conferences are 
no longer held by this pediatrician becausé 
he is at present associated with the Chil- 
dren’s Hospital in Boston where I am told 
he uses with more discrimination than 
any of the other ‘medical men the Social 
Service Department. ‘ 


am delighted to turn to Dr. Richard 


M. Smith, Assistant Professor of Child Hy-" 


giene. Harvard Medical School, to open 
the discussion this afternoon. ; 

DR. SMITH: Madam Chairman, Ladies 
and Gentlemen: The report. of the Com- 
mittee has presented three aspects of the 
Subject of medical social service: 

1. The training of workers. 

2. The place of workers in the hospital 
organization. 

3. The function of the workers. 


These are all important considerations 
and deserve careful thought and discus- 
sion. It has been indicated that our pres- 
ent conceptions are the result of gradual 
evolution by the trial and error method— 
an inevitable situation in a new and pre- 
viously untried development in medical and 
social practice. 

In my brief discussion of this impor- 
tant question which has been outlined to 
you in a most able manner, J wish to 
call attention only to certain seatures of 
the function of medical social workers 
by way of emphasis of facts which have 
been given in the committee report. 

It has been said frequently that sick- 
ness is always an unexpected and an un- 
predictable misfortune which besets the 
individual, causing disaster to himself and 
to the family not unlike the calamity of 
a fire or earthquake. No matter how 
widespread disease may be in the com- 
munity or how unfortunate one’s personal 
experience may have been in the past, in 
the vast majority of instances no provi- 
sion is made in the family budget for 
this unlooked-for but inevitable expense. 
The hardship which results in all but the 
most favored economic groups falls par- 
ticularly heavily upon those families who 
make up the hospital clientele. 

Socio-economic disadvantage shows 
most clearly its unfavorable influence 
upon children. Therefore it is in rela- 
tion to the children in our hospital wards 
that we need most to have a knowledge 
and understanding of the family back- 
ground. The family physician going into 
the homes of his patients gains at first 
hand an insight into the environment of 
the child which is an indispensable part 
of the intelligent care of his patient. The 
physician in the hospital ward who sees 
only a “case of pneumonia” may be able 





to treat the disease if specific measures 
of therapy are indicated, but cannot treat 
the patient from the knowledge gained 
at the bedside alone. 


Importance of Medical Social Worker 

The medical social worker brings to him 
the supplementary vision of home and 
social conditions without which his under- 
standing of the child is fragmentary and 
incomplete. The medical social worker is 
a part of the team and her contribution 
is often quite as important as, sometimes 
more important than, that of the labora- 
tory technician or other medical assistant. 
No one whose memory of hospital prac- 
tice goes back to the period before the 
advent of the medical social worker and 
who is now practicing in a hospital where 
medical social service is efficiéntly or- 
ganized has any question about the im- 
provement which has been effected by 
this addition to hospital personnel. We 
have come to take the medical social 
worker as much for granted and call 
upon her as constantly as the other so- 
called scientific additions to our arma- 
mentarium. 


This intimate association of the medi- 
cal social worker and the physician is 
essential if the physician is to benefit by 
the knowledge of the worker and if the 
worker is to be able to render her most 
effective service. 

The report has indicated that in the 
early history of medical social work this 
close coordination did not exist, but full 
utilization of this feature of hospital prac- 
tice did not obtain until such accord was 
accomplished. If we are to use the in- 
formation and judgment of the medical 
social worker in the management of our 
patients we must be as insfstent upon the 
reliability of her contribution as we are 
upon the validity of our other supple- 
mentary data. We cannot afford to be sat- 
isfied with anyone in such a responsible 
position who is not thoroughly trained 
in her particular field. _An inaccurate 
count of the white corpuscles in the blood 
or an incorrect report upon a Wasser- 
mann test may lead us to make a wrong 
diagnosis or institute unsuitable treat- 
ment. 

Equally unfortunate errors may result 
from incomplete or inadequate informa- 
tion concerning the home and family 
which furnish the background from which 
our patient comes and to which he must 
return. The kind of care the infant re- 
ceives by his mother at home is quite as 
important as the particular milk formula 
which we prescribe. 

The hospital which aspires to render 
complete and adequate service to the chil- 
dren coming under its care cannot ac- 
complish this worthy ambition without 
the assistance of a well-organized medical 
social service department. This depart- 
ment cannot function efficiently unless 
the workers are well trained. The best 
results can be achieved with the greatest 
benefit to the patient only when there 
is sympathetic cooperation between the 
doctors and the medical social workers. 
(Applause.) i 

CHAIRMAN BAKER: The meeting is 
now open for general discussion from the 
floor. I am wondering if Dr. Harold 
Walker, professor of otology, Harvard 
University Medical School, is present. 


Deafness in Children 


DR. HAROLD WALKER ‘Boston, 
Mass.): Madam Chairman; Ladies and. 
Gentlemen: TI am afraid what I have to 


say will not be very interesting. because 
I am. a specialist and have to deal only 
with special subjects: Every specialist 
thinks his specialty is the most important 
that exists and I think mine is very im- 
portant, too. I tell my students at the 
Harvard Medical School that ‘the ear is 
@ very important organ. Its location alone 
and the surroundings give me ‘the reason 
for saying it is an important organ. The 
function of the ear is to hear. You ladies 
and gentlemen have been enjoying a very 
elaborate and wonderful paper by Miss 
Cannon this afternoon upon a most im- 
portant subject. Without your ears you 
could not have enjoyed it. 

Miss Cannon a good many years ago be- 
gan an investigation of the children of 
the Eye and Ear Infirmary to see how 
many were being treated for deafness. who 
were really, I might almost say, deaf 
mutes, or in other words, so' deaf that 
treatment was of no use. It is amazing 
to find how many children were being 
treated who were deaf mutes, and no one 
knew it, not even the parents. Of course, 
that is a very sad story, but it is true. 

At that time we were able with Miss 
Cannon's help to establish a soclal serv- 
ice department at the Massachusetts Eye 
and Ear Infirmary, the very first ever 
formed in any hospital, I think. Without 
that department our out-patient depart- 
ment would certainly not be able to do 
the work it does at the present time. 


First, it is very difficult to, I might say, 
educate even the specialists that their 


job is not finished when the surgical work 
on the out-patient is done. Unfortunately, 
the average out-patient department is in- 
adequately managed. They are always in 
a hurry and the moment life is assured 
then the case is passed on. In other words, 
if a child has a discharging ear, brain ab- 
scess, infection of the sinus, the moment 
it has died or been cured they think the 
job has been finished. It has not. 

The function of the ear, hearing, is to 
be looked after, so the social service de- 
partment is of the greatest assistance to 
us in the Eye and Ear Infirmary in look- 
ing after not only the deaf mutes, see- 
ing that they are properly placed, but 
also looking after the cases themselves so 
that the treatment will be carried out 
properly, also looking after those who are 
supposed to be convalescent and cured as 
to their hearing in after-life. 

I said before luncheon that there are 
3,000,000 deaf schoo) children in America. 
If there were 3,000,000 cases of tubercu-* 
losis what a row we would make! How 
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many commissions would be appointed! 
Even Senators might take some notice of 
that, but just because deafness is not 
spectacular, because deaf people go about 
doing their bit and not complaining at 
least audibly, it isn’t known. Yet it is a 
very important handicap to them. For 
that reason, I have been for a number 
of years preaching to the best of my abil- 
ity the gospel of prevention of the deaf 
because curing the deaf, I am sorry to 
say—I say curing, not helping—is prac- 
tically impossible. 
School Cooperation 

The schools have begun with the ex- 
amination of school children by means of 
audiometers and various other mechan- 
isms and are doing a wonderful work to 
eliminate deafened children or classify 
them properly in the school so they will 
get the most from the classes. However, 
there is nothing being done for the pre- 
school child, the child who is misunder- 
stood at home, the heedless child who 
does not obey because he does not hear. 
He is thought to be naughty. Of those we 
want to take care as well as school chil- 
dren. 

I might go on for a very long time and 
bore you with this problem of deafness, 
but I just wish to have you take home 
this point, that the socia! service depart- 
ments of hospitals can be of the greatest 
assistance in preventing in the future the 
continuation of these 3.000.000 deafened 
school children or perhaps 4,000,000 deaf- 
ened children in America by doing their 
part in following them up in the hospital 
services and seeing that the parents are 
educated, and after all, it is propaganda 
of education. 

I had occasion to speak before’ the 
American College of Surgeons not very 
long ago. I said if we only could teach the 


general practitioner and parent that deaf- 
ness should be really a registerable disease 
in the Bureau of Public Health, what a 
marvelous thing it would be. So I hope 
you will help me to help others to ‘that 
end so that deafness may be wiped off 
the earth in place of its being such a 
serious handicap as it is now. Thank you 
very much. (Applause.) 

CHAIRMAN BAKER: Will Dr. Francis 
Scott Smith of the Pediatric Service of 
the University of California Hospital 
speak to us? 

DR. SMITH (San Francisco): Madame 
Chairman, Ladies and Gentlemen, I have 
great hesitancy in speaking after Miss 
Cannon, having heard her’this morning 
and this afternoon and fecling perhaps 
I have little to add to the discussion. 


Dr. Richard Smith has certainly covered 
it, yet there are one or two things that 
occur to me and that is that perhaps we 
don’t all live in Boston. I still feel there 
is a need for coordination with respect to 
education of the medical student, particu- 


larly in some localities which as shown 
lacked perhaps that particular coordina- 
tion. There are certain features with re- 
gard to my ideals for medical social sery- 
ice which I should like to review, though 
perhaps they have been entirely covered 
this afternoon. I need not recall the fas- 
cinating story of development of social 
service or give a modern case history of 
a modern physician having changed from 
Saul to Paul with regard to the necessity 
of social service. 


Medical Social Service in Urban Districts 

While we may regret the development 
of large urban centers and extremely 
compiex and costly structure of, medical 
service in those certain centers, we have 
certain inescapable needs of correlation to 
reduce to a minimum waste of material 
and effort. The physician with his gener- 
al practice covered all phases of medicine, 
and he was his own social investigator. 
He knew his families, their hereditary 
traits, intelligence, reliability and educa- 
tion and. economic status.. Hence, he 
could adjust the medical care of the sit- 
uations he found. Today the physician 
finds it difficult not only to cover the 
entire field of medicine, but also impos- 
sible to treat alone the social aspects 
of complicated city lives. 

This is particularly true with regard to 
the medical care of children. Those who 
deal with the physical and mental health 
of children must consider all aspects of 
social structure, employment, housing, 
care, wages, and so on. Who is to make 
this correlation, this coordination? My 
answer is social service. 

My idea for it in relation to medical 
centers, my idea is that social service shall 
investigate all angles of the social eco- 
nomic status of the paticnt cooperating 
with all clearance bureaus and other wel- 
fare agencies, that such a report of their 
investigation be filed and incorporated in 
our routine hospital histories and from 
such data and by conference with the phy- 
sician, the details of convalescence or dis- 
charge preventing if possible those features 
in home or school which mitigate against 
proper convalescence shall be avoided. 

In this respect, I should like to repeat 
that social service is an ally in our field 
of preventive medicine and economy. 

Secondly, that social service shall be 
intimately bound with the medical staff 
that nature of illness and probable prog- 
nosis may be interpreted by them to con- 
valescent agencies or members of the 
family capable of receiving such informa- 
tion. In this I would not forget the de- 
sirability of the physician having as much 
information as he may obtain by brief 
contact with parents, but only point out 
that it is a joint problem. 

Thirdly, that medical students by case 
study be taught the desirability and know 
the necessity of proper social service func- 
tion, call it social service appreciation, if 
you will. I think the latter is particularly 
lacking in some of the schools, not in Bos- 
ton. Thank you. (Applause.) 


CHAIRMAN BAKER: I am wondering 








if Miss Alma C. Haupt of the National 
Organization for Public Health Nursing 
will speak to us now. 

MISS ALMA C. HAUPT (New York 
City): Madam Chairman and Friends: In 
this eternal question of the public health 
nurse and the social worker I am reminded 
of one evening when two of my brothers 
aged eight and ten were invited to visit 
an aunt. They were very much set up 
about it. When they got there they were 
even more thrilled to find they were to 
sleep together in a four poster bed. They 
had formerly at home slept in single beds. 


Unfortunately, the poor aunt didn’t real- 
ize what she was getting into because un- 
til the late hours of the evening there were 
screams and yells of “Say, you are on my 
side,” “Hey, get off my side, will you?” 
It seems to me as if one of the very im- 
portant things we have to do is to decide 
whose side is which and where is the job 
of the public health nurse and where is 
the job of the social worker, and that 
comes particularly close in this field of 
medical social work. 

I have been connected in the past with 
a rural hospital program and had an op- 
portunity to visit a great many small hos- 
pitals and I have also had an opportunity 
of assisting in one or two rural public 
health nursing surveys. I have come to 
one conclusion and that is that we have 
developed the idea of county health units 
consisting of a health officer, public health 
nurse, sanitation officer and the necessary 
clerical assistants. 


Rural Districts Need Secial Case Work 

It seems to me there has not been quite 
as much emphasis made on the extension 
of social case work in the rural communi- 
ties. Miss Margaret Barrington and I in 
a recent study began to count up what 
the difference was in a rural situation 
and a city situation as to the number of 
personnel provided. Taking those cities 
that we ourselves knew we counted, in a 
number of them there were about the same 
number of social workers as there were 
public health nurses, and in most of the 
rural communities that we knew there 
usually were more public health nurses and 
only a very few social workers. So it does 
seem as if one important element toward 
a better provision of care for children is 
in the extension of the number of social 
workers and their availability in rural 
communities. 

Suppose we take then the nurse who is 
working alone in a county. A doctor from 
a middle western county said to me re- 
cently. “Do you know our county nurse 
has 75 families under her care at the pres- 
ent time just for relief? What do you 
think of that?” 

I think he was rather proud of it. It 
seems to me for a nurse working alone 
in a rural county to have 75 families to 
whom she is giving relief simply means 
she cannot be doing public health nurs- 
ing, and I should quéstion whether or not 
she were being able to reach the cause of 
the social maladjustment. 

Of course, we cannot blame the rural 
public health nurse who does get into this 
field of social work inadvertently. She 
does not Know What she is getting inte, 
and when she goes into the rural com- 
munities she finds a real need and de- 
mand. People are thinking of her as a 
person who will help in the social prob- 
lems, and it seems to me the first thing 
she ought to do perhaps is to form a 
committee and keep that committee of 
representatives of the community closely — 
informed of the.-cases that come to her 
attention and thereby educate them as to 
what this thing is, this whole question | 
of social work. Then, as the committee 
gradually understands what the problems 
are, through that ‘they will be ready’ then ' 
perhaps to make Available funds for a 
social case worker in the rural commu- 
nity. 

Public Health Nurse and 
‘Worker 

In the rural. hospital field, especialy 
in the small hospital of 50 beds, which 
often is located in a county, the hospital 
is faced with the situation, Whom shall 
we use to do our follow-up work in the 
homes? Of course, if there is a public 
health nurse in that county—and, as I 
have said, there is more apt to be one 
than there is a social worker—the hos- 
pital uses her. If there is a social worker 
there has to be-some decision as to when 
to use the public health nurse and when 
to use the available social worker. I 
don’t see that the rural community, espe- 
cially a county, will for a long time be 
able to support a special hospital social 
service worker. It seems to me _ the 
chances are much better for that hospital] 
to learn to use the existing personnel, 
and if the county nurse is the only worker 
that she will be used and then, through 
her, as I said before, the county may 
become familiarized with the need for a 
trained social case worker. 

In a community where you have both, 
it seems to me there is a place where 
we ought to be very clear in our thinking, 
and perhaps we haven't gone as far yet 
as we should. I think this suggestion in 
your report to have a committee that 
will study this situation in rural commu- 
nities is a very valuable one to consider, 
and that one of the things such a com- 
mittee might consider definitely is, Where 
there are two workers, where does the 
job of the public health nurse leave off 
and when does the job of the social 
worker begin? 

And when there are two, as this report 
indicates, they have often failed to make 
the best possible use of each other, and 
we see that in cities all the time. So 
it seems as if there were certain very 
definite things they might do. The first 
is to have a real knowledge of each oth- 
er’s program, a real knowledge of each 
other's technique, and I think that is the 
whole point; one of the big points in giy- 
ing the social service training to student 
nurses, aS Miss Cannon described it, is 
to help the nurse have a better apprecia- 
tion of what the social worker is trying 
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te do—not to train that nurse to be a 
social worker herself, 

I believe another thing that might be 
done is to have more frequent case con- 
ferences, when both social worker and 
public health nurse know the family, ac- 
tually take time and get together and 
discuss what they know about the family, 
and which one of them has possibiy the 
best contact in that home and is the best 
person to g0 on with it. 


Confidence Needed 





I should like to see such‘confidence be- 
health tursés and social 
in 


tween public 
workers that a given home perhaps 
the social worker, having a better contact, 
better knowiedge, perhaps knowing the 
family more intimetelvy in one home, will 
be able to carry the health message for 
the public health nurse, particularly in a 
rural community where there are long 
distances to travel 

On the other hand, I should like to see 
a situation in which in another given 
family where the putlic health nurse has 
known the temily because her contact is a 
very fortunate one, the social worker may 
entrust her with certain questions of so- 
cial adjustment that come to her atten- 








tion. 
This. of course, presupposes the fact 
that they understand each other's tech- 


niques, points of view. I am not imply- 
ing that the public heaith purse should be 
a soeial worker or the social worker should 
be a public | rurse. but I do think 
there are certain functions they might 
share with cach other, especially in rural 
communities where sO many Other things 
have to be taken into consideration. 

So. if such @ study as you are suggesting 
could be carricd on, and if in that the 
idea of distincuishing between the func- 
tions of the public health nurse and social 
worker could be carefully defined and 
we could have a ment of what is 
legitimate for a public health nurse work- 
ing alone to carry on and where is the 
point where she should. not go any 
tarther—of course vou will say it will 
depend on her training. That is to a large 
extent truc. but it seems to me there are 
certain limits we might work out in the 
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two fields that would be mutually very 
helpful. 
In conclusion, I believe that there is 


an attitude on the part of public health 
nurses to cooperate in this question. I 
think it is very baffling to nurses, and I 
think they are doing what they can. They 
are being criticized for it, and they know 
it, and they simply filling the need 
that exists in the commuhity. So I hope 
social work will push the extension of 
more personnel in rural communities and 
that the rural hospital will thereby have 
both .a social worker and public health 
nurse to assist in carrying out the program 
iu the home. ‘(Applause.) 

CHAIRMAN BAKER: Is Miss I. M. 
Havey. the Director of Nursing Service of 
the American Red Cross, present? 

MISS HAVEY: Madam Chairman and 
Members of the Conference: I just tela 
Miss Haunt if she would talk I would ge 
down and hold the door closed for a while. 
I know you are tired and I will make my 
remarks very brief, ' 

Rural Neede Emphasized 

Miss Haupt has brought out the impor- 
tant and ereat need for medicai-seciail 
service wor! out im the rural commuai- 
ties. I want to emphasize that. Whea 
you ston to think that we have out ia 
some of our rural counties one nurse 
covering a county with some 600 or 700 
square miles, perhaps with a population 
of 19.000. 15.000 or even 20,000 people, the 
oaly public health nurse in that county. 
you know she has problems enough even 
though she has an excellent health officer, 
a full-time officer in that county. She has 
enough problems of her own without get- 
ting into the fielel of social work. 

[ cannot think of anything that would 
be of greater help te some of our rural 
nurses in some of those counties than 
capable medical social workers in the 
hospital. in the headquarters town in the 
county or in neighboring’ towns. I have 
been trying to think of ways and means 
as te how we might help our rural nurses. 
and I believe that if we could have enough 
of your people, Miss Cannon and Madam 
Chairman, many of the problems of the 
ruval public health nurse. would disappear. 

For instance, when a patient in the 
county is perhaps sent te one of the 
neighboring hospitais in the county or 
outside, just thine of the service that the 
public health nurse might have through 
the medical-social service department in 
keeping the public health nurse informed 
as to the progress of the patient and many 
other things. The distances are too great 
for the nurse to travel. She cannot go te 
visit that hospita! every few days. She 
could telephone, vee. to the hospital and 
find out how the patient is getting along, 
but as a student nurse I remember how 
we used to answer the telephone when 
aa anxious relative would inquire how 
the paticnt was getting on. We would 
Say the paticnt is getting along as well 
as can be expected under the circum- 
Stances. Now the medical-social worker 
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will at least tell the nurse and family the 
truth, I think. 

Then the question of arranging for 
hospital care. Our rural murses are con- 
stantly having to do that. If the hospital 
has a medical socie! service worker, just 
think of the source of assistance in that 
worker. It saves a great Geal of time, to 
be sure. 

Another thing—we encourage our public 
health nurses to save time in transporting 
patients to and from hospitals. The argu- 
ment there is that the nurse must go with 
the patient because when the patient 
arrives in the hospitel he feels strange 
or the mother feels sirangé. The mother 
may be taking the child. Through the medi- 
cal-social service worker we would have 
someone in those hospitals who would 
receive the patient and take care of that 
patient who had perhaps gone back for 
follow-up work to see the doctor or have 
treatment, something of that sort. In 
that way the nurse can then depend on 
volunteer motor service. Transportation 
can be provided by someone else and at 
the other end will be the medical social 
worker who would be the reception com- 
mittee, as it were. and there are many 
other ways I can see . 

But why talk about Miss Cannon 
tells us only 10 per cent of our hospitals 
have medical social workers. Of course, 
I suppose that is very true im other fields 
The medical soria) field is mot the only 
one that is behind in its work. We lack 
rural hospitals. We lack doctors and pub- 
lic health nurses. But here is something 
that Miss Cannon brought out. She told 
us the Joint Vocat:cnal Bureau in New 
York City had 129 physiciams listed last 
year needing medical social workers, and 
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yet there were cnly 64 candidates for 
those positions. It is rather encouraging, 
isn't it, to know there is at least one 


field where we have nc unemployment. It 
seems to me we lack personnel in the 
medical social fielé and what we need to 
do is to stir up some vocational guidance. 
Selection ef Personnel 

Our nursing ficid is overcrowded. We 
have too many nurses. I think we will 
have to turn some of cur nurses in your 
direction, but I realize, of course, one of 
your problems is the selection of personnel 
While you say tuey should have at least 
two years of college and so on, we know 
full well that all the academic background 
in the world w make medical social 
workers. There be something else 
I mean academic i There should 
and must be some: 

I wonder how pn of you saw the 
play “Street Scene the social worker 
in that play. We cont wamt that type 
of social worker. While I know that is 
perfectly true in cther fields, I cannot 
think of any field where the selection of 
personnel is more important than the 
field of medical, social work. We need 
more workers and we need to find ways 
and means whereby people will be able 
to take these courses that you have de- 
scribed. It seems to me we will have to 
find more scholarships and do more re- 
cruiting and stimulating so that we will 
have more workers 

The need out in the rural community is 
great. I don't suppose» medical social 
workers are needgd anywhere as much as 
out in the rural hospitals and communities. 
We need everything out in the country. 
We need nutritionists and social workers 
and mental hygienists, home demonstra- 
tion agents. farm agents—but above ail 
things, so far as the rural nurse is con- 
cerned, the public health nurse, I believe 
one of the greates: allies we might have 
is the medical soc!al worker. (Applause.) 

CHAIRMAN BEAKER: Miss Havey has 
emphasized a problem with which we as 
medical social workers are Omly too fa- 
mitiar. 

I should like to ask Miss Kate McMahon, 
educational of the American 
Association of Hospital Social Workers to 
discuss it from her viewpoint. 

MISS KATE McMAHON ‘Boston, 
Mass.): I think I nave never spent a more 
sobering two days. The doctors have ac- 
cepted medical sociah work. ‘That was 
clear in the two sections I have attended, 
the matermal cave section and the medical 
care section, but iney have accepted med- 
ical social work on their terms. Their 
terms mean that the medical social worker 
of the future must be adequately equipped 
and trained. 

My second thought is that I am grateful 
that our association in its active educa- 
tional program has had four years that 
are behind us, and that in those four 
years we have taken the steps and we 
have gone through the motioms, and at 
least some schools are ready to begin med- 
ical social training t is always a zero 
hour when you hear recommendations and 
when you have noi gone into action. We 
are not in action. As I think of the tra- 
ditional plan for White House Confer- 
ences repeated every ten years. my mind 
stretches forward io where will we be at 
the next White Feouse Conference? We 
must remember that professiomal educa- 
























tion is expensive, very costly. We have 
not conceived in ciently broad terms 
what this education of the person you 





have heard described today will mean. 
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It is expensive to the person. It is ex- 
pemsive to those universities and schools 
of social work that intemd to accept these 
standards. 

Where will we be in 1940? It is a very 
grave responsibility to face, but we can 
longer sidestep it. Amy medical social 
worker will not do. The equipped, com- 
petemt, prepared worker must be the one 
of the future. (Applause.) 

CHAIRMAN BAKER: Are there any 
medical social workers im the audience 
who would like to enter the discussion 
now? I may call on you if you don't 
volunteer. How about Miss Lena Waters 
of the University of Pemmsylvania Hos- 
pital? 

Seund Organization Important 

MISS L®BNA WATERS (Philadelphia): 
I hesitate to speak after that talk of Miss 
McMahon because I like to feel that is 
the last thing left with us—the necessity 
of xmanning the department with the 
properly qualified person. I am very much 
interested in releasing that person for 
actiom and for that reason I am going 
to speak just a moment on the necessity 
of sound organization and certainly con- 
gratulate the committee on the exhaustive 
study they have made and the statements 
they iaave given us on the subject of 
orgazization 

Organization is necessary in life in or- 
der tiat energy be released. The best 
traizrwed personnel in the world can have 
theic taands so completely tied by poor 
orgazaization that it is impossible for them 
to fumction. So the very best organiza- 
tioa im the world cannot guarantee func- 
tion by a person who is mot qualified for 
the work 

The exoveriment means growth. We are 
indebted very much to those pioneer com- 
mittees who organized social service or 
probably raised the money and demon- 
strated social service in hospitals. It was 
those experiments and others that have 
made it possible for the committee to 
show wus that the various experiments have 
at last led to an agreement, the agreement 
whicha was proven by the figure, I think, 
in wihaich 39 per cent are now integral 
parts of hospitals. So there is no longer 
a question in our mind as to the proper 
place of social service departments in the 
hospital organization. 

We need not feel that we no longer 
grow because we have ceased to experi- 
meat iz that particular form of organiza- 
tion, for certainly we are challenged again 
and again because of the increasing ap- 
preciation also on the part of those work- 
ing im fospitals of the importance of 
considering social being. There is 2 grow- 
ing Gemand on social service departments 
to adda to its function varfous activities. 
Those im the social service department 
have to think very clearly of its place 
and tlie particular contribution of the so- 
cial worker in the hospital in the treat- 
ment of the sick children and others of 
that hospital. . 

Activities of Social Service Department 

For instance, we see, as we wander 
aroumad. that occupational therapy is 
needed in hospitals, libraries are needed, 
kindergartens, cafeterias and various 
other ¢iaings. In some places all of these 
activitaes lave been centered in the so- 
cial service department. Is that sound 
organization?—lIt is something for us to 
think about. 

The committee has certainly given us 
a basis for decision on that in outlining 
that thee true iunction of social service 
is seciai case work as part of the medical 
treatmaemt of the patient. Therefore the 
organization which we must insist upon 
is Organization which will permit social 
case work. 

One questions the advisability of begin- 
ning s@ciai work in a hospital unless there 
is the proper organization for it. For 
instazace, is it wise to properly foist social 
service or the name social service on the 
hospital im the guise of some other ac- 
tivity whlaich perhaps is not permitting the 
true release of the energy of the social 
case worker? Frequently ome hears some 
interested person, a superintendent or 
trustee or even a physiciam who really 
wants social service say, “We haven't the 
true umderstanding of what social service 
means. We can't get the momevy for the 
social service as you understand it, but 
we Cara get the money for that person 
who wii decide on the fees which pa- 
tients mre paid. Let's introduce her as 
that fee collector and she wil) work out 
inte ex true function.” 

Perhaps it would be better mot to begin 
social service unless that social worker 
was fuwuily acceptable and the part she 
would galayvy was fully understood by all 
in the thospital organization. 

There is a temptation also on the part 
ot the social worker in the hospital. It 
is very flattering to be called on to take 


charge of all these various activities. The’ 


social worker might easily see herself in 
control of a great group of people in the 
hospitats whose many activities she feels 
importaiat, but is that wise? Isn't it bet- 
ter for that social worker and would nota 
well qualified social worker realize that 
she has a very real responsibility which 
must mot be dissipated by undertaking 








more than she is qualified to give, or im 
dissipating the emergy which should be 
used for one line? 

Therefore, it certainly has been a very 
great relief to see the Committee on Med- 
ical Social Service make such convincing 
statements as it as on the proper or- 
ganization of social service in hospitals. 
( Applause.) 

CHAIRMAN BAKER: Are there any 
hospital administrators present? If so, 
we would be very glad to hear from them. 
If there is no further discussion from the 
floor, I am going to ask Miss Cannon to 
Say a few words im closing. 

MISS CANNON (Boston): The sugges- 
tion of closing, I am sure, must be wel- 
come to vou, but I do want to bring back 
one point that Miss McMahon made. One 
of the reasons why some of us were will- 
ing to face the responsibility of work on 
this subcommittee which we knew was 
gotng to mean a tremendous lot of work 
was because Dr. Hammil in asking us to 
Participate said there were two distinctive 
characteristics: Ome. there should be an 
emphasis on the child health and protec- 
tion, the health being the new emphasis 
im White House Conferences. But the 
second and more important was that it 
was to be a basis for action. 

We are not through with the White 
House Conference. I am tremendously 
relieved to have this meeting over, to 
think out report Ihas finally been de- 
livered to you, and I hope ve will have 
a few days of respite, those who have 
been working very actively on this com- 
mittee. But it ism’t for long. We have 
to do something about it. We have a def- 
inite recommendation. We have not rec- 
ommended anything we thought imprac- 
tical. We assumed out of that report and 
out of some of the recommendations of 
other reports in this Conference that added 
responsibilities are going to be placed on 
medical social workers. 

I am tremendously impressed with the 
challenge we have had from the public 
health nurses today.. I am perfectly de- 
lighted to find we can be working hand 
in hand with them om some of these prob- 
lems. I think it is very interesiing to 
think we possibly may face a niral com- 
munity with a simpler situation possibiy 
in some ways than the big city. certainly 
@ Simpler situation im many ways, but a 
problem of analyzing what that need is 
and seeing how we with the experience 
we have had back of us have been a little 
too isolated, I think. 


Matual Understanding Needed 


We public health murses and hospital 
social workers now know enough about 
what we each have to give. about the 
probiems we can really help with to get 
together and face the future in some of 
these very special situations where I feel 
sure we are both needed. I am perfectly 
comvinced many of these county welfare 
organizations can fit imto this program for 
the meeting of the medical socia! problems. 
I have seen several of them during the 
year when I have been trying to think 
out this question of rural medical social 
service, and have been delighted to find 
the hospital superintendents in these small 
hospitals are in many instances active 
members of these welfare councils. 


Hospital superintendents, public health 
nurses, the State and local social workers, 
children’s aid societies, probation officers, 
school visitors—all sorts of specialists in 
the field are in these counties and may be 
covering two counties, and the time is 
ripe for all of us. I believe, to do some- 
thimg about the situation. 


We must not forget. however. that we 
have a very big class im our big cities still. 
I feel very much encouraged although per- 
haps I have said some things about our 
not really being very happy about having 
ali this pressure of demand coming at us 
at this time. It is goimg to be slow busi- 
ness trying te meet the medical social 
needs of the hospitals of this country. 

I de not expect to see anywhere near 
the - compassing of that problem as we 
envisage it today, but the time is going 
to come when we are going to use our 
ingenuity to better correlate the hospital 
functions with the soeial activity that is 
going on, and to my mind the most im- 
portant thing to bring that about is not 
just m multiplication of medical social 
workers. I would not want that really at 
this time. I would very much prefer that 
we all go along together. It is a coopera- 
tive emdeavor, not just medical social 
workers or public health nurses, doctors, 
hospital administrators and social work- 
ers Outside. 

To my mind the biggest thing that can 
come out of this White House Conference 
on Child Health and Protection is an in- 
tegration of those various services. In 
tegration cannot come about without 
mutual understanding. As I said this 
morning in our discussion of the educa- 
tion of the medical students, it applies 
elsewhere too, the integration we want is 
not just you doing your part and I doing 
my part, but such an interchange of un- 
derstanding and appreciation that we re- 
inforce each other im such ways that in 
combination we have something more than 
just the sum of the warious services we 
represent. (Applause.> 

Phe meeting adiourned at 4:30 o'clock, 


Committee C—MEDICAL CARE FOR CHILDREN 


the Committee on 
and Relation of the 


HIS session of 
Health Cente 


Nutritionist to the Health Program Coa- 
vemned at 2:15 lock, Friday, Feb. 20, 
1931, Dr. Williaga De Kleine, Medical As- 
sistant to t) Jice Chairman, American 
Red Cross, presiding. 






CHAIRMAN DE KLEINE: The Commit- 
tee on Health Cer s of the White House 
Conference has mace a study of the con- 
tributions made in the advancement of 
child health, and cv the various types of 
health centers in this country. Dr. J. H 
Mason Knox Jy., Chief, Bureau of Child 
Hygiene. Maryland State Health Depart- 
ment, is chairman of this committee. He 
will present the high lights of the work 


Friday 


Afternoon Session, February 20, 1931 


HEALTH CENTERS, NUTRETIONISTS 


of this Committee 
this Committee 
OR. J. H MASON 
Chairman, Ladic 
understand, of cour: 
this Committee, Like most of the other 
Committees of this White House Confer- 
ence is a study ceived to a large ex- 
tent from questionnaires, and therefore. 
we are subject t ¢ difficulties that per- 
tain. Some of thie replies were ineffective, 
and our analysis c: the whole subject of 
health centers and child-health confer- 


and the findings of 


KNOX JR.: Mr 
Gentlemen: You 
that the work ot 
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ences is mot as compleie as We could make 
it if we tad had opportunity to make 
an individual study. However, there are 
so may differences in the various cen- 
ters aad conferences that probably the 
tume has mot yet arrived for a _ perfectly 
standardized system of health centers. 
We are still more or less im the forma- 
live pavied 

{ waat to express my appreciation and 
gratitude mot only to the members of 
the Coarmrittee, bul to those members 
of the statt of the American Child Health 


Association, who have been very helpful 
in tabulating this mass of 
which was received in response to various 
questionnaires that have been sent out: 
and I am sure the other members of the 
Committee will consider it of great dis- 


tinction when I say that a great deal of 
the hard work and of the forming of judg- 
ments of what should be used in the for- 
mulation of the papers and so on, is 
the result of the work of the vice chair- 


information 


man of this Committee, Mrs. Strauss, 
who will talk to us later. 
A. child health cemter may. be. de- 


fined as a place where infants and chil- 
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dren are examined and the parents or 
guardians given such advice as will pro- 
mote health and avert illness of their chil- 
dren. The service in a typical center is 
preventive and does not include the treat- 
ment of disease. This service for children 
in this country is offered either at fixed, 
and at more or less thoroughly equipped, 
centers, the permanent child health cen- 
ters, or the examinations and advice are 
carried on by doctor or nurse at places 
temporarily engaged for the particular 
consultation. The latter type has been 
usually called the temporary or itinerant 
child health conference. 

The child health conferences in the per- 
manent centers naturally have been devel- 
oped for the most part in the larger cen- 
ters of population, often have been main- 
tained by funds from private sources, and 
in many instances have become centers 
for group teaching, and sometimes have 
provided examinations and advice by medi- 
ical specialists other than pediatricians, 
and the services of a variety of special 
workers. 

The child health conferences in rural 
areas and in towns of less than 10,000 for 
the most part have been conducted under 
the auspices of official agencies, usually 
under the direction of bureaus of child 
hygiene in the departments of health of 
the several States. 


Plan of Work 


Your committee attempted, through in- 
quiry from State and local health officers, 
through community fund committees, di- 
rectories of social work, and similar 
sources, to secure a complete list of child 
health centers in each State, and through 
questionnaires to ascertain information 
concerning the directing agency, the 
source of support and extent of the serv- 
ice rendered. It was a particularly diffi- 
cult task, 1s many of the unofficial cen- 
ters are carrying on work along special 
lines and do not keep records that can be 
tabulated easily. 

Our questionnaire was sent to all organ- 
izations which give prima facie evi- 
dence that they were conducting health 
centers in cities of more than 10,000 pop- 
ulation. In a number of instances the re- 
plies either were too meager to admit of 
tabulation, or. else they indicated that 
their activities were primarily not those 
of a health center in the general ac- 
ceptation of the term. The latter, the 
majority of which reached only small 
numbers of children, are not included in 
the report. We accepted replies, unfor- 
tunately not always complete, from 1,511 
child health centers and have attempted 
to tabulate the information received. 

We feel that we have secured the first 
fairly complete list of the health centers 
conducted in the United States and its 
possessions. These, together with the con- 
sultations for children in the rural areas 
and smaller towns, comprise the health 
promotional activities carried on in behalf 
of infants and children which are asso- 
ciated with child health centers. 

D>-tes of Establishment of Health Centers 

Tt was found that but 20, or 1 per cent, 
of this group of centers was established 
prioy to 1930, that over half were begun 
since 1920, and 80 per cent since 1910. 

It is evident that the “health center” 
method of promoting the health of chil- 
dren is of recent date. It probably de- 
veloped gradually from the infant con- 
Sultations begun in France some 40 years 
ago, which spread to other countries of 
Europe and to this country later. Douht- 
less the idea of a place where the well 
child could be helped to keep well 
was fostered also by the importance 
which has been given to the value of 
periodic examination of people of all ages 
in the prevention of disease and the pro- 
motion of good health, and by the dis- 
closures of the examinations in this and 
other countries of young men supposedly 
well presenting themselves for military 
service. Social workers have used health 
centers to determine the physical status 
of persons applying to them for aid, and 
insurance and security companies have 
emohasized the value of the physical, ex- 
amination of applicants. 


Number—Distribution 


The distribution of the 1,511 health cen- 
ters throughout the country, according to 
States from which questionnaires on 
health centers were returned, is as fol- 
lows: New England States, 295; Middle 
Atlantic, 550; East North Central, 266; 
West North Central, 63; South Atlantic, 
162; East Scuth Central, 49; West South 
Central, 59; Mountain, 40; Pacific, 117. 

These centers are carried on, 643 directly 
by official (usually municipal) agencies: 
636 by nonofficial agencies and supported 
by voluntary funds; and 232 are called 
“cooperative,” which means that both offi- 
cial and volunteer agencies are concerned 
with the support of the centers. The 
number of independent units conducting 
work at health centers is considerably 
larger than the figures indicate, as in a 
number of instances an organization in a 
large city may carry on work in multiple 
centers and make a single report embrac- 
ing the total volume of work. 

Seven hundred and twenty-five, or 48 
per cent of the total mumber, were di- 
rected by nonofficial organizations; 1729, 
or 52 per cent, by county or municipal de- 
partment of health; and considerably 
smaller percentages by the American Red 
Cross, various hospitals, child health or- 
ganizations, case-working azencies, tu- 
berculosis associations, etc. Many of the 
health centers conducted under the above 
auspices were in affiliation with other 
organizations, official er voluntary. 


Source of Support 


In 693, or 46 per cent, the principal 
source of support Was public funds. The 
remainder of the support was received 
through the community chest or from 
private or voluntary funds. No reply to 
this question was obtained from 215 cen- 
ters. 

Replies to our question as to the total 
budget for the last fiscal year were so 
unsatisfactory as not to permit tabula- 
tion. This most important matter de- 


serves a special and detailed study. 
Eleven hundred eighty centers, or 79 
per cent, minister to children in urban 
populations; and 203, or 13 per cent, to 
Many of 


children chiefly in rural areas. 


these rural centers are conducted as aux- 
iliaries to larger centers maintained in the 
adjoining cities, but are not included in 
the rural centers to be referred to later. 

The largest number of centers, 173 or 
19 per cent, are in cities over 10,000 to 
50,000. The total population of these cit- 
ies, however, is 15,162,708. There is, there- 
fore, but one center to 87,645 people. 
There are 156 centers, or 17 per cent, in 
cities from 50,000 to 100,000, serving a 
population of 6,548,213, one center to 41,- 
975; 146 centers, or 16 per cent, in cities 
over 100,000 to 200,000, serving 6,685,110, 
one center to 45,788 people; 81 centers, or 
9 per cent, in cities over 200,000 to 300,000 
serving a population of 4,124,703, one cen- 
ter to 50,922 people. 

The white, native and foreign, form 69 
per cent of the major population served. 
The Negro is the predominant group 
reached in 67, or but 4 per cent, of the 
centers. A further tabulation, however, 
indicates that 795, or 53 per cent of all 
the centers, receive Negro children; 161, 
or 11 per cent, receive Oriental; and 159, 
or 11 per cent, Mexican children in addi- 
tion to the predominant racial group. This 
refers to the policy of the centers and not 
to ve number of children in the groups 
served. 


Type of Paid Workers on Health Center 
Staff 

Apparently 213 centers, or 14 per cent 
of the total, are sufficiently extensive to 
require the whole time of one or more 
physicians; and 1,013, or 67 per cent of 
the centers, require the whole time of one 
or more registered nurses; 151 centers, or 
10 per cent, employ social workers at full 
time; 90, or 6 per cent, employ nutrition- 
ists; and 85, or 6 per cent, one or more 
dentists at full time. 


A large number of centers, 971. or 64 
per cent, employ a physician at part time; 
and 174, or 12 per cent, employ a dentist 
at part time. The registered nurse on the 
other hand is more often employed at full 
time than at part time. 


Type of Service Rendered 

In three-fourths of the health centers 
physical examination is given by physi- 
cians to infants and preschool children. 
In a smaller number of centers prenatal 
examinations and examinations of school 
children and adults are also made by phy- 
sicians. In approximately an equal num- 
ber of centers, in: addition to the exami- 
nation, advice is given by both the physi- 
cian and nurse to the same groups. Ap- 
parently in a number of centers prenatal 
advice is given by the nurse alone. In a 
much smaller number of stations advice 
is furnished by other groups; presumably 
these are the social workers, orthope- 
dists (psychiatrists, dentists and nutrition 
workers). 

An effort was made to determine whether 
the health centers being studied made a 
reexamination of: their clientele at pe- 
riodic intervals. Replies indicate that 
two-thirds of the health centers per- 
formed this service for young infants and 
children through the preschool age, and 
one-fourth of the centers performed the 
same service for school children. This 
would suggest that a large majority of 
the centers being studied followed their 
cases continuously. 


Approximately one-fourth of these cen- 
ters are giving instruction in some of the 
following subjects: Prenatal Care; Care 
of the Newly Born; Feeding of Infants, 
Preschool and Older Children; Body and 
Mental Growth and Development; Care 


of the Mouth and Teeth; Other Impor- ° 


tant Health Habits. These centers have 
therefore become, in addition to being 
places for the examination of individual 
children, formal teaching centers for par- 
ents. 
Professional Instruction at the Centers 
This professional instruction was given 
by physicians to nurses in 270, or .18 per 
cent, of the health centers; to physicians 
in 185, or 12 per cent; and to medical 
students in 93, or 6 per cent. In 436 sta- 
tions, or 29 per cent, instruction was 
given by nurses to nurses; in 127, or 8 
per cent, by nurses to lay workers; in 
75 stations, or 5 per cent, by nurses to 
midwives. Nutritionists largely confine 
their instructions to nurses. This is the 
case in 118 stations, or 8 per cent. 
Dentists instruct medical] students, phy- 
sicians, and nurses at a total of 101 cen- 
ters, or 6'2 per cent. Instruction by psy- 
chiatrists, or psychologists is given to 
nurses in a few stations, rarely to other 
groups. Instruction by social workers is 
given for most part to nurses. This occurs 
in 11, or 7 per cent, of the stations. In 
more than 90 per cent of the stations no 
formal instruction is given to professional 
workers. Most of the centers in which 
professional instruction is given to pro- 
fessional groups are those affiliated with 
university hospitals, schools of public 
health and other organizations which are 
using these facilities to train their per- 
sonnel and students in public health 
practice. 


Immunization Policy of the Health Centers 


The immunization of the children at- 
tending the centers is not made an im- 
portant ieature of the health-center 
work. In only 336, or 22 per cent, of the 
stations is vaccination against smallpox 
carried out in the “majority” of children. 
In 465, or 31 per cent, a “majority” are 
immunized against diphtheria. Immuni- 
zation against typhoid plays an incon- 
spicuous role in the work of the health 
center. In more than a quarter of the 
centers immunization is carried out only 
in exceptional cases. In many of the 
larger city centers the center depends 
upon the official health departments to 
immunize their clientele, therefore these 
small percentages do not represent the at- 
titude of the health center toward im- 
munization. 


Referring of Cases 


It is the general practice of the centers 
to refer to the family physician, or to 
various agencies of the community, for 
such necessary treatment or care of the 
child as is not carried out in the center. 
Thus 1,406, or 93 per cent, of the cen- 





ters make a practice of referring pa- 
tients examined to the family physician 
presumably for subsequent treatment; 
1,225, or 81 per cent, refer similar cases 
to hospitals or dispensaries. Child caring 
agencies, family welfare agencies, and 
public health nursing agencies, and in- 
stitutions for the handicapped are each 
employed by more than half of the total 
number of health centers. Apparently 
the centers generally make use of all the 
facilities in the community for the sub- 
sequent treatment of their patients. 


Reasons for Difficulty of Securing 
Correction of Defects 

The reason given in a majority of in- 
stances is that the parents are indifferent 
or cannot afford to pay. It seems prob- 
able that there is a feeling on the part 
of those conducting health centers that 
they are not responsible for securing the 
correction of defects found in the exami- 
nations conducted at the centers. It ap- 
pears also that there are inadequate facil- 
ities for following the cases through their 
correctional treatment and for keeping 
adequate records of such _ treatment. 
There should be a greater feeling of re- 


sponsibility, reports should be obtained, 
and records kept. 
Records 
The replies indicated that in 1,259, or 


83 per cent, of the health centers results 
of examination are recorded; 534, or 39 
per cent, of the centers report that the 
result of the findings on physical exami- 
nation and diagnosis are sent with the 
patient when he is referred to a family 
physician; 649, or 46 per cent, of the cen- 
ters send a similar summary and state- 
ment with the child to the hospital when 
he is referred there. Of the 1.259 health 
centers recording the results of physical 
examination, 358, or 28 per cent, send 
a copy of the record of this health ex- 
amination to the school authorities > hen 
the child enters school. This should be 
a more general practice. 


Limitation of Service 


Our replies would indicate that the 
services of the health centers are re- 
stricted to those persons who are not un- 
der the regular supervision of a physician 
in 542, or 36 per'cent, of the centers; 
whereas this service is not so restricted 
in 810, or 54 per cent, of the health cen- 
ters; 159, or 11 per cent, failed to supply 
information on this point. 


Child Health Conferences Under State 
Bureaus of Child Hygiene 

In addition to the 1,511 child-health 

centers, largely in urban areas, whose 

activities have been thus far studied, a 

large number of permanent child-health 


centers and itinerant child-health con- 
ferences have been established in the 
several States cooperating with the Fed- 
eral .Children’s Bureau of the Depart- 
ment of Labor and receiving grants un- 
der the Sheppard-Towner act. These 
activities were carried on in each State 


under the direction of the State Bureaus 
of Child Hygiene, or similar agencies, and 
operate for the most part in rural areas 
and in communities of less than 10,000 
inhabitants. 

The Committee has accepted a report 
made to the United States Children’s Bu- 
reau by the health departments of the 
various States using these funds, as com- 
prising work conducted for a year at itin- 
erant and permanent health centers 
throughout the country in rural and semi- 
rural areas. Under the Maternity and 
Infancy Act during a six-year period, 
1924-1929, a total of 373 prenatal and 
child-health centers, and 2.294 child- 
health centers were established in the 
country. 

The Federal funds available under the 
Maternity atid Infancy Act were with- 
drawn June 30, 1929. It is probable, 
therefore, that a number of these centers 
are not at present in operation; some 
States have reduced or stopped their work. 

The number of children registered in 


the urban and private centers, 746,568, 
represents reports from only 953 out of 
the 1,511 centers. If we had informa- 


tion concerning the number of children 
registered at the 558 centers which did 
not give us the information requested, we 
feel that it would be a conservative state- 
ment to say that more than _ 1,250,000 
children in the country are registered in 
all child-health conferences or centers. 


Discussion of the Findings of the Report 

It is evident from this review of the 
development of child health centers and 
conferences in this country and from a 
partial analysis of their activities, that 
this form of health service for children 
has become an approved adjunct in the 
field of child hygiene. 


The Child Health Center an Approved 
Means of Health Promotion 

The child health consultation—whether 
at a permanent or temporary locale, is 
becoming an accepted means of bringing 
the infant or young child to an accred- 
ited physician for physical examination 
and advice, for the promotion of health 
and for the detection of disease or of 
bodily defects. Treatment is not under- 
taken in a child health center. If disease 
or remediable abnormality is discovered, 
the patient is referred to a physician or 
hospital for the desirable curative treat- 
ment. 

The experimental stage is nearing its 
end. There seems to be general agree- 
ment that the periodic physical exami- 
nation of the young child throughout its 
formative vears is desirable and that the 
health center provides a method to ac- 
complish this purpose for those children 
in families of limited means. 


The Center as a Help to Physicians 

We believe that a small proportion of 
the children examined at these consul- 
tations have been under regular medical 
supervision before, that the practice of 
the physicians of the community is rarely 
interfered with by the examinations con- 
ducted at a health center, but on the 
contrary that as the result of the health 
center, local physicians receive at tbeir 








offices. many patients who would not 


‘ otherwise have consulted them. Moreover 


these referred children in need of treat- 
ment are, in the average, suffering from 
less advanced disease and from less se- 
vere physical defects than would have 
been the case had@ they deferred coming 
until brought by their parents without 
the suggestion of the health center. 

We believe that the centers or confer- 
ences should receive only infants and 
children supposedly well and that sick 
children and those in need of corrective 
treatment should be referred promptly to 
physicians or hospitals. 


Preventive Care a Community 
sibility 

The majority of the children brought 
to the average health center are from 
families of limited means. We believe 
that a determination of their physical 
condition and the furnishing of advice 
in health matters ts as much a community 
responsibility as is the offer of free ele- 
mentary education. The laiter is fre- 
quently hindered or nullified because the 
physical or mental status of the pupil has 
not been ascertained. 

As has been true in other kinds of phil- 
anthropic endeavor, the first child health 
centers were the result of the vision and 
interest of private individuals or various 
charitable organizations, industrial plants, 
hospitals, and similar groups. This ac- 
counts in part for the many variations in 
the emphasis which is placed upon cer- 
tain forms of activity carried on in @if- 
ferent centers and for the variation in 
the composition of the staffs. Each has 
developed as the special needs of the 
child population of the given community 
impressed the patrons. 

This method of development in the 
main has been of advantage, for it has led 
to the trial of many forms of service 
in the centers, the value of which could 
only be determined by experience. 

It would appear that further attempts 
should be made to set up certain stand- 
ards of operation in order that the work 
of the many centers may be comparable. 

Gradually the wisdom of expending 
public money for this purpose, either as 
grants to existing centers or for the es- 
tablishment and maintenance of child 
health centers or consultations as part of 
a public health program has been recog- 
nized. 

In addition to the 6,198 child health 
centers and the numerous itinerant con- 
ferences maintained by he Bureaus of 
Child Hygiene, 693 of the 1,511 permanent 
centers studied by our committee receive 
their principal support from public funds. 
Many others receive part of their support 
from the same sources. 


Relation With Health Officials 
Community Organizations 

Our studies indicate that even where 
the centers are established and main- 
tained by private funds they very gener- 
ally cooperate actively with neighboring 
agencies operating in the fields of health 
and social service. We belicve that it 
would be advisable to go furiher and 
make each health center a coordinated 
part of a public heakh program with 
the cooperation, or under the supervision, 
of the local official health agency, cer- 
tainly in those instances where there is a 
full-time health officer responsible for 
health conditions in his territory. Such 
an official should use the center or the 
consultation as far as practicable in de- 
termining the physical condition of young 
children who are not under the regular 
care of their own physicians. This official 
use of the center will broaden its work 
and make it of greater value in improving 
the sanitary standards of the child popu- 
lation. 

Importance of Regular Supervision 

It is recommended that new-born 
babies, whose. existence is ascertained 
through birth registration, born to parents 


Respon- 


of limited means, be brought to the 
health center and thereafter that they 
be followed regularly in the center 


throughout infancy and early childhood. 


Physical Examination 

A complete physical examination of 
each child received should be made by a 
physician and entered on the record form. 
The subsequent condition of the child 
should be described in follow-up notes 
from observations made on return visits to 
the center or from information obtained 
by a nurse or other delegated visitor to 
the home. Formal physical examinations 
may be repeated each year. 

The Record Form for Each Child 


A record form used in a health center 
or conference should be kept for each in- 
fant or child. It should include a state- 
ment concerning the health of parents 
and other members of the family, in- 
formation concerning the economic status 
of the family, and the sanitary conditions 
existing in the home. It should state the 
important facts concerning the pregnan- 
cies and labors of the mother, her ability 
to nurse, etc. The previous diseases of 
the child, with dates, his habits, usual 
diet, and any other facts bearing upon his 
health should be recorded. 

If the child is temporarily referred to 
a physician or hospital for curative or 
corrective treatment, a record of the im- 
portant findings at the center should ac- 
company the patient and later a note 
made at the center as to the nature of 
the treatment received. 

Likewise a summary—pcrhaps a tran- 
script of the health center record—should 
be sent to the school authorities when 
the child begins his educational career, 
In short, the Health Center should have 
a record of the feeding, habits, develop- 
ment, illness, accidents, and _ corrective 
treatment of the child from the time of 
its first visit and as long as it returns to 
the center for examination and advice. 

It is advisable that health centers and 
conferences use comparable record forms 
and terminology. 


Health Center Physicians 


The attitude of the physician examin- 
ing in a health center differs from that 
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fn a hospital dispensary. In the latter” 


the physician is primarily concerned in 
the detection of disease, in the former 
with the preservation of health. In the 
health center the physician's first aim is 
to help each child to develop his potential 
capacity of body and\mind in order that 
he can render his best service to the 
community. The embryo future citizen is 
ever in mind. When the environment is 
unfavorable, the center, through coopera- 
tion with social agencies, should seek to 
alter it. The physician should be paid 
for his services. 

+ In the larger centers the services to 
the child are increased by special examina- 
tions by sundry specialists. These ex- 
aminations should be looked upon merely 
as an elaboration of the physical examina- 
tior of the smaller centers and the addi- 
tional advice given such as that by a 
nutritionist to parent or child as not differ- 
ing in kind from that given in a simple 
conference 


Prenatal Service 


In some communities the child health 
centers receive, examine, and give pre- 
natal advice to expectant mothers. This 
important grouv should be served by com- 
petent obstetricians who are in close touch 
with a delivery service. A prenatal service 
may be an ideal arrangement from the 
standpoint of the child, for it brings his 
case under the supervision of the center 
from the foetal period through birth and 
throughoui the postnatal childhood. 


Pay Clientele 

The large majority of centers and con- 
ferences receive no pay from their clien- 
tele which is composed of persons who 
cannot afford the preventive medical serv- 
ice. It is conceivable that this service may 
be so desirable as to be sought by parents 
who are willing and able to pay for it. 
Whether or not pay should be received 
for certain children is a decision which 
must be determined by the community it- 
self in relation to local conditions. In 
general, the centers and conferences are 
for the children of limited resources and 
others should be received only with the 
approval of Health Officers, responsible 
members o. the community and the med- 
ical profession. 


Primary Object of the Child Health Center 

The object of the center or conference 
is to ‘keep well children well.” The periodic 
weighinys, measuring, and the physical ex- 
aminations assist the physician in deter- 
mining whether the object is being at- 
tained and if not they should disclose 
what additional measures should be under- 
taken. 

It is unnecessary to emphasize that 
hasty. incomplete examinations may give 
a false idea of the condition of the child 
and may be worse than useless. 


Educational Value of a Child Health 
Center 

Probably the greatest value of the child 
health center is in the field of education. 
The Conference affords an opportunity to 
demonstrate to the parents and others 
that children can be kept well by periodic 
examination and suitable advice as to 
feeding. clothing, and daily regime. It 
brings to the attention of the public the 
importance of preventive measures in 
early childhocd. 

Some members of our Committee con- 
sider that because of the educational ad- 
vantage of the public to parents and pub- 
lic the centers should be open to all: 
and if thst can be done, of course, in 
any community, with the approval of the 
physicians, with the understanding that 
no treatment is undertaken, the Com- 
mittee memovers are quite in accord with 
this suggestion. 

In most children’s hospitals and in the 
teaching of pediatrics in medical schools, 
on the contrary, the instruction to students 
and nurses naturally centers about the 
sick child. the diagnosis of its ailments 
and their treatment; and but scant atten- 
tion is devoted to the examination and 
routine care of the well child for the 
purpose, of avoiding unnecessary illness 
and assisting in his optimum development. 

The child health consultations for well 
children could be made to serve much 
more than is at present true as teaching 
centers in which stress is laid upon the 
— and development of the normal 
ent 


The Need of Child Health Centers 


Every community, where ‘there are chil- 
dren growing up without medical super- 
vision, needs an agency or organized plan 
through which parents with little or no 
funds can bring their young children for 
examination and advice. These citizens 
ought not be made to depend upon the 
charity of individual physicians. It is 
just as true that the busy practitioner 
with his living to make ought not be 
obliged to devote largely of his time to 
the routine examination and advice of 
patients who will not remunerate him for 
his services 

The child health consultation fills’ his 
need. It promotes the health of the indi- 
gent child, relieves the practicing physician 
of an unfair burden, and assists in bring- 
ing the knowledge of preventive medicine 
within the reach of all classes. For this 
reason and with a proper guarding against 
their abuse by people of means, health 
centers deserve to be made an integral 
part of a community health program 
under the direction of the constituted 
publie health officials. The employment 
of the family physician by a clientele 
able to pay him for his services will not 
be interfered with because of the estab- 
lishment of health centers for that por- 
tion of the population unable to meet his 
bilqis any more than the establishment 
of free schools has interfered with the 
private schools which are becoming more 
humerous every year. 

It would seem that the child health 
center or conference conducted under 
proper auspices should receive the ap- 
proval and support of all those who wish 
to bring the advantages of personal 
hygiene and preventive medicine within 
the reach of every future, citizen. (Ap- 
plause.) 


DR. KNOX: Mr. Chairman, there are 
a number of exceedingly important 
studies, aside from this main report, 
which shoulda be included in the appendix 
of the report. I think they are really 
more important than the report itself, 
and Mrs. Strauss, our vice chairman, is 
going to give vou the subsidiary reports. 

CHAIRMAN DE KLEINE: I am sury 
that those of you who are interested in 
health center work will want to study 
this report carefully when it is finally 
published. It is very difficult in the mat- 
ter of a few moments to bring out all 
of the impoitant facts that such a study 
brings oui. We hope that you will have 
an opportunity to study this report more 
carefully at some later period. 

Dr. Knox was very ably assisted in the 
work of this subcommittee by Mrs. 
Strauss. vice president of the Community 
Health Center of Philadelphia. As a mat- 
ter of fact, all of the work of this sub- 
committee was done by Dr. Knox and 
Mrs. Strauss. The rest of us sat on the 
side lines and enjoyed watching them do 
the hard work. 

Mrs. Strauss 
sion by present 


will continue the discus- 
ing a few of the special 
features and ¢s e of the special findings 
of this study of health centers. 

MRS. BERTHOLD STRAUSS: Mr. 
Chairman, Ladies and Gentlemen: So 
many by-products appeared in the course 
of the health center study that it seemed 
advisable tc committee chairman to 
bring some oi them to your attention for 
possible discussion and clarification. This 
to be done following his report, which con- 
fined itseli imarily to the summaries 
and discussicn of figures concerning all 
health centers reporting to this com- 
mittee 

First. let me refer you to this map, 
which is an attempt to portray visually 
the distribution of health center service 
over the entire United States. The red 
dots here represent the permanent health 
centers operating in 1929, and the green 
ones are the temporary or itinerant cen- 
ters, chicfiv in rural areas. This map 
is based entirely on the individual reports 
from the heads of State departments of 
health, plus miivate health centers re- 
porting dire v to the commftttce, which 
were not listed by the State departments. 
The red avers” scattered over the 
map represent large cities having a num- 
ber of heelth centers which could not be 
shown indiv.cue'ly. On this map there is 
no distinction between the official and 
nonoffic centers. On the whole the 
dots and circles represent approxi- 
mately 3.50% permanent and itinerant cen- 
ters. Dr. Knox heped that it would visu- 
alize for vou especially the large number 
of counties ve great areas having no 
health cent rvice, despite the amount 
of work done in certain sections. 


the 


the 


Island Possessions and Alaska 

Besides the hea'th centers in the States 
discusse@ by Dr. Knox in his report, your 
committee at 
tion conce ¢ this type of service in 
Alaska and tho Island Possessions. 

1. Hawaii. with a population of about 
356.000. reccived Federal appropriation 
during the life of the M. & I. Act. It 
had for the vear prior to June, 1929, 112 
permanently established health centers— 
61 of these were official (i. e., under county 
control). end 13 in’ Honolulu; 38 on plan- 
tations were privately financed. In this 
official group of 61 centers reporting to 
the Federa)] Chiidren’s Bureau there were 
in one year 846 conferences, at which 
4,083 infants and children were registered 
and examined 

2. The Philippines have, under their 
health department, a division of mater- 
nity and child hygiene similar to the 
State divisions of child hygiene under our 
State departments of health, There— 
with a population of over 10,000,000—a 
total of 217 active centers, 206 of which 
were in the provinces and 11 in Manila, 
were conducted in one year, In these 
centers 170 221 individuals were registered 
and examined in one year. But only 
about half of this figure represents a 
child clientele. since the registration of 
mothers was included. Very great stress 
is put on the prenatal, natal, and post- 
natal work in the Philippine Islands cen- 
ters. 

3. Porto Rico—with a population of 
1,300,000—-has no separate health centers, 
but has six public health units in munici- 
palities and 13 in the counties. There is 
no report as to the number of registra- 
tions for health examination, but all units 
report that the health examination and 
education as part of their program. They 
are, however. necessarily engaged in the 
prevention and cure of specific diseases, so 
that their conferences would probably bet- 
ter be classed as dispensaries rather than 
as health centers. 

4. Alaske—with a population of about 
55,000—has no health center. The near- 
est approach is the health boat, main- 
tained under the Bureau of Education, 
which goes up the Yukon River every 
Summer. This boat offers the only avail- 
able health service for many hundreds of 
square miles. so that, although its staff 
attempis to disseminate health informa- 
tion concerning the feeding and care of 
children, it 1s necessarily occupied almost 
completely with emergency medical, den- 
tal and surgical service. Alsaka has no 
public health nurses under its health di- 
vision in its curiously divided system of 
health responsibility; has never had a 
survey of its infant and maternal mor- 
tality, nor has any prenatal health work 
ever been undertaken there. (This state- 
ment was made to us by the Territorial 
Commissioner of Health.) 

Now to return to the further discussion 
of the health center findings. Your com- 
mittee made every effort to obtain spe- 
cific figures concerning the amount of 
service offered in this field to Negro chil- 
dren. It succeeded only partially, be- 
cause there was no separation of white 
and Negro in the reports from rural com- 
munities to the Federal Children’s Bu- 
reau. Of the 1.134 centers in urban areas 
which reported registration figures, 610 
designated that they received some Negro 
children and 39 that they received Negro 


tempted to obtain informa- _ 


ehildren only. These centers altogether 
reported the registration and examination 
of 48,492 Negro children, nearly 14,000 
of whom were received in the 39 exclu- 
sively Negro centers. All centers accept- 
ing Negro children did not report figures. 
In comparison with the total registrations 
of white and Negroes, as reported for the 
whole country, the totals are fairly pro- 
portionate when compared with the total 
Negro population. 

But (and this makes a vast change in 
the picture) the great number of centers 
receiving Negroes and those registering 
the most Negro children were not in those 
States having the largest Negro popula- 
tion nor the greatest proportion of Negro 
population. They were for the most part 
in the industrial centers of the North and 
East. 

Your committee finds that insufficient 
opportunity for health examination and 
instruction is offered to the Negro moth- 
ers and chiidren in areas where Negro 
maternal and infancy mortality rates 
show it is most needed and suggests that 
this should be a matter of grave concern 
to the States having large Negro popula- 
tions. 

Nomenclature 


There was such confusion found in the 
use of various terms in connection with 
health centers that it was thought ad- 
visable for this meeting to offer sugges- 
tions or to come to some conclusion about 
the matter. To the Committee it would 
seem best to avoid for the future the 
word “Welfare” in the title of any or- 
ganization, which is primarily a health 
center, since this word has come almost 
universally to connects general case super- 
vision in child caring and family agencies. 
The phrase “Infant Welfare or Child Wel- 
fare Center” is still too frequently in use 
for this purpose. The word “Conference” 
is another difficult one. Certainly the 
health examination plus the instruction 
to mother and child is an individual con- 
ference, but the term has been uséd to 
designate the number of sessions (un- 
fortunately, sometimes called clinics), 
held daily or weekly by a health center. 
This usage has been adopted by the Fed- 
eral Children’s Bureau and is, therefore, 
generally enough used to be retained. 

Conference should no longer be used 
as a general descriptive title to designate 
an individual consultation nor for the 
title of the temporary or itinerant health 
center which may conduct a number of 
conferences at a given time or place. 
These should simply be called temporary 
or itinerent health centers. 

The word “Clinic” should obviously be 
dropped altogether, as it causes great con- 
fusion over the country. 

Shall the children, mothers and other 
adults, seen in the centers be termed pa- 
tients or shall they be called clients to 
distinguish them from the patients re- 
ceived by hospitals, dispensaries and phy- 
sicians? 

The word clients seems a little formal 
and the Committee would be glad for 
suggestions. But some agreement about 
nomenclature will help simplify future 
studies and comparisons of similar activi- 
ties. 

Health Centers and Hospitals 

Your Commiitee hoped to learn to what 
extent hospitals have set up Health 
Examination Departments or Health 
Clinics as a part of their programs. There 
has been much discussion at various 
times as to the advisability of this pro- 
cedure, because of the hospital facilities 
for following up cases immediately for 
the correction and cure of defects and 
disease conditions. But despite the pos- 
sible trend in this direction, the replies 
would indicate that it is not at present 
the accepted method of health center or- 
ganization. 

As indicated by Dr. Knox, only 50 
health centers reported that they were 
under the auspices of, or directly asso- 
ciated with, hospitals. This of a total of 
1,469 centers reporiing on this point. In 
an analysis of the replies given it was in- 
teresting to note that 17 per cent of the 
50 were condueted by hospitals associated 
with local departments of health, conduct- 
ing the health examination as part of a 
complete health program for their cities. 
About 3 per cent were connected with 
University Hospitals, which had apparently 
organized the health center and preven- 
tive health program for the instruction 
of their medical students and nurses in 
the field of public health. 

Of 30 centers associated with hospitals 
giving complete information, 46 per cent 
or nearly half, maintained paid staffs 
of physicians and nurses for their health 
prevention work. Therefore, it can be de- 
duced that nearly half the health centers, 
which are maintained in hospitals or in 
connection with hospitals feel that the 
health examination cannot be made satis- 
factorily by the regular clinic staffs of 
the hospital, that is, with the volunteer 
staffs generally available for regular 
hospital service. 

Unfortunately, only 13 per cent of the 
centers associated with hospitals, report- 
ing, were able to give separate figures as 
to the cost of maintainance. Therefore, 
it was impossible to ascertain even in a 
general way whether or not the associa- 
tion of the health center with the hospi- 
tal effects an economic saving. 

Whether the future trend of health cen- 
ters will be toward hospital affiliation, it 
is too soon to say. But in the recent sud- 
den and rapid numerical growth that has 
certainly not been their practice thus far. 


Health Centers and Industrial Groups 
Another interesting phase of health 
center affiliation, which was not antici- 
pated, presents itself in the number of 
health centers maintained by industrial 
organizations in both rural and urban 
communities. A number of industrial 
groups in various parts of the country 
are using the health center as a means 
of protecting the health of their employes 
and the families of employes. In many 
instances, where almost the entire com- 
munity is associated’ with a large local in- 
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dustry, this seems to be almost the only 
type of health work offered. In a few 
communities, the industrial agency is co- 
operating with the local department of 
health for the service of the entire com- 
munity. 

In the health centers sponsored by in- 
dustrial organizations there is considerably 
more immunization against smallpox, diph- 
theria and typhoid than in tine total group 
of health centers. One is led to suppose 
that it has been found to be of economic 
advantage to provide health examinations 
and immunization for disease prevention 
as part of an industrial program, es- 
pecially when a local population is com~- 
posed principally of the families of 
employes. 

Your committee chairman has asked me 
to report in more detail than he was able 
to do, concerning the attitude of the 
health centers toward vaccination and 
immunization. Although only 30 per cent 
of the city centers reported the vaccina- 
tion of a half or more of their clients, 
and only 48 per cent reported diphtheria 
immunization for a half or more, 154 
centers in addition, or 10 per cent more, 
stated that they refér the children to local 
health departments or to family physicians 
for this work. And the M. & I. centers 
of the rural areas have cooperated con- 
tinuously with State health departments 
in creating State-wide vaccination and 
immunization programs. 

With the assistance of Federal funds, 
in the last two years in which the M. & 
I. funds were available, 14 States and 
Hawaii have recently created plans for 
diphtheria immunization of preschool 
children; two States are making similar 
drives for early vaccination, and one State 
has a similar typhoid program. 

This extension of service and education 
will soon lengthen the lines shown so 
graphically by Dr. Palmer last night. 


Health Centers in the University Groups 

The analysis of replies from health cen- 
ters showed that a number of universities, 
particularly the State universities, were 
working in the health center field from 
different angles. 

There is not enough information from 
this study to make a statement, except 
to say that one university is cooperating 
with State and county departments of 
health, and is maintaining 2 staff includ- 
ing nurses, orthopedists, psychiatrists, 
psychologists, dentists and social workers, 
in a group. which moves from town to 
town making health examinations and 
health studits. 

Other universities are cooperating with 
the city departments of health, the State 
departments of health, in health exam- 
inations for children in local communities. 
In others, the health center is used as a 
demonstration center for medical or lay 
students preparing for service in public 
health fields. 

The majority of returns, however, that 
came through this study were from health 
centers conducied in connection with uni- 
versity hospitals, under departments of 
pediatrics, in which medical students and 
nurses received their training in the health 
examination. . 

An interesting study at some later date 
would be to discover just what the uni- 
versities are doing in connection with the 
health examination of children. 


Health Centers and Welfare Organizations 

The final point which stood out boldly 
in the health center replies, was the num- 
ber related to family and _ child-care 
groups 

One hundred and fifteen of the 1,469 
health centers reporting auspices under 
which they were directed, indicated that 
they were maintained directly by case- 
working organizations. 

This would seem to indicate a growing 
belief on the part of these agencies, that 
the health examination and a complete 
knowledge of the physical condition of all 
clients are a necessary background for 
creating a welfare program. 

The very large number of cases for 
whom medical refers are not cleared up 
because of inability of the parents to pay 
(as indicated in the general report on 
“Correction of Defects”)—would seem to 
offer proof of the need for case-working 
agencies to cooperate more closely with 
all health centers, whether or not they 
are maintained by their own organiza- 
tions. 

Neither the case-working agency nor 
the health-center has accomplished its 
full purpose until children under their 
care are as nearly fit, mentally and physi- 
cally, to cope with life, as their native 
capacity warrants. (Applause.) 

CHAIRMAN DE KLEINE: Another sub- 
committee made a study of the problems 
relating to nutrition in child development. 
Miss Lucy Gillett, superintendent Nutri- 
tion Bureau, Association for Improving the 
Condition of the Poor, chairman of this 
Committee, will present “Relation of the 
Nutritionist to the Health Porgram.” 


Nutritionist in the Health Program 


MISS GILLETT: Mr. Chairman, Ladies 
and Gentlemen: The importance of good 
nutrition has long been recognized by 
the medical profession. Nutrition work, 
however, as the term is used today, is a 
relatively new activity in the general pro- 
gram for child health and protection. 
For this reason it seems advisable to re- 
view briefly some of the developments 
which have led to a wider recognition of 
this problem 

The marked increase in attention to the 
nutrition of children in the United States 
since 1915 has come about chiefly as the 
result of four distinct factors: 

1. The large number of physical de- 
fects revealed by medical examinations 
of young men during the period from 
1917 to 1919. 

2. The high 


percentages of nmaalnutri- 
tion reported among the preschool chil- 


dren who were examined in 1918-1919, 
“The Children’s Year,” as a part of the 
program outlined by the second White 
Hous? Conference. 

3. The large number of so-called mal- 














nourished children in our public and pri- 
vate schools shown by physical exami- 
nations. 

4. The newer knowledge showing the 
importance of proper food to growth and 
health, which has become available as 
the result of research and clinical in- 
vestigation. 

Each group of findings has helped to 
stimulate an interest in the essentials 
for growth and physical fitness and to 
influence our attitude toward child health 
and protection. Out of this interest have 
grown new points of view, new methods 
of approach, and new goals in public- 
health programs. State and local boards 
of health, boards of education, welfare 
agencies, hospitals and clinics are” now 
revising their programs to emphasize the 
importance of proper food as a factor 
for health and social well-being. 


With this development has come the 
realization that a special worker with sci- 
entific knowledge of foods and also with 
pedagogical training is needed to popu- 
larize and disseminate this newer infor- 
mation and to help in its application to 
every-day living. 

Thus nutrition programs have been for- 
mulated and trained workers, now known 
as nutritionists, have become a part of 
this phase of health work. The work 
has increased constantly in scope and 
importance until it is now a recognized 
part of a truly constructive program for 
the health and protection of children. 
Accordingly the Committee on Medical 
Care of Children of the White House Con- 
ference appointed a subcommittee on nu- 
trition, which defined its task as fol- 
lows: 

1. To find out what is being done 
throughout the country by nutritionists 
in the field of child health and protec- 
tion. 

2. To secure information as to the train- 
ing of these workers. 

3. To consider the relationship and con- 
tribution of other public-health workers 
to the nutrition program. 

4. To consider ways of making nutri- 
tion an integrated part of programs for 
child health and protection. 

5. To make recommendations as to 
“What ought to be done” and “How to 
do it,” in order to make optimal nutrition 
possible for the children of our country. 


The Nutritionist in Programs of Child 
Health and Protection—Who Is She 
and What Are Her Duties? 

The term “nutritionist” as used in this 
report refers to those workers whose 
training has included special attention 
to the relation of food to growth, de- 
velopment, and well-being; the nature, se- 
lection, and preparatien o1 food; meth- 
ods of presenting these facts to indi- 
viduals and groups; and whose major 
activities are directed toward the fur- 
therance of good nutrition in public 
health and community welfare programs 
through education. 

Individuals with this training, doing the 
type of work referred to above, are some- 
times spoken of as nutritionists, some- 
times as dietitians, and sometimes as 
home economists. For brevity and clear- 
ness, the term “nutritionist” is used 
throughout this report to include all such 
workers. 

In the field of community health and 
public welfare, the nutritionist arouses 
individuals and groups to the need of good 
nutrition as a factor in positive health. 
To coworkers in public-health programs 
and to parents, she teaches approved nor- 
mal diets for various age groups. To 
school children she teaches salient nu- 
trition facts from an educational stand- 
point, correlating this work with other 
school subjects. She assists the physician 
with problem nutrition cases by seeing 
that his directions. are properly under- 
stood. In all this work she considers 
food and other health habits; the social 
background and economic status of the 
groups or individuals with whom she 
works; the racial characteristics and emo- 
tional tendencies of individuals and fam- 
ilies; and the need for the correction of 
physical defects and abnormal mental at- 
titudes. 


Thus it is apparent that she may de- 
velop her program through general edu- 
cational and promotional work in the 
community; through education of indi- 
viduals and groups; through helping and 
guiding other workers; through remedial 
work by means of individual contacts in 
the home or at some center; through 
the carrying on of investigations and 
evaluating results, or through a combi- 
nation of several of these methods, de- 
pending upon the work of the organiza- 
tion with which she is associated. 


Organizations Employing Her and the 
Number Employed 

The nutritionist, although a compara- 
tively new type of worker in the field 
of child health and protection, is steadily 
increasing in numbers. This Committee 
has endeavored to determine the number 
of organizations or agencies employing 
such workers, the number of workers em- 
ployed, their training, and the nature and 
scope of their work. It was assisted in 
this task by State supervisors of home 
economics, State nutritionists of the Co- 
operative Extension Service in Agricul- 
ture and Home Economics, the American 
Home Economics Association, the Ameri- 
can Dietetics Association, the National 
Conference of Social Work, and other 
organizations. 

As it was our understanding that nu- 
trition work in the schools and in child- 
care institutions was to be covered by 
a subcommittee of the Committee on 
the Education and Training of the School 
Child and by the subcommittee on Child 
Caring Institutions of the Committee on 
the Medical Care of Children, respec- 
tively, this Committee made no survey 
of the ever-increasing number of nutri- 
tionists in these positions. Questionnaires 
were sent, however, to 195 agencies and 
organizations; 122 replies were received, 
reporting 274 individual nutritionists ex- 





CONFERENCE ON CHILD AIBAT.THO AND PROTECTION HE 


clusive of those in schools, child-caring 
institutions, commercial firms, magazines 
and daily papers. Our totals include only 
those workers whose training in foods 
and nutrition meets the specifications set 
up by the Committee. 

Table I summarizes the information ob- 
tained with regard to number of work- 
ers. Table II gives the location of these 
workers according to the seven United 
States Census divisions. 


Table I 


Number of Nutritionists and the Agencies by 
Whom They Are Employed 


No. 
No.of Employed 


Type of Organization Organi- by Each 
or Agency zations Group 
American Red Cross...... =< 1 55 
Boards of Health (State and 
MED ae deck Wb cases 5 te eee » - 9 
Clinics, dispensaries, hospitals 
and dental ceRgers sap ace: Oe 31 
Commercial organizations.... 59 *108 
Cooperative Extension Service 
in Agriculture and Home 
CED snc n ik aaacee ce 2 56 
National health organizations. 2 1 
Public and private health and 
welfare agencies, including 
health centers cothw ee we *122 


Schools. 
Child-caring institutions. 
Magazine and papers. 





(*Records incomplete because only 30 ques- 
tionnaires were returned by commercial firms 
and 73 by public and private welfare agencies.) 

Since the work of the commercial firms 
from which questionnaires were received 
is for the most part national in scope, 
their workers are not included in the dis- 
tribution according to census divisions. 

Table II 


Location of the 273 Nutritionists, According to 





the U. S. Census Divisions 

No. 
POO: BAAD 65. 6 0 0:5 0:66.0:60'040 3 00 ses’ 46 
DEMENS BUBBRIC cc ccccncvecvcsecsess 62 
South Atlantic ..... eeccccccees << - 
North Central ....ccccccccccces 92 
South Central.......... oerccees 25 
Mountain .....ccccee eedecceees 8 
PACING ..cccccccccccccccccccccsceses 12 

272 


Services of Nutritionists in Various 
Types of Work 

The nutritionists of the American Red 
Cross and those on State boards of health 
work in both urban and rural areas; 
those in the Cooperative Extension Service 
in Agriculture and Home Economics work 
primarily in rural areas. A brief account 
of the services rendered by nutritionists 
in various types of work follows: 


American Red Cross 


The nutrition service of the American 
Red Cross operating through its various 
branches has been instrumental in estab- 
lishing nutrition programs in a number 
of communities. During the year 1929- 
1930 there were 70 Red Cross chapters 
carrying full-time or itinerant nutrition 
service with nutritionists serving as com- 
munity workers. These Red Cross chapter 
nutrition programs are undertaken by a 
local chapter. at the request of a com- 
munity in which the need of nutrition 
education is recognized by local com- 
munity leaders. 

The programs adopted are primarily 
educational in nature and are planned 
according to the needs of the community. 
Frequently the community nutrition pro- 
gram has the elementary school for its 
center, around which is built the cycle of 
parents, teachers, and pupils. It includes 
instruction for all. the children in given 
schools and for their teachers and par- 
ents. Home visits are made where spe- 
cial help is needed. 

Sometimes the program is built around 
the preschool child and his parents, with 
classes for mothers and children; con- 
sultation service at clinics and confer- 
ences; and home visits when needed. In 
some instances, the program centers 
about the adult group and includes nu- 
trition classes for parents, industrial 
workers, teachers, nurses, social workers, 
grocers and others. Individual service is 
given when needed. In other communi- 
ties where a remedial program seems to 
be the need, the nutritionist works in 
closest cooperation with the physician on 
individual nutrition problems by means 
of conferences, consultations, and home 
visits. 

At the request of State and local au- 
thorities, the American Red Cross has 
financed some programs in chapters 
where disaster has caused an outstand- 
ing need. 

Teaching material, outlines of trends, 
and technical supervision of chapter pro- 
grams through field visits and corre- 
spondence are furnished by the Nutrition 
Service of the Mmerican Red Cross and its 
branches. The local chapters aim through 
demonstration to influence community 
thinking to the extent that the programs 
will be established as an integrated part 
of community activities and eventually 
taken over by the proper tax-supported 
agencies. 

The Cooperative Extension Service in 
Agriculture and Home Economics 

The Cooperative Extension Service in 
Agriculture and Home Economics, con- 
sisting of the Extension Service of the 
U. S. Department of Agriculture and the 
Extension Services of the State Agricul- 
tural Colleges in 48 States, Hawaii and 
Alaska, employs one Federal nutritionist, 
56 full-time State extension nutritionists, 
and three part-time workers. Each State 
worker organizes and directs a foods and 
nutrition project which is a fundamental 
part of the State extension program. 
These State extension nutritionists assist 
and guide a total of 1,400 county home 
demonstration agents with home econom- 
ics training, who work with orgarttzed 
groups of rural homemakers and of 4-H 
Club girls from 10 to 21 years of age. 
State nutritionists also work with groups 
in counties where the agricultural agent 
is the only extension representative. 

The project aims to help farm families 
provide an optimum year-around diet by 
building up a suitable farm food supply, 
and by selecting and preparing food suit- 
able for all members of the family, espe- 
cially the children; they give intelligent 


training in food habits; build toward a 
standard of optimal growth and develop- 
ment for children; and interest 4-H Club 
boys and girls in growing fine club mem- 
bers as well as fine agricultural products. 

State extension nutritionists conduct 
training schools for lay readers, confer 
with county extension agents, hold com- 
munity meetings, give demonstrations, 
and prepare subject matter and methods 
outlines. bulletins, exhibits and newspaper 
articles. The State Extension Service co- 
operates with State and county health 
officers and superintendents of education; 
and with parent-teacher associations, 
women’s clubs, and all other organizations 
interested in promoting the health of 
rural children. 

In many rural communities, home dem- 
onstration agents, working with groups of 
rural homemakers under the guidance of 
State extension nutritionists, have been 
the first to promote preschool clinics, hot 
school lunches, and health examinations 
for school children, and to demonstrate 
modern health education methods. 


State and City Boards of Health and De- 
partments of Welfare 

Nutritionists on State boards of health 
and in departments of welfare do chiefly 
promotion, consultation and demonstra- 
tion work. They hold themselves in 
readiness for service in stimulating an 
interest in nutrition in local communities 
throughout the State; for promoting the 
development of programs; and for con- 
sultation and advice at all times. Their 
work includes talks or demonsirations be- 
fore women’s clubs, parent-teacher groups, 





church groups, and the like. In some 
States they give courses for parents, 
nurses and teachers. In Massachusetts, 


the workers report individual conierences 
with mothers attending a Well Preschool 
Child Demonstration Clinic; they also 
hold conferences with children in a 10- 
year program, instituted by the Siatc de- 
partment of health for the detection of 
tuberculosis among school children. 
State nutritionists are called upon to 
help with institution and Summer camp 


dietaries. They arrange exhibits for 
State fairs and other large gatherings. 
They prepare printed material, posters, 


films, lantern slides, and exhibits for dis- 
tribution within the State. They give 
radio talks and information through cor- 
respondence. 

The duties of nutritionists with city 
boards of health are similar in nature to 
those with State boards; their activities 
may be confined to the city in which the 
worker is located, or they may be more 
specific in nature. 


State and City Boards of Education 
Although we made no survey of nutri- 
tion work in schools, several interesting 
pieces of work have come to our attention, 
among which are the following: 

New York State reports a nutritionist in 
the State Department of Education: her 
title is State Supervisor of Health Teach- 
ing. Her work has included establishing 
school lunches, especially in rural! districts; 
introducing nutrition instruction in train- 
ing schools for grade teachers; lecturing 
to teachers; and preparing courses of 
study and other material for their use. 

She also promotes health education pro- 
grams in many city schools. During 1929- 
1930 there were 25 nutritionists under her 
supervision in the school systems of the 
State. The employment of some of these 
workers has been made possible through 
joint programs with the American Red 
Cross or the Tuberculosis Association. 
Some of them have been financed entirely 
by these organizations with the idea of 
showing the value of the work and having 
it taken over and extended by the schools. 

Nutritionists with city boards of educa- 
tion sometimes give health lessons in the 
classroom and prepare outlines of the 
material for the. use of the teachers. In 
other schools they assist the teachers with 
subject matter and methods, prepare out- 
lines for them, and supervise their health 
teaching. This latter method is used in 
the school system of Columbus, Ohio. 

In some communities, the nutritionist 
serves as a health counselor in the junior 
high schools. In other communities, she 
serves as chairman of a committee on 
nutrition and health for both junior and 
senior high schools. In both capacities, 
she helps the teachers to see the possibili- 
ties for developing the health values of 
their own subject material. 


In Newark, N. J., 18 nutritionists are 
employed and work in 44 of the 64 
schools in the city. In addition to the 


services already described, they visit the 
homes of children referred by the phy- 
sician on the basis of physical examina- 
tions, or by the classroom teacher or 
parent because of poor food habits. In 
these instances, they study home condi- 
tions and offer advice to mothers when 
needed. They also cooperate with the 
visiting teacher in conducting a monthly 
study group for mothers. 

While not nutritionists according to the 
definition set up in our report, many 
home economics teachers do real nutrition 
work. “Such service is rendered through 
their own class teaching, through health 
projects presented at assembly, and 
through helping the grade teacher to de- 
velop health lessons. Some home econ- 
omists cooperate with school physician, 
nurse, and teagher in helping malnourished 
children. Home economics teachers, well 
trained in foods and nutrition, have a 
splendid opportunity to arouse an inter- 
est in this subject and many have been 
instrumental in securing the appointment 
of a full-time nutritionist. 


Welfare Organizations Including Health 
Centers 

Our questionnaires located 112 nutri- 
tionists in welfare organizations and 
health centers, but this number is incom- 
plete because not all questionnaires were 
returned. One Infant Welfare Society 
has 14; 1 health association has 7; and 
1 welfare organization has 10 such workers. 
The duties of these workers in health 
centers and welfare organisations vary. 
Sometimes they serve as instructors’ con- 
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sultants, and supervisors for their co- 
workers concerning the nutrition phase of 
their work and sometimes they do inten- 
sive work with individual cases. They pre- 
pare printed material which is adapted to 
income and racial needs. Some organiza- 
tions have conducted studies in food 
economics and cost of living which help 
to give a sound basis for recommendations 
concerning needs. 

In health centers nutritionists consult 
with mothers attending the clinics for 
medical or other attention. They visit 
the homes of these individuals if fol- 
low-up work is needed. In some health 
centers they develop in the schools of the 
district programs which include the cor- 
rection of dental defects and instruction 
with regard to foods recommended for 
good teeth. They also do promotional 
work in the community, thus furthering 
health by making the people nutrition con- 
scious. This work is done through com- 
munity groups, such as parent-teacher 
associations and civic groups by means 
of lectures, exhibits, and demonstrations, 

Hospitals, Clinics and Dispensaries 

One may be inclined to think of the 
duties of the hospital dietitian as making 
out menus, buying food, and supervising 
its preparation and serving. More and 
more, however, she is expanding her serv- 
ices to include’ constructive teaching 
which will influence the food habits of 
patients and hospital staff. Some hospital 
dietitians are giving part time to out- 
patient departments and clinics. 

In addition, our survey shows 31 full- 
time dietitians in clinics, dispensaries, and 
out-patient departments of hospitals. To 
these workers physicians refer cases need= 
ing intensive food advice and instruction, 
Although this work usually begins in the 
hospital, it is frequently extended into 
the homes, thus making a continued serv- 
ice possible. 

Twelve food clinics have already been 
established and eight more are in process 
of development. Each is organized as a 
separate department in the dispensary or 
medical clinic of which it is a part. The 
report from the food clinic in the Boston 
Dispensary, the first to be established, 
says: “The patient is referred to the food 
clinic by the physician in the medical 
clinic after he has made his diagnosis and 
recommendations for food treatment. The 
dietitian studies the patient’s mental and 
physical needs, his racial habits. economic 
situation, and environmental condition. 
On the basis of medical and social find- 
ings, she plans the diet and teaches the 
patient the prescribed amounts and kinds 
of foods, and methods of preparing it, 
if necessary. ‘The social worker who visits 
the home helps the dietitian to overcome 
obstacles which are interfering with sat- 
isfactory progress, such as insyfficient in- 
come, uncooperative mother, uninformed 
parents, an unhappy home atmosphere, 
and unhygienic home conditions.’ 


Dental Infirmaries 


At the Forsyth Dental Infirmary, a nu- 
tritionist is employed to do educational 


work with students and patients She 
gives courses in nutrition to denial in- 
ternes, dental hygienists, and home eco- 


nomics seniors cither at the infirmary or 
in their own training schools. She has 
individual conferences on diet and health 
habits with parents and children. Her 
clinics are a demonstration center at 
which internes, hygienists, arid home eco- 
nomics seniors, either at the infirmary or 
ence with the patient. She supervises 
health education for waiting groups in 
the building; she also prepares printed 
material and gives lectures and radio talks. 


Business and Commercial Organizations 

Two cominercial concerns employ nu- 
tritionists whose time is devoted to im- 
proving the nutritional condition of their 
own employes and indirectly of the chil- 
dren in the homes of these workers. At 
the Eastman Kodak Company in Roch- 
ester, N. Y., the worker is attached to 
the medical department, where problem 
nutrition cases are referred to her by the 
physician. Her duty is to work with these 
cases until satisfactory improvement is 
shown. She also conducts demonstration 
work with groups to show the efiect on 
health and efficiency of well-1egulated 
health habits including food, and she pre- 
pares printed material for distribution to 
all workers within the organization. 

Work of a similar nature is Gone by 
another commercial concern but as it is 
still in an experimental stage no state- 
ment can be made at present. 

At least 30 commercial concerns report 
that they employ nutritionists who pre- 
pare literature, posters, films, and exhibits 
which emphasize nutrition and child 
health education. During the year 1929- 
30, 25 commercial concerns disiributed a 
total of 13,000,000 pieces of literature and 
14 concerns report a total of over $1,000,- 
000 spent on literature and advertising 
material relating to nutrition in child 
health. 

Newspapers and Magazines 

Magazines and newspapers are recog- 
nizing nutrition of children as a topic 
in which people are interested, and are 
printing articles on the subjeci. Some 
newspapers and many magazines have on 
their staffs specialists in this subject who 
prepare the material and some who do 
not have the specialist, publish articles 
by outstanding people in this ficld. This 
material is read by millions 0° people all 
over the country; doubtless it reaches 
many men and women in remote districts 
who have very little contact with the out- 
side world and who do not have the in- 
Spiration afforded by health workers. 
Summary of the Services of Nutritionists 

Generally speaking, the services of the 
nutritionist may be summarized as fol- 
lows: 

1. Promotion and_ general 
work in the community 
a. Stimulating interest in 

tance of good nutrition. 

b. Increasing such service for individ- 
uals and comununities. 

2. Organization and executive work 


educational 


the impor- 
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a. Organizing and directing nutrition 
services in a community. 
3. Instruction, supervision and consultation 


a. Interpreting scientific facts which are 
fundamental i& good nutrition; dissem- 
inating these facts to children, parents, 
co-workers and the public; providing the 
necessary information as to vays and 
means of fostering good nutrition by 
means of individual and group teaching, 
conferences, lectures, literature, demon- 
strations, posters, exhibits, convests, news- 
paper publicity, and the like. 

b. Advising and consulting with co- 
workers. 

c. Supervising of nutrition service in 
institutions. 

4. Direct service 

a. Maintaining a consultation and ad- 
visory service for individuals and families 
in connection with nutrition and budget 
problems. 

b. Helping families, either in clinics or 
at home, to adjust their habits of, food, 
living and racial custems to their eco- 
nomic status in Such a way as to favor 
normal development of children. 

c. Interpreting to parents and children, 
in terms of their individual heme prob- 
lems, the physician’s directions regarding 
food and other health habits. 

d. Acting in an advisory capacity with 
regard to diets in institutions and Sum- 
mer camps for children. 

5. Research 

a. Planning and conducting research in 
the field. 

b. Evaluating results. 

c. Interpreting results in terms that 
may be directly applied. 


Training of the Nutritionist 


As to the training of these workers, the 
questionnaires indicate that in general the 
nutritionist in the field is well prepared 
for her work. Of the 391 workers, includ- 
ing 108 workers in commercial firms, 360 
have bachelor’s degrees; in addition 101 
have master’s degrees; four have Ph. D's; 
one has an M. D.; an@ 10 were unre- 
ported. Eighty-two of those who have 
bachelor’s degrees only report additional! 
credits toward higher degrees. 

About 75-per cent of the workers listed 
have had their training at the Universi- 
ties of Chicago, Illinois, and Cornell, at 
Kansas and Iowa State colleges, at Teach- 
ers College (Columbia University), and 
Simmons College. These are all institu- 
tions with recognized high standards. 

In order to study the training offered 
in various universities and colleges from 
which nutritionists are graduated, ques- 
tiomnaires were sent to 86 of the largest 
and best home economics training schools 
in the country. From 65 per cent to 100 
per cent of the 73 colleges and universi- 
ties replying require the following tech- 
nical subjects for graduation with a food 
and nutrition major: 

Hours Pct. of In- 
of stitutions 

Subject Credit Offering It 
Physiology . 88 
Inorganic and organic chem- 

istry eee tte eee egeeee 
Biological and food chem- 

Ll. (eee eee ee 
Adaptation of nutrition in- 

struction to growth with 

approved diets for various 

age groups .. a - 93 

et in dietary diseases..... .... 85 
lationship between nutri- 

tion and other phases of 

health work os 80 
Psychology, methods of 

teaching, and child train- 

SaaS - 88 
Economics tome 84 
Budgets in relation to food 

and low income 50 
Social problems of families 

and communities 40 


The information obtained gives evi- 
dence that the requirements in the ma- 
jority of colleges and universities in which 
nutritionists receive their training include 
technical courses which adequately cover 
subject matter in nutrition and allied sci- 
ences. This study, however, leads us to 
recommend a better opportunity for those 
now in the field, or for those who desire 
to work in the field of community child 
health, to obtain information concerning 
those subjects which enable them to ad- 
just their work to the social status, men- 
tal attitudes, economic situations, and va- 
rious racial characteristics of families. It 
would be advantageous if nutritionists in 
training could obtain supervised field ex- 
perience im a public health or welfare or- 
ganization, or in a well-organized school 
systém 

To comsider the relationship of the nu- 
tritionist to other groups interested in the 
nutrition program we have reviewed briefly 
some contributions, 


10-20 100 
3- 6 


These Groups Identified 


Nutrition work has two aspects, one of 
which is corrective in character, the other 
preventive. Both receive adequate atten- 
tion in any thoroughly constructive plan 
for child health and protection. 

The retarded growth, lowered resistance, 
and frequent minor ailments of the under- 
nourished child, his inability to keep up 
with his grade, and the prospect that he 
will break prematurely under the strain 
of adult life, call aloud for a remedial pro- 
gram. This may include such diverse ele- 
ments as correcting physical defects, im- 
proving the physical or emotional environ- 
ment in the home, adjusting a scanty 
budget to provide adequate food, break- 
ing up wrong food and health habits, or 
changing the point of view of the entire 
family as to the importance of safe-guard- 
ing the children’s health. 

Although the remedial aspect was the 
first to claim our attention, we are slowly 
learning that a steady day-by-day build- 
ing for good nutrition in all children is 
still more important. This procedure has 
its roots deep in educational and preven- 
tive measures. . 

The aim of all nutrition work should be 
nothing less than optimal nutrition as a 
foundation for optimal health. Optimal 
nutrition involves many factors. Among 
them are a reasonably good inheritance; 
enough food of the right kind from the 
prenatal! period through and beyond adoles- 
cence; suitable home environment; free- 
dom from vhysical defects; and protection 


from diseases that disorganize the orderly 
processes of growth and leave behind them 
foci of infection and lowered resistance to 
disease. 

In a program that will provide for these 
various needs, parents, physicians, nurses, 
nutritionists, teachers, social workers, 
dentists, dental hygienists and mental 
hygienists all have their part. Doubtless 
there are many others who directly or in- 
directly share in this responsibility. This 
means a high degree of team work be- 
tween the family on the one hand and 
organized society on the other. 

The Parents—The parents are naturally 
the most important individua!s in nutri- 
tion education. They alone are in posi- 
tions of authority to see that the recom- 
mendations given are put into practice. 

If all parents possessed sufficient infor- 
mation, ability, and money to create a 
favorable home environment for children; 
to teach them good food and other health 
habits; to provide them with competent 
medical and dental supervision. and to 
instill in them a desire for good growth, 
the public aspects of child health and 
protection could be greatly reduced. 

Many parents, however, lack one or 
more of the desirable assets suggested 
above. An important part of the child 
health program, therefore, must be the 
education of parents to understand the 
importance of health and the factors con- 
tributing to health protection. Those who 
are unable to solve successfully problems 
which interfere with the proper develop- 
ment of their children need guidance and 
assistance. This is particularly true in 
communities where the economic level is 
low or where large numbers of families 
are obliged to adjust their home life to 
the unfamiliar living conditions, food sup- 
ply, and food customs of a new land. It 
cannot be too strongly emphasized that 
progress in nutrition, as in other phases 
of child health, depends on the extent to 
which parents are aroused and informed, 
for they dominate and largely control the 
home situation. 


Relationship of Other Greups to 
Nutrition Program 


Much nutrition work is bejng done by a 
wide variety of professiona] and nonpro- 


fessional people who are connected with 
programs for child health and protection. 
While many people are giving real nutri- 
called by 
is called 
f being so 


tion instruction which is not 

this name, doubtless much that 
nutrition work is not wo 
designated. Because of the e number 
engaged in welfare and educational work 
and because of the wide variation in the 
interpretation of the term nutrition work, 
it was considered impossible to cover the 
field by questionnaires. We can, therefore, 
touch only briefly the contributions of any 
one group. 

The Physician—The phys n alone has 
the backgrourrd and the ning neces- 
sary for determining whether 1e physi- 
cal condition is interfering with the proper 
utilization of food, which does or may 
result in malnutrition. He 1e can de- 
termine the @xtent to whi pathological 
or abnormal conditions have been caused 
by improper food and other health habits. 
The responsibility for the physical exami- 
nation of all children, the recom- 
mendations for the correction of their 
physical defects rest with the physician. 
He also has an opportunity to interest the 
children under his care in forming good 
health practices. 


When the parents of children are well- 
informed and cooperative and have an 
adequate income, a few suggestions from 
the physician, in addition to the correc- 
tion of physical defects, may bring a mal- 
nourished child into the well-nourished 
group. In some communities, busy phy- 
sicians are finding the services of a nutri- 
tionist valuable in interpreting their sug- 
gestions. Many physicians in dispensaries 
and large hospitals do not have the time 
for the investigation and the adjustments 
of home conditions which often interfere 
with successful progress in a patient. In 
several of these institutions, the nutri- 
tionist is called upon to i rpret the rec- 
ommendations of the physician in terms 
of food economics, racial and family cus- 
toms and traditions, and child psychology. 

The following incident, as told by a 
physician, serves to illustrate why some 
children do not respond to the suggestions 
received at the clinic: Mary was under 
treatment at the clinic for extreme mal- 
nutrition but she was not gaining and the 
case was referred to a nutritionist for fol- 
low-up work. At the first visit to the 
home the mother recited a long list of 
foods which she said formed the diet of 
the child. As the appearance of the home 
did not seem to be in keeping with this 
diet, the worker on her second visit, ques- 
tioned more closely until finally the 
woman confided: “You know I just couldn't 
offend that nice doctor by telling him that 
the rest of my children would have to 
starve if I gave Mary the foods he said 
she must have; I just couid not afford 
to buy them for her.” The nutritionist 
then determined how much the mother 
could afford to spend for food and showed 
her how to substitute cheaper foods of 
the same food value as the ones the phy- 
sician had prescribed. Very soon, not only 
Mary but the whole family showed marked 
improvement. This story aptly illustrates 
the need for an unders Ging of family 
situations if all children are to benefit 
from the advice given. 

The Nurse—The nurse works in clinics, 
health centers, visiting nurse organiza- 
tions, and in many schools; she is a part 
of city, country, and ru health work. 
She is concerned with the health of the 
families she visits amd it is recognized as 
a part of her duty to advocate the factors 
which will influence their nutrition. 

The nurse should, therefore, have suf- 
ficient information and training to make 
it possible for her to teach the essentials 
for this phase of health work. The Com- 
mittee feels that the amount of nutrition 
instruction given in hospital training 
schools for nurs¢s, even in those of recog- 
nized standing, is often inadequate. 


For the purpose of determining the 


amount of training in this subject which 
public health nurses receive, the Commit- 
tee studied the catalogues from the 11 
schools listed by the N. O. P. H. N. which 
offer courses in Public Health Nursing 
for graduate nurses. The catalogues in- 
dicate that, with one exception, an aver- 
age of 15 to 18 hours of nutrition instruc- 
tion is a required part of the curriculum. 
(The University of Minnesota offers 
courses in nutrition to candidates for the 
B. S. degree in public health nursing, but 
they are not required of other public 
health nursing students.) This commit- 
tee feels that more instruction in this sub- 
ject is desirable for nurses who are going 
into public health work. 


The Social Worker—In the majority of 
families with which the social worker 
comes in contact, home conditions are 


frequently such as to interferé with the 
health of children. Since poor nutrition 
not only increases the chances for illness, 
but decreases efficiency, it is one of the 
main causes for a lowered standard of 
living. The relationship of the social 
worker to the family gives her an oppor- 
tunity to observe when home conditions 
are such as to cause or increase malnutri- 
tion. She should, therefore, be trained fo 
recognize these contributing causes; to 
teach good food and other health habits; 
and to refer problem cases to the proper 
person for attention. 

A study of the catalogues from the 26 
Schools of Social Work on the approved 
list of the Association for Schools of Social 
Work indicates that only six require in- 
struction in this subject or its equivalent; 
such instruction averages about 15 hours. 
It is mentioned or recommended as an 
elective in the curriculum of six additional 
schools. Considering the relationship of 
nutrition to social work, and the relation- 
ship of the social worker to the home, this 
Committee feels that nutrition has re- 
ceived inadequate attention in the Schools 
of Social Work. 

The Visiting Teacher—In certain sec- 
tions of the country ,the visiting teacher is 
employed to investigate conditions sur- 
rounding those children who are making 
unsatisfactory progress at school. In 
many, perhaps a majority, of these cases 
the cause lies in frequent absences from 
school due to recurrent, though minor, ill- 
nesses ,brought about by the nutritional 
condition of the child. The visitfng teach- 
er should have such information as will 
enable her to interpret the relationship of 
food to health in these families. 

The Teacher—The teacher has a rare 
opportunity for intensive educational work 
in nutrition because school atterfdance is 
required. Through her daily contacts, she 
is in a position to arouse a health con- 
sciousness and to motivate desirable ac- 
tivity on the part of the child. Many 
teachers are tremendously interested in 
this subject an dare eager to interpret it to 
their pupils. Here and there teachers are 
already emphasizing the relation of food 
to health- and growth, both as a subject 
in itself and through integrating it with 
other school subjects. 

Sometimes this work is done because of 
the personal interest of the individual 
teacher; sometimes it is a part of a gen- 
eral heaith education program throughout 
a school because of the enthusiasm of the 
principal, and in some cities the interest 
of the superintendent or of the school 
board has made it a regular part of the 
school ‘program. 

Teachers need proper training for this 
phase of their work. In New York State, 
courses in nutrition are given in the 
teacher training schools. There may be 
a few other places where such training 
is given. It should be a requirement in 
every teacher training school. 

The Dentist—-Recent findings which 
indicate a relationship between certain 
foods and sound teeth has stimulated the 
dentists to stress the importance of diet 
in dental care. The foods which we be- 
lieve help to make strong teeth and pre- 
vent malocclusion and decay are also val- 
uable for promoting general health. The 
dentist therefore is in a strategic position 
to contribute to child health and protec- 
tion. 


While caring for the teeth of the ex- 
pectant mother he has an opportunity to 
advise the use of correct food as a means 
of preserving her teeth during this period. 
He should give her the known facts about 
the development of the child’s teeth. The 
care of the child’s teeth during early 
years offers further opportupity to ad- 
vise her with regard to the relation of 
food to sound teeth and the preverttion 
of dental caries. 


This advice is quite likely to be taken 
seriously by both child and parent be- 
cause boys and girls are anxious to pre- 
vent. the suffering caused by a neglect 
of the teeth and parents are desirous of 
protecting both the health and personal 
appearance of the children. 


The dental profession as a whole seems 
keen to appreciate this new aspect of pre- 
ventive dentistry and courses in nutrition 
are being added to the curricula of dental 
schools. Extensive research is also being 
conducted to confirm and extend our 
present information about the influence 
of food on teeth. 

The Dental Hygienist—The dental hy- 
gienist has an excellent opportunity to 
advise the use of foods that are believed 
to build and protect the teeth. In addi- 
tion to the instruction given while clean- 
ing the teeth, some school dental hygien- 
ists stuymulate the children to form de- 
sirable food and dental hygiene habits 
through integrated health programs. They 
give this information by means of dental 
talks and plays at assembly or in the 
classroom. 

In health centers and hospital clinics, 
the dental hygienist conducts similar ac- 
tivities for the children, she works with 
expectant mothers attending the prenatal 
clinics. 

In 13 of the 14 schools of the United 
States where dental hygienists are trained, 

we ® 
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an average of 20 hours of nutrition in- 
struction is included in the curricula. 
The Mental Hygienist—The mental hy- 
gientist observes many nutrition problems 
in which behavior is really rudimental. 


Since this problem of control or adjust- 
ment is one of the reasons why the cor- 
rection of malnutrition is so difficult and 
can make a very real contribution to the 
laborious a process, the mental hygienist 
nutrition program. 


Desirable Nutrition Training 


Nurses, teachers, visiting teachers, so- 
cial workers, dentists, dental hygienists, 
mental hygienists, and other groups of 
cooperating workers, who have a similar 
contact with the family, should have suf- 
ficient instruction to enable them to ex- 
plain the essentials for good nutrition; to 
cooperate in making suggestions within 
the financial possibilities of the family; 
ana to recognize situations that need the 
personal attention of a nutritionist. 


The amount of training each of the co- 
operating workers needs will vary with 
her educational background and the ex- 
tent of her participation in the health 
program. The Committee recommends a 
minimum of from 15 to 20 hours of nutri- 
tion instruction for all workers and from 
30 to 40 hours as desirable for nurses, 
social workers, and teachers. 


Relationship of the Nutritionist to 
These Workers 


This brief survey of those who con- 
tribute to the nutrition of children shows 
that the work involved is many-sided. In 
addition to its medical aspect, educational 
work is almost always necessary; fre- 
quently the diet must be rearranged to 
fit need, income, and racial characteristics; 
behavior problems are often encountered; 
and sometimes home conditions need 
adjusting. If income is low; if suggestions 
given do not conveniently fit the family 
routine; or if father or mother or both 
are unsympathetic, a child may be help- 
less to follow the advice given unless 
someone exvlains to the parents the need 
for cooperation. Thus, the overcoming of 
malnutrition often involves environmental, 
emotional, and economic, as well as 
physical factors. It-is frequently a time- 
consuming process. 

In one organization, a study was made 
of the results of the work of the nutrition- 
ist who concentrated on this phase of 
health work. The study showed ¢hat it 
took from three to six months of con- 
centrated effort to bring malnourished 
children into the well-nourished group. 
If each worker carried more than 50 cases 
at any time, results were unsatisfactory 
when conditions were complicated by 
home situations. It is, therefore, un- 
reasonable to expect nurses, social workers, 
teachers, and other professional groups 
in the health program, in addition to their 
many rggular duties, to do the intensive 
work required in the many serious and 
complicated nutrition problems. 

There should be available well-trained 
nutritionists, who will keep their cowork- 
ers informed with regard to the newer 
knowledge of food as it relates to health, 
and of current prices as they affect buy- 
ing; and who will help to adjust to situa- 
tions complicated by economic and other 
home conditions. The need for intensive 
educational work in nutrition is unmis- 
takable. 


The Challenge 


The Need for Nutrition Education—Mal- 
nutrition is so prevalent among our boys 
and girls that we wonder whether nutri- 
tion education has been pushed to the 
background to make way for seemingly 
more complex or more immediate prob- 
lems; or whether the dangers and ill- 
effects of malnutrition are sufficiently rec- 
ognized? 

Dentists find caries and malocclusions 
almost universal among children. Medi- 
cal examinations of children reveal far 
too many deviations from normal health 
and development. 

Conditions such as rickets and pellagra 
are frequently encountered. Clinical evi- 
dence supports laboratory findings in the 
conviction that a large percentage of 
these disorders are manifestations of 
faulty diet during prenatal life and early 
childhood. There is evidence to show that 
tuberculosis and other infections of the 
respiratory tract find a foothold more 
readily among malnourished individuals. 
Although malnutrition is largely prevent- 
able and although its prevention is largely 
an educational problem, yet we find it 
among children in all economic tevels. 


Various estimates place the number of 
children in our country who are thus 
handicapped within a range that includes 
from 15 to 30% of the child population. 
In other words, according to the most 
conservative estimate, over 6,000,000 of our 
45,000,000 children are malnourished, or 
one in every six or seven. 

Children who are below par physically 
increase the cost of our public and private 
health agencies and of our educational 
systems. But great as is the cost in dollars 
and cents, malnutrition has a more vital 
and far-reaching effect in its influence on 
the child himself. 

Such boys or girls, arriving at the 
working age, are frequently hampered in 
their choice of occupation, earning ca- 
pacity, and chances for advancement, be- 
cause they are unable to stand the strain 
of competition. The effect which such 
conditions exert on the hopes, the am- 
bitions, the courage and the self-respect 
of the child, his attitude toward life, and 
his contribution to the community in later 
years is immeasurable. It will, doubtless, 
vary with the individual, but it is evident 
from’ the observations and experiences of 
the past that these handicaps will influ- 
ence economic productivity, individual ad- 
vancement, and the sum of human effi- 
ciency and happiness. We have before us 
the problem of saving our boys and girls 
from physical and social handicaps aris- 
ing from a lack of nutrition informa- 
tion. This problem involves not only co- 
operation among the workers in child 








health programs but it also challenges us 
to give the education of the parents 
serious consideration. 


Summary and Recommendations 


Summarizing the points brought out, in 
this report the facts before us are as fol- 
lows: Good nutrition is essential for child 
health and protection. Our knowledge 
concerning its importance has placed a 
new emphasis on its relation to children. 
The facts involved in the subject of nu- 
trition cover a wide range and are con- 
stantly increasing. Many prominent 
groups in positions to disseminate the 
facts are in general not yet adequately 
prepared to do the work. It is difficult 
also for workers who may have had ade- 
quate training, but whose main responsi- 
bilities lie along other lines, to keep in- 
formed concerning approved practices or 
to give the necessary time for the cor- 
rection of complicated conditions causing 
malnutrition. Properly trained workers 
are available whose duties include the 
proper coordination of nutrition with 
other phases of health, social, and edu- 
cation work. 

With these facts in mind, the committee 
makes the following recommendations 
with regard to nutrition service for child 
health and protection: 


Recommendations 


I. That nutrition work be recognized as 
a basic part of every district. county, or 
community program for Child Heaith and 
Protection. 

II. That nutrition programs in _ public 
health and welfare agencies and educa- 
tional systems be organized under accept- 
ed medical direction. 

III. That a conscious effort be made to 
create a nutrition consciousness through 
magazines, newspapers, exhibits, lectures, 
literature, the radio, arffi the like. 

Ivy. That one or more qualified nutri- 
tionisi-—cither on full time or on part 
time—be connected with every child health 
prog "AM. 

a. To keep attention focused on the im- 
portance of good nutrition for children. 

b. To serve as an ally to the physician, 
dentist, and psychiatrist by helping to in- 
terpret their recommendations in terms of 


the family need. 

ec. To serve as consultant and adviser 
for other health and welfare workers, 
keeping them informed as far as pos- 


Sible as to new facts in nutrition 
methods of interpreting them. 


_d. To make reliable nutrition instruc- 
tion and advice available for children and 
parents. 

V. That nutrition service in a commu- 
nity be intelligently coordinated through 
the following procedure: 

a. A study of problems. 


b. An analysis of resources 
mire vwhat each agency or 
cont=*" te, 

ec. A carefully developed program which 
utilizes all resources of the community 
with responsibility for its execution dele- 
gated to some one individual who is prop- 
erly qualified by training and experience. 

c©..A4 review of services unprovided for 


and 








to deter- 
group can 








wii > eocsideration of ways to bridge the 
gap. 

7 That every worker emploved as a 
nutritionist have training in nutrition, 
chemistry of food, and allied  sciencies 
equivalent to that required for a major 
in food and nutrition, in an accredited 
School of home economics: that every 
worker thus employed have training in 
oe psychology and in methods of 
each'*-~ 

Vt". That facilities be developed for the 
trainine of nutritionists in: 

a. Proventive measures and _ factors 
other than food which influence nutri- 


tion. 

b. Social problems and racial character- 
istics which will influence plans and rec- 
ommendations. 

c. Food economics and the 
budget as related to the 
group. 

d. Methods of doing educational work 
in the community; of developing programs 
in an organization or a community; and 
of presenting scientific facts in clear, 
Simpls, convincing nontechnical terms. 

e. The making of reports and evaluating 
resu'ts. 

f. The scope of related phases of child 
health work, thereby enabling the nutri- 
tionist to appreciate the problems of her 
coworkers, and to adjust her service to 
their needs, with emphasis on the value 
of cooperation and coordination. 

g. Supervised field experience in a pub- 
lic health or welfare organization or in 
a well-organized schoo] system. 

VIII. That schools training public health 
and welfare workers other than nutrition- 
ists provide not less than 15 to 20 hours 
of instruction covering nutrition funda- 
mentals, food economics, and budgets, and 
that such instruction be given by a well- 
trained nutritionist qualified as a teacher 
and who has had experience in _ social 
and health work. 

IX. That the importance and value of 
nutrition work in the child health pro- 
gram be demonstrated in communities 
not yet alive to its need with the idea 
that eventually it be taken over by the 
community. 

X. That nutrition servicehe made avail- 
able to those communities which are un- 
able to finance a complete nutrition pro- 
gram through a_ stimulation of such 
sources as the American Red Cross, city 
and state boards of health and educa- 
tion, and other agencies and groups sup- 
ported by taxation, and which contribute 
to child health and protection; 

XI. That a suitable committee. including 
representative nutritionists, be organized: 

a. To further investigations in the na- 
ture and scope of work which is being 
done in nutrition and results obtained. 

b. To study the facts thus revealed. 

c. To use the information thus obtained 
to work toward the development of sound, 


use of the 
low income 
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well-integrated, educational, 
programs in nutrition. 

In behalf of the children suffering from 
malnutrition because of the failure to ap- 
ply the known nutrition information and 
in order to make possible for every child 
good nutrition, which is necessary for 
health and protection, this Committee 
wishes to urge upon this Conference, and 
the American public which it represents, 
the most serious consideration of the rec- 
ommendations submitted. (Applause.) i 

CHAIRMAN DE KLEINE: Now that the 
formal papers on this program have been 
presented, we hope that many of you will 
participate in the discussion ef both of 
these important subjects. I am sure that 


community 


many of you have questions that you 
would like to ask these people. Dr. Knox 
and Mrs. Strauss ought to know more 


about health centers than anybody in this 
country and Miss Gillett ought to know 
more about the problems of nutrition than 
anyone else because of the studies that 
she and her committee have made. So 
while we are calling on the people whose 
names app on the printed program to 
open the discussion, will you get your lit- 
tle speeches ready, and your questions. 

We have a lot of time left—nearly an 
hour—so I hope you will take advantage 
of this time that we have, so that your 
questions and your suggestions that you 
have in mind may be breught out and 
cleared up before you go home, and that 
your questions relating to health centers 
and nutrition may be answered as you 
would like to have them answered. 

We will first call on Prof. Hiscock, asso- 








ciate professor of public health, Yale 
School of Medicine, to open the discus- 
sion. 


Role of the Health Center in Preventive 
Medicine 

PROF. IRA V. HISCOCK: Mr. Chair- 
man, Ladies and Gentlemen: The sub- 
committee on child health centers has 
made an unusually valuable contribution 
in bringing together more detailed infor- 
mation for a larger number of health 
centers than has ever before been assm- 
bled. The health center has come to play 
an important role in the devclopment of 
preventive medicine. In recent years there 
has developed a tendency for increased in- 
stitional care, accompanied by a wider use 
of outpatient clinic services and health 
centers. 

My interpretation of a health center is 
a community agency engaged primarily in 
preventive medicine and public health edu- 
cation, centering around an organization 
of physicians, health workers and lay- 
men, to serve the whole local population. 
Under certain circumstances, it has been 
found desirable to provide minimum treat- 
ment facilities for those unable to afford 
a private physician. Most health centers 
systematically refer cases needing treat- 
ment to private physicians or hospitals. 
“To carry public health to the people 
where and when they need it,’ is the 
purpose. 

Health centers aim to reach all people 
within a district who need the services, 
and to coordinate the health and often 
the social service activities of*the area. 
Over 50 per cent of the child health cen- 
ters are directed by official health depart- 
ments. The outstanding official county de- 
velopment of health centers in this coun- 
try has occurred in Los Angeles County, 

eight major centers, besides five 









where 
smaller centers, have been erected by the 
county in as many districts, rural and 
urban, served by the county health de- 
partment at costs of about $100,000 each. 
These health center buildings provide in 
each district an emergency hospital for 
local practicing physicians to care for 
emergency cases arising from automobile, 
industrial or home accidents; health edu- 
cational services through maternity and 
child health conferences; diagnostic serv- 
ices for suspected cases of communicable 
diseases, or orthopedic defects; treatment 
clinics for the indigent sick; laboratory 
service for bacteriological and serological 
tests for disease diagnosis, milk and water 


supply control; public health nursing 
service; and general sanitation super- 
vision. Physical headquarters are also 


provided for the workers of the county 
outdoor relief department 
Health Center Facilities 

Thus, the health center plan provides, 
in this county of over 3,400 square miles 
and 1,250.000 people ‘exclusive of City of 
Los Angeles and two other cities), for de- 
centralization of the county health depart- 
ment and of the outdoor relief department 
having to do with the care of the indigent 
and dependent persons in their homes. 
Each of the major centers has a medical 
social service worker who serves as a liai- 
son officer between the health department 
and the outdoor relief department, and 
various medical and socia] welfare organi- 
zations. Here are brought together all 
social, medical and nursing forces of a 
district, leading to improvement of serv- 
ices to the public and better understand- 
ing among the agencies concerned. The 
more recently established health centers 
have medical libraries, each with a room 
for physicians of the district, and a large 
auditorium for community use. A central 
division of accounts maintains control of 
expenditures, and this werk is correlated 
with that of the division of records. A 
distribution of costs is made monthly by 
districts and by functions. Floor area di- 
visions of the two most recently con- 
structed major.centers allot 22 per cent of 
the 51,000 total square feet of these cen- 
ters to maternal and child hygiene, with 



















5 per ce more of the area given to 
administration and 5 per cent to public 
health nursing. 


Each health center has a hospital and 
clinic staff. The physicians of the hos- 
pital and dispensary serve in rotation, 
while tuberculosis, venereal disease and 
dental clinics and child health conferences 
are staffed by full-time members of the 
County Mealth Department. Local health 
center associations bring together repre- 
sentatives of the various organizations en- 
gaged in health and social service work, 
and assist in formulating policies, in pub- 
licity and education. 

In Honolulu, Hawaii, the chief voluntary 
health organization is Palama Seitlement. 








recreation 
clinic for 


Besides medical, 
services, an excellent dental 
school children is maintained. Founded 
in 1896 as an institution for religous Wwor- 
ship, this center has an inspiring history 
of service. For several years, Palama has 


nursing and 









maintained the principal ouipatient serv- 
ice of the city. as well as atal, well 
baby and preschool confere: A large 
athletic field. a swimming pool, a gym- 
nasiu tennis courts and a recreation 





center form parts of the ce r program, 
which emphasizes positive health This 
work 13 closely correlated with the activi- 
ties of the board of health, the Gepart- 












ment of public imstructior ithe various 
welfare agencies in the 

Excent for the recreation program, Pa- 
lama Health umd Welfare Center corre- 
sponds closely with several other major 
health centers in the country, supported 
largely by voluntary agencics. It should 
be m:utioned that both oficial and vol- 
untary agencies contribute to the sup- 
port of Palama, whereas the Los Angeles 
Couniy centers were built and maintained 
by the county 


Other Health Centers 
One of the features of two official health 
centers in San Francisco is the mental 
hygiene clinic work correlated wiih child 
health services. It is notewoithy that 37 
child health centers employ psychiatrics, 
while 62 others are served by volunteers 
Dr. Charles Wilinsky, who has occupied 











a prominent position in the health unit 
development in Boston, has defined a 
health center as “an institulion for the 
promotion of the health and welfare of 
the people, made ideally possible and 
practical by grouping all of the public 
and private health, welfare and relief 
agencies under one roof.” As Dr. Wilin- 
sky is to discuss this subject, only brief 


reference will be made to this important 
development in Boston, whcre a series of 
health units has been made possible 
throug endowment for building 
constr support of official and 
voluntary health and welfare activities 
Each of these units pro\ physical 
headquarters for health and weliare agen- 
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cies in a district of the city, as well as 
a room for district physicians, and con- 
venient quarters for clinics and health 


conferences. 

As emphasized in the report of the ex- 
tensive study of the subcommittee on 
child health centers, current records of 
individual service to children should be 
uniformiy maintained and a transcript 
should follow the child into schoo} Spe- 
cial studies of financial arr: ments and 
costs should be made by health center ad- 
ministrators. 
















The best service to the patient renders 
it de ble to coordinate records of the 
different clinics and services and to asso- 


closely as possible, 
pertaining 


ciate with these, as 
the nursing and social records 
























to the same person or fami!) Economy 
and convenience are promot<d by having 
the files in a record room, fiom which 
records may be distributed to the divi- 
sions as needed This insures naore ex- 
pert filing and better statistical control 
Family folders are frequcenUy used. A 
ce il alphabetical index is essential] if 
the lation of the services rendered to 
the pcoulation of a district, as well as 
the interrelations of services to individu- 
als. is to bo known. Without a good cen- 
tral index, a major health c:nter is seri- 
ously handicapped. 

Many benefits are derived from a cen- 
tral health center building. adcquate for 
the different services cial clinic 
rooms. This provision brings health serv- 
ices near to the people who need them; 
leads to a closer correlation of health and 
welfare work, and exercises an important 
educational influence on the citizens of 
the districts served. (Apovlause.) 


CHAIRMAN DE KLEINE: Dr. Wilinsky, 


of Boston, is anxious to catch a train 
and if you will permit, Dr. Noble, I will 
Rave him speak next. 

Those of you who have not visited 
Boston recently and have not seen those 


developed 
iy of going 


health centers that have b: 
there should take the opport 











to Boston some time soon and see these 
wonderful institutions 

We are very glad to have with us, Dr 
Wilinsky,. who has a very long title I 
wiil read it He is Depuly Commissioner 
of Health of Boston in charge of Child 

J and Health Cente Di Wil- 
i has done some wonderful work in 
B_ston, and we are allways giad to listen 
to him 

DR. CHARLES FRANCIS WILINSKY 






Mr. Chairman, Ladies d Gentlemen: I 
wa to preface anything which I might 
say this afternoon by expressing, not only 
on behalf of myself, but on behalf of all 



























of us who have been interested and af- 
filiated with the development of health 
centers in the United States since its 
very earliest inception—I want on behalf 
of that group te express to Dr. Knox, 
Mrs. Strause, and the other members of 
the Committee on Health Centers, our very 
sincere appreciation of the very valuable 
material which they have assembled and 
which points out to those of us who are 
affiliated with the administration of 
health centers not only the program, not 
only its purposes, but also points out so 
val yy the gaps, the lack of, certain 
spec services which go round out 
a program for the extension of life, the 
promotion of health, and the prevention 
of disease 
-ofessor Rosenau in his very carliest 
text on preventive medicine emphasized 
the fac. that the trouble with public 
healih administration was that it was too 
far removed from the people themselves 
And t would seem to me that the 
y of the whole health center de- 
ment is the philosophy of the chain 
made so popular in ouite recent 
years because it makes possible for the 
busy housewife and for the oihey members 





of the family to shop fairly adjacently to 
the door of their home 
So those of us who endeavor to promote 
to sell, if you will, health service, 
gnize the vision of Pri r Rosenau, 
and have taken advantage 0. inal sugges- 
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tion; and we have developed a series of 
health centers, among which Boston has 
been so kindly alluded to by Dr. De Kleine 
and Professor Hiscock. 

The statistics on health center progress 
call our attention to the fact apparently 
that from a very small beginning before 
1900, we have opened, and there are func- 
tioning 1.500 plus, centers, as defined, 
child health centers, which after all is 
the purpose of the study, the purpose of 
this assemblage. But I will share with 
Professor Hiscock a desire to apply. to 
take advantage of this opportunity to this 
group of health and welfare workers, to 
speak of the health center perhaps as a 
whole, mindful all of the ‘ime that the 
child health program within the health 
center—be it the child health center or 
be it the center of the type of East Har- 
lem, or be it the type of Dr. Pomeroy, 
that admirable chain of centers in Los 
Angeles County which combine both treat- 
ment and the prevention of disease, or 
be it the centers which we are fortunate 
in enjoying in Boston (seven in number), 
due to the generosity of one of Boston's 
most beneficient citizens, Mr. George 
Robert White, who has given a consider- 
able amount of money, the income of 
which has made possible the extension of 
a series of fairly modern, beautiful build- 
ings dedicated to health and welfare 
service. 

If there is anything in the belief 
public health is purchasable, and if 
is anything to the theory that the 
of the people is a concern of the 
then we must develop the kind of 
ehinery which is going to make it 
ble for us to reach the largest 
people; and you health workers are famil- 
iar with the fact that that is proven— 
for example, by the Mayo Clinic: proven 
by Carlsbad; proven by the migration of 
people to the most distant poiiis for the 
purpose of treatment and reliof from dis- 
ease. But we find it rather difficult to 
attract people to the romance o/ medicine 
—so-called preventive aspect of medicine 
—and those of us who are charged with 
the resyonsibility for community health 
programs must make it exceedingly con- 
venient. 

The Health Center a Neighborhood Insti- 

tution 

So the health center becomes a most 
excellent institution at the door of the 
neighborhood, convenient for the mother 
to bring her baby and to brine her pre- 
school-age child; and while it is in a 
measure discouraging that we aie reach- 
ing through this very intensive survey that 
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we will derive the knowledge. we are only 
reaching about 10 per cent of the pre- 
school-age population, we mut not be dis- 


couraged, but go on with the extension of 
these institutions which are goine to be- 
come increasingly popular as time goes on. 

So this survey, this study made by Dr. 
Knox and Mrs. Strauss and col]. agues, I 


trust is going to lead tomorrow in the 
conclusions by those who are responsible 
fo- the assemblage of this , ‘hering in 
Washington, to the definite conclusion 
that the health center, hone: combing the 
community, be it the type the. is called 
the county, be it of a centrai.ca type, 
the type we find prevalent in a city of 


medium size, or the large city divided up 
medium size, or be it the dccontralized 
type familiar to Bostonians (meaning the 
large city divided up into certain specific 






areas, usually located in a section of the 
city where the economic kve] is low, 
where the health needs are grat) are go- 


ing to become a recognized }| 
for adoquate public health 
(Applavse.) 

CHAIRMAN DE KLEINE: Th: 
sion will be continued by Dr. lary 
Noble, Chief Preschool Division, * 
of Child Health, Pennsylvania 
ment of Health. 

DR. MARY RIGGS NOBLE: Mr. 
Chairman, Ladies and Gentlir2n: I feel 
perfectly certain that my two colleagues 
who have just spoken to you tallzed in a 
language which I think is very hard to 
understand im certain communities: in 
the rural areas we do not know the large, 
rich health centers with buildings and 
much personnel, doctors and psy chologists 
and psychiatric workers ard nutrition 
workers. I wonder if anyb-lv here is 
irom the rural areas. A few! They are 
my jury. 


Health Centers in Penns\!vania 


Our child health centers in Pennsyl- 
vania (and I am going to s «:Iz out of 
the past experience chiefly) have. I think, 
felt quite recently that we were dividing 
ourselves into two distinct groups In the 
cities ond larger towns they are perhaps 
reaching babies and preschool children, 
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infants, and the two to six-yce"-olds, but 
there are a great many healii centers 
which are baby clinics—they are for baby 


work, and only the babies are brought. 
Mother can’t bring the older children on 
the same day, and the preschoo!] child as 
distinct from the infant, has kcen lost in 
the shuffle. I speak ‘for dov:-ns of our 
health centers in Pennsylvania, where the 
work has been going on for yca:: That 
is our worst problem—how to get this lit- 
tle group of two to six-year-olds so they 
will be served just as well as the younger 
children. 

In this marvelous report that Dr 
and Mrs. Strauss have worked out I am 
sure it is evident how many litile children 
how any babies as against littlc children. 
are being served the country over: but I 
wonder if we all feel how big the preblem 
is with the report as it stands. It 


Knox 


seems 
to some of us as though that were the 
worst difficulty we have to m°-t. 

Now, there are three brizht things 
about it. The preschool groun are Givid- 
ing themselves so that they are not just 
a mass of children to whom heaiih privi- 
leges are to be brought. The parent- 
teacher associations are takinc the six- 
year-olds all over the country—it is a na- 


tional movement to get that chiid im the 
last Summer just before it goes to school 
looked at, and everything mad? up to it 
which has been neglected through the 
first five years of life, a paroxvsm in its 
sixth Summer to try to make up for lost 
time. It is a wonderful op unity to 
do it. We are for the P, T. A. work, the 


ol aa?! 
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Summer round up, as long as it is hécés- 
sary, but| we do not believe doing in a 
last mimute check-up the thing to which 
we are to settle down, thinking that it is 
all right to let five years go and do noth- 
ing until just before it gets to school. 
The six-year-olds are being, however, cut 
off in a group by that line of cleavage, 
and we want to do that work as long as 
it is necessary. 





Preschool Health Supervision 


Then, there is another group that is 
just coming to the surface im the pre- 
school group, in these years from two to 
six, the kinwergarten children. Here and 
there there is a little pioneer effort to 
take that ready-made group, the four, 
five and early six-year-olds who are not 
getting imto school for a year, and doing 
for them a piece of health supervision. 
That is a wonderful chance, but in the 
rural areas there are not many kinder- 
gartens, so that we are saying to the 
school peopie, to the school boards: 
‘Can't we pool our energies and desires 
and work ior having kindergartens, even 
in our small towns; and then with our 
health energy we will come in and work 
with you to make them as perfect little 
specimens as we can before they go to 
school.” 

It still leaves the two and three-year 
olds, doesn’t it, unlooked for? However, 
lines of cleavage are very desirable, and 
I am sure that it presages a good deal 
more efficicnt work for our preschool 
army. which has been so hard to get our 
hands on. 


I wanted to say just a few words about 
the frequency of examination. I am 
alraid that was one place where I felt we 
ought to have a little more emphasis 
made in this report—not that the state- 
ments aren't there, but can they not be 
given a little more emphasis if they are 
to satisiy what we feel those children have 
aright to? Is there not pretty general 
unanimity in feeling that a little baby 
should be seen by a doetor every month 
,until it is weaned; every two or three 
months in its second year; and from the 
second to the sixth year at least every 
six months? I have understood that that 
was what most of us felt was the mini- 
mum; and that in between times there 
were these other people with whom con- 
tact migiit be made, rendering service that 
was very much needed for both health 
and protection of the child; but at least 
this little one, two, three, four visa which 
should go over the whole little child should 
be frequent cnough so there should be no 
bpportun ity for those big defects to get a 
chance to take hold of the child. 


There is a point that I am sure brings 
up a good many questions in our minds 
as to what shall be the relation of the 
health center to community life, and I 
am not quite ready to say in our rural 
areas that our child health centers shall 
be philanthrophies. We have a feeling 
that they are educational agencies that 
ought to be available to the rich, unknow- 
ing mother, the rich mother who has no 
more opp tnity to-know about how to 
bring up her child than the less privi- 
leged metiner. 7 

I like that paragraph in the report 
which talked about the health center as 
an, educational agency, and then spoke 
of the possibility of the private practi- 
. tion Gifice being looked upen in the 
same r' ion to the health center that 
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the priv: school is looked upon as hav- 
ing a re on to the whole educational 
system. But I think I would have come 
out ab a tie different point. 

Our “publ: c schools are for every one, 
but no one is hindered if they wish to 
send thelr children to private schools 
What wouid be the harm in having our 


health ccnters places where every person 






























could go, the rich as well as those less 
privileged? And if they want to go to the 
private pi itioner, rather, they have a 
perfect rizht to do that. But I want to 
follow that very swiftly by saying this: 
That we are growing more and more cer- 
tain in Ponnsylvania that the services in 
the child health centers should not be 
given, so far as the physicia are con- 
cerned, no: a voluntary service, not tak- 
ing their precious professional time, but 
paying thom in every single instance. 
We are not doing it in all our child 
health centers by any manner of means, 
but I can say this, the Department of 


Health is not sending its field workers out 
to sit down and take counsel in~ those 
towns and country areas where they are 
asking to have our help to establish in- 
fant weliare work without our saying that 
among the first questions they are to con- 
sider is whether or not they can pay their 
doctor. We believe the doctors all ought 
to be paid. 








Future of Health Centers 
This lsads immediately right into the 


question as to the future, the possible 
future of child health centers. I don't 
know whether they are here to stay. I 


think very likely in some citics they are 
at the crossroads. I am not so sure but 
what we ought to strive for the preserva- 
tion of the species out in the rural area, 
as they ar2 now; but in a few years per- 
haps everywhere they will be absorbed 





in priva practice. I am only concerned 
that every child shall have an oppor- 
tunity to have health service, and I should 
love to see our doctors able—just physi- 
cally able-—to absorb all that preventive 
work. But there will have to be less 
sickness fairly quickly if the change is 
going to be over in the private practice 
within the next few years. It seems to 
me to be a necessity still for some agency 
just to relieve the congestion of work 
there would be if all child health cen- 
ters were taken over into private practice, 
fine as that would be. 

Dr. Josephine Baker, perhaps some of 
you will recollect a few years ago, said 
that she saw no reason why the public 
school system should not absorb a good 
deal of this preschool work. They are 
giving cducation, and tax funds are pay- 
ing the bills; and many school people are 





being concerned as to what kind of a 
child presents itself at the door of the 
sehool each September to enter the first 
they may 


erade—and well be concerned, 
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for it is a money-saving device to have 
that child in as good physical condition 
as possible. It is a reasonable supposi- 
tion that the public school might absorb 
a good deal of child health center work. 
In one State, my own State, Pen vania, 










we think that the school building is to- 
day the most appropriate place to hold 
the child health center. 

I want to read a sentence out of a let- 
ter on White House Conference paper 
which I received the other daz I am 


Sure some of us came to the cc 
last Autumn and to this confers 
ing that sombody would give 


rence 





nagic 








formulas with which we could accomplish 
some of the things that are such difficult 
work 

Dr. Pickett told us ne age 4 that she 
had felt in prenatal work that the great 
things she had to ecmmainae—-% they 
















wanted to accomplish down in K ucky 
—couldn’t go quickly, because great 
things go quickly; and it is g in 
emphatic words, a perfectly obv ing 
—we can’t make anything go ver ck- 
ly in our child health work But if all 
the agencies, all the groups that are 
concerning themselves with these very 
things that we are discussing could some- 
how be brought together, would we not 
feel as though a tremendous amount of 
stumbling bloc hurdles te Jeap, would 






be swept away? 
This is th2 thing that floored me in 
this letter. This is a personal 1]: 
me, my friends: “Can’t you si 
plan by which united effort 
brought about?” I wish I could. 
ter.) We all want it. “A sy 
understanding of each other’s ret 
and limications and willingness to 
honestly within them is one of the great 
steps in the cooperation we are al] seek- 
ing.” I am-sure that lies fundamentally 
at the bottom of those things that will 
bring about the possibility for us to do 
increasingly speedy things in child health 











work. 

Cooperation Essential 
_ Let us know our neighbor organiza- 
tions and = oncies—the small town hasf't 
many agencies—but let us play together 


and get oa children more quickly looked 
after. 





One thing more: I want to say al- 
though I am not supposed te discuss nu- 
trition this afternoon (just ehild health 
centers) I know of no more splendid 
thing that can happen than the work- 
ing together with these nutritienisis who 
can teach the mothers and the babies s 








practically many things that 
ways in child health centers, wher: 
examination scems to be the only 
we are trying to get threugh with, 
a few words to the mother, I know 
more wonderful thing that could } 
than the nutrition workers and t} 
economics pocple all working 
child health centers to do what 
to pay attontion to that part o 
cation of the mothers. (Applaus 
CHAIRMAN DE KLEINE: No phase of 


in our 





public health is more importe “nt han 
adequat® instruction in nutrition. I am 
glad to have this discussion on th> sub- 
ject of nutrition continued by Miss Flora 
Rose, director, College of Home Econom- 
ics, Cornell University. 

MISS FLORA ROSE: Mr. Chairman, 
I would like to discuss both of these 
papers; and I think I shall take a minute 























first to encourage Dr. Noble about the 
Swiftness with which things are } 
accomplished, because one of the t! 
that constantly overwhelms me is t 
statement which is being made that wit 
in the last 50 ve civilization 
changed more than in the whok 
ceding hisiory of man’s life on 
Therefore I think we can take cou: 
and feel that if situations change 
rapidly we might have difficulty. 

It is true that social economic 
logical factors in man’s life have 
less —— than material facto 
at a m ing like this, where one 
the discussion of health centers 





extension thr 
one need not 
and one 


ughout the country 
discouraged about nge, 
further bs 








may imm en- 
couraged about the-cooperation of all 
workers—that is, when we recognize how 
rapidly we are passing from th ] 
authorita state, where a sing) 








vidual seemed to contain all of the 
edge on any given subject, te 
where we have a division in the 


I think we 
erati 


ous groups of 
not be di 
the working of units “bec 
with amazing rapidity. 
it seems slow because we are 
living a brief span of any give 
it is coming rapidly. 


worke 
couraged ¢ 












Need for Adequate Instruction in Nautri- 
tien 

The piece of work which the rition 

Committee has accomplished ot be 





added to by me. The west I 
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discussing Miss Gillett’s paper, as a re- 
sult of the report of this Committee, is 
merely to reiterate some of the things 
that she has said, and perhaps give a 
little further emphasis to them; in the 
first place, that good food habits, properly 
selected food, good nutrition, .play a vital 
part in health, and therefore, are im- 
portant im any program having as its 
objective child and health prot 
This is implied not only in the 

of this Committee, is either stated 
nitely or implied in every report 
before this conference. The very nam- 


ing of the Committees—Growth and De- 
velopment, Prenatal and Maternal Care, 
and Medical Care for Children—implies 
interest and concern with nutrition direct- 
ly or indirectly. 

I visited a number of these m 
and everywhere one hears that 
trition. That is in very distinct 
to the point of view held not very many 
years ago, where constantly we heard the 
word faddist, or food faddist. Ail per- 
sons conceriied with problems of child 
health and protection — doctors, public 
health workers, social and welfare work- 
ers, nurses. teachers, dental hygienists, 
workers in institutions, parents— 2.w<] at 





eetings, 
word nu- 
contrast 
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least as much knowledge of nutrition as 
will make them fully aware of the im- 
portance of nutrition to health that will 
enable them to make general recommenda- 
tions about diet, and will arouse in them 
consciousness of the intricacy of the prob- 
lem of adequate nutrition, and for the 
need of expert and scientific handling in 
involved cases. 

Miss Gillett’s paper brings out the fact 
that nutrition is a broad field of subject 
matter based on an understanding of fun- 
damental science. It has back of it a 
great and growing body of tested truth— 
that is, research—with which a person or 
persons attempting to solve nutrition 
problems must become familiar and keep 
in constant touch. In itself it has become 
of sufficient importance in human wel- 
fare, and of great enough difficulty as a 
field of knowledge to master to justify 
building around it specific professional 
interest. What is now being called the 
nutritionist is the most conerete present 
evidence of this fact. In other words, the 
nutritionist has become a_ professional 
entity of importance in modern civiliza- 
tion, and in the health programs which 
are resulting in our modern civilization. 


Home Responsibilii; 

The home is primarily responsible for 
food habits 2nd choice of food of children, 
and ther2:ore a very important part of 
the nutrition problem of child health and 
protection which concerns itself with work 
with homes and the education or re- 
education of parents. In this connection 
it is rather significant that nutritionists 
are products of home economics educa- 
tion and have a general background of 
training which familiarizes them with the 
psychological, social, and economic and 
physical environment of the child, as 
well as giving them specialized scientific 
training and nutrition in its—various as- 
pects. 

The nutritionist, while already a defi- 
nite professional entity in the health pro- 
gram, is but at the beginning of her serv- 
ice to the public. This is beeause other 
professional workers in health are just 
awakening to the importance of nutrition 
te health and of the impossibility of 
achieving a knowledge of nutrition suffi- 
cient to enable them to handle its diffi- 
cult aspects along with the other knowl- 
edge needed in “the specific fields they 
themselves represent. 

The nutritionist is as much a product 
of specialization as other specialists. She 
is one more illustration of the complexity 
of an increasingly complex civilization 
which recognizes the fact that no single 
individual can accomplish what is being 
demanded in many fields of human enter- 
prise today; and the success lies in sup- 
plementing knowledge relationships in 










any given field. 

The real problem at issue, as far as 
the nutritionist is concerned, is how we 
shall improve her training; how we can 
inerease her experience; ho we can 
make more effective use of her; how we 
can extend her services, be cause I thimk 


that we must recognize definitely that she 
is here; that there is a n ed for her; 
and that the demand for her services in- 
evitably wili grow. And we find those 
other problems, then—the problems as we 
have stated them 
A Warning 

One of the things, I think, in w hie h we 
need to sound a warning in 
with this question of nutrition is the 
work that the nutritionists may do in con- 
nection with the training of other health 
workers in the field. We have heard to- 
day from Miss Gillett suggestions as to 
the number of hours of work should 
be given to these other workers in the 
field—from 15 to 40 or more hours of 
training; and the warning I would like 
to sound here is this: That unfess prop- 
erly guarded, safeguarded, a little »wl- 
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edge may become a errs thing, be- 
cause sO many persons with a littie knowl- 
edge of nutrition may accept that too 
completely. 

I recognize of how much importance 
this is. I have been havi a little ex- 
perience this year in training a up of 
seniors as leaders, and I warncd them. 
because, without safeg g them 
against the little knowle which they 








had in training for leadership, th 
complex on the subject of their a 

to lead, and in the future I must com- 
pletely safeguard a situation of that kind 


by showing them the value of such knowl- 





edge; it is important to them 
with wham they deal; but also 
tations as giving to them a 1 





humility with regard to the limita 
of their knowledge. Of course, the nutri- 
tionists need this humility as well as the 
others, but this is teaching t docs need 
to be safeguarded, because ¢ > of us 
who has entered any new field of knowl- 
edge recognizes the fact that when we 
first enter that field each one of us feels 
like a Columbus having just di ered a 
country which later, as our kn¢ dge in- 
creases, we will find already thickly popu- 
lated. (Applause.) 

CHAIRMAN DE KLEINE: Who is the 
fist one to open the discussion from the 
floor on either one of these subdjects— 
health centers or nutrition? I am sure 
there must be some of you that have 
something very worth while to offer. 

DR. P. M. PAYNE (Assumption Parish, 
La.): Mr. Chairman, Ladies i Gentle- 
men: I am sure that after the wonder- 
ful talks we have heard—the presenta- 
tion of this whose matter since day be- 
fore yesterday morning—that what little 
I could add to thé matter would be not 
very enlightening to the rest of you; 
but I came specifically to try to get some 
help on the matter of nutrition, and I 
am sure if I can have a personal talk 
with Miss Gillett I will be well repaid for 
the week or 10 days that my allotting 
body down there was kind enough to 
put up the money for me, so I could 
come up here and find out @mething. 

Since Septembe® I have examined and 
tabulated the findings of 1,927 white chil- 
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dren and about 920 colored children. 
have been ¢ amined physically, their 
teeth, tonsils, aeaving, underweight and 


overweight. There were a few over- 
weights, but I am very sorry to say that 
we are very proud people down there, and 
we don’t like, really, to tell all the things 
on ourselves; and yet, to get the truth, 
to get help on this thing, I must tell the 
truth. 

A little more than 20 per cent—almost 
“ per cent—of the 1,927 children are 10 
per cent or more underweight, with a 
borderline group, 7, 8, and 9 per cent, 
running 200 more. In other words, 600 
children out of 1,900 children are 7 per 
cent or more underweight, running up 
as high as 25 and even 30 per cent. That 
is in the white children. The colored 
children I have not tabulated as thor- 
oughly, because they have been done since 
the first of the year, and I haven’t had 
time to classify them. 


Seme Questions 
Now, I want to know just how to go 


about solving the problem of under- 
weights. One of the things I want to 
know is how much are we at variance 


with the rural underweight situation in 
the whole United States. I am wholly, 
you might say, totally, rural. One thou- 
sand one hundred and fifty is the largest 
town in the parish, which is the county 
seat, or parish seat of the: parish, and 
we have 22 white schools. All my work 
has been done in the schools. 

I have been able to do very little pre- 
school work because we simply cannot 
get the mothers to bring their children 
out; we have to go to the children. They 
are largely French people. Very few of 
the older ones speak English at all; but 
my nurse is native there, and she speaks 
good French and goes with me or alone, 
to do this work. 


For instance, last year we gave more 
than 3,000 people three doses each of 
typhoid serum; 1,800 children got three 
doses of toxin-antitoxin; since the first 
of the year 773 had smallpox vaccina- 
tions. I could go on and tell you of a 
hundred things we have done, but I am 
not going to take yp the time. I am 
sure there is someone else who can say 
something probably more to the edifica- 
tion of the group; and I imagine you are 
kind of tired of it anyhow. 

If I may have the privilege of asking 
you some questions after this meeting, I 
will certainly be glad indeed. Thank you 
kindly. (Applause.) 

CHAIRMAN DE KLEINE: I am sure 
that either Dr. Knox or Mrs. Strauss or 
Miss Gillett. will be very glad to talk 
with you personally or answer any aues- 
tions that you may have. Who is next? 

DR. McKINLEY (Des Moines): I be- 
lieve I can answer the doctor’s question 
and solve his problems right now. I 
think he had better hire a nutritionist, 
hadn't he? ‘Applause.) 

We have been told that a little knowl- 
edge is dangerous. I have a little knowle- 
edge of health centers, and I may be get- 
ting into danger I wonder just what 
is going to be the outcome of this hzalth- 
center movement. 





Health Centers in Des Moines 
In 1919 I came back from the war, 
and in Des Moines we had various little 


clinics scattered all over town—a dental 
clinic here, prenatal and maternal clinic 
there, tuberculosis clinic some plice else— 
a lot of duplication. So we decided that 
we would combine all of those various de- 
tached clinics into one group and call it 





the health center. Where they got the 
name I don’t know; but that is the way 
the Des Moines health center was started. 

In Des Moines we aim, in our health 
center, to take care of only those people 
who are unable to pay a priva physi- 





cian; and b 
time as dit 


-2use I only give ha If of 
tor of that health 
and the other half to a private p 
I may be abl2 to give you the vi 
of both parties—both the healt! 
direction and the private physician 

We have, b 
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or seven other infant welfare st 
you will pardon the term. You c > 
it, but that is what they are called out 
there 

As a private physician I took care of a 
certain lz and I was yaid $75 for that 
obstetrical care Soon after the baby 
and the mother were able to get around 
they went to one of these private infant- 
welfare stations regularly and received 
the examination and advice of a physi- 
cian free. I did not like it, and I am 
in the same position that many other doc- 
tors are in in that city. I presume as 
director 0 the health center, and having 









also the int sts of a private physician 
at heart, I am quite sure that a business 
of that kind doesn’t take place in our 
health center. 

Dr. Noble, I think, expressed the idea 
that we should open the doors and let all 
mothers aa their children in. If the 
idea is to make the State or the com- 
munity responsible for the children, in- 
stead of the parents, you are going in 
the right direction. I don’t know if there 
are many doctors (I doubt it very much) 
but there is a little fear from the doctor’s 
viewpoint of State medicine. I think that 
is one step in advance for State medi- 
cine. 

I say I don’t know just what is going 
to be the outcome of this health-center 
movement in this country. I will anx- 
iously watch it. There are many abuses, 
I think. In Des Moines we expect the 
physicians to give us free services for the 
indigent poor of that community. . We 
don’t limit ourselves to the city of Des 
Moines; we take care of the indigent poor 
of the entire county; and in Iowa we 
have some indigent poor on the farms 
this last year. If we are going to get the 
support of the phys‘cians to give their 
services free in taking care of the indi- 
gent poor, we must necessarily be on 
the square with those physicians and pro- 
tect them in their practices. I must say 
that we have had the most excellent sup- 
port of the physicians in our community 
for our health centers because we have 
protected them in their private practice, 
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snd only take people who are unable to 
pay them for services. 

Because of these 7 or 8 infant-welfare 
stations taking anybody and everybody 
who come there (mothers in limousines 
bring their babies down there monthly) 
there has been a little bit of ill-feeling 
toward those stations. I doubt if they 
are going to continue very long because 
of the abuses. 

When this Committee makes its final 
report I will be anxious to know whether 
they recommend opening the doors or 
not, or whether these health centers are 
for the people who can't pay, or for 
anybody who wants to come. Some one 
of the speakers made the statement that 
he wanted to see health and protection 
available for all children. I think it is 
already available; at least, it is available 
in our community. The health centers 
are available for the indigent poor wl.» 
can’t pay, and there are good competent 
physicians available for those who can 
pay. If you want to cram health and 
protection down these parents’ throats, 
all right, drive them in; but you pau- 
perize them by doing that; you are not 
on the square with the medical pro- 
fession; and you are relieving them of 
their responsibility as parents. Thank 
you. (Applause.) 

CHAIRMAN DE KLEINE: Dr. McKin- 
ley, of Des Moines, has presented an ex- 
cellent picture of one tvpe of service ren- 
dered to health centers, as given in Des 
Moines, and, incidentally, has given us the 
view of the private physician, which is so 
important to keep in mind. I will ask 
Dr. Knox a little bit later to answer Dr. 
McKinley's question. Who is next? Dr. 
J. M. Mountin, didn’t I see you getting 

DR. MOUNTIN (Washington, D. C.): 
Mr. Chairman, Ladies and Gentlemen: I 
didn’t hear all of Dr. Knox’s paper, so 
there is one point that I rise to emphasize. 
If he has already mentioned it, I see no 
harm in giving it further emphasis, and 
that is, the necessity for symbolizing 
health. 

Health is a rather difficult thing for peo- 
ple to understand. It is a state of being, 
an absence of disease, in the minds of a 
great many—something to be desired but 
something that is difficult to attain. They 
don’t realize that it is something that can 
be retained; it is a normal satte of being 
to be retained by a constant effort on the 
part of the individual and on the part of 
the community. 

Visualizing Public Health Through the 
Health Center 

I can remember some years ago (some 
10 years ago) when I started promoting 
county health work. It was our ambition 
to secure space for the county health de- 
partment in the county courthouse. We 
felt as though that immediately associated 
us with government. The people of the 
county came to the courthouse because it 
was theirs, and we thought that we felt 
that we would become fixed as one of the 
county institutions, so to speak. Later ex- 
perience, however, proved that we were 
wrong, or tended to prove that we were 
wrony. The courthouse symbolizes gov- 
ernment in the minds of people, just as 
the schoolhouse symbolizes education; just 
as the hospital symbolizes care of the sick. 
We need to do the same thing for health. 

We so frequently hear people say that 
health is something to be integrated into 
every activity—into education, into the ac- 
tivities of civic bodies—and that the health 
officer is, so to speak, an organizer who 
exerts an influence in some mysterious 
way on all community activities merely by 
his presence, so to speak, and by engi- 
neering things. That is not definite 
enough to get money from county courts, 
from State legislatures and from Con- 
gress. We need to have something that 
people can see. 

The health center (call it what you will, 
the office of the health department or 
anything else) is a physical something that 
people can see, and we need to symboiize 
health if it is going to be established on 
the same basis that other community func- 
tions and institutions are. I thank you. 
(Applause.) 
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us session of the Committee on Med- 
ical Care for Children on Dentistry and 
Oral Hygiene convened at 2 o'clock Fri- 
day afternoon, Feb. 20, 1931.. Dr. Leroy 
M. S. Miner, professor of oral surgery. and 
dean dental department, Harvard Univer- 
sity, presiding. 

CHAIRMAN MINER: The instructions 
to the various committees of the Commit- 
tee on Medical Care were in their studies 
to first find out what the status of the 
particular matter which they were to study 
was in this country; second, to find out 
what was being done about it, and, third, 
what might be done to improve the con- 
ditions as they were found. 

The Committee gn Dentistry and Oral 
Hygiene have made such studies and the 
report this afternoon, which Dr. Howe is 
to give, will be the result of the Commit- 
tee’s work. Without any further words 
from the presiding officer, I am going to 
ask Dr. Howe to present his report. Dr. 
Percy R. Howe, of the Forsyth Dental In- 
firmery. 

DR. HOWE: Mr. Chairman, Ladies and 
Gentlemen: In keeping with the policy 
outlined by the Section on Medical Care 
for Children, an effort was made to de- 
termine the existing conditions of the 
mouths and teeth of the children within 
our jurisdiction, including a study of (1) 
dental caries, (2) dento-facial deformities, 
(3) mouth infections and their sequelae 
and (4) the effect of systemic diseases on 
the tissues of the mouth. 

Since dental caries is the most impor- 
tant factor because of its wide prevalence 
this was studied more intensively as to 
age, seasonal, urban and rural incidence, 
or predisposition and such other data as 
might be of value in relation to a disease 
which evidently affects in excess of 95 
per cent of our children. 


CHAIRMAN DE KLEINE: Dr. Mountin 
has brought out a very important point, 
namely, that the health center furnishes 
opportunity for the people to visualize 
public health. 

I remember in my experience as a 
health officer in cities in Michigan, that I 
said very frequently that until I had a 
health center in which my health depart- 
ment was housed, and some other health 
centers in the city that the people could 
see with their own eyes, and see what is 
going on, I could not get the full support 
of the people in that community. Vis- 
ualizing public health is an extremely 
important factor in the development of 
public health; and I know of nothing that 
helps more in helping people to visualize 
it than a health center—not a health cen- 
ter that proposes to build up present 
medical service for everybody, regardless, 
not that; but rather a health center in 
which the health department is permitted 
and can carry on those health activities 
that they are interested in developing in 
that community. 


Pennsylvania Methods 


MRS. EDGAR WYMAN ‘Lebanon): Mr. 
Chairman, I am one of those nondescript 
lay people of whom Mrs. Lyons spoke. I 
just have a word to say. I am one of Dr. 
Noble’s workers—she is my chief. 

In defense of the health center as oper- 
ated in Peimusylvania, I want to say that 
being connected with it for 15 years, giv- 
ing to it all my leisure time, that I feel 
that the health centers in Pennsylvania 
are operated on a basis which is doing 
a work for mothers and children that can- 
not be supplanted by anything else. 


Referring to the remark of the physician 
from Des Moines, I want to say that the 
Physician that does the work in our clinic 
refers back to the family physician any 
child that comes to that clinic. In refer- 
ring that child back to that family phy- 
sician we feel that we are protecting the 
physicians in our community. 


There often arises a point of contention 
right there. The physician in the clinic 
examining that child from head to toe 
(undressed, of course) is giving it such an 
examination as is very seldom given in 
a physician's office when the mother takes 
the child there for one specific thing—a 
cold, or whatever that thing may be—and 
in that examination he may find some 
defect which has not been found hy the 
family physician; but when, on question- 
ing that mother he finds that that child 
is under the care of a family physician, 
he marks that defect on the clinic card 
and refers that mother and child back 
to that family physician for correction. If, 
in turn, those people are unable to finance 
that correction, our State nurses, under 
the supervision of our health department, 
go out there and between family and doc- 
tor and clinic, arrange for the cooperation 
of our local hospital, dentist, occulist or 
whatever it may be, to help to finance that 
operation and have those defects corrected. 

In the 50 clinics that were held in my 
center (I call it mine because I am proud 
of it) were 232 registrations, with 1,225 
return visits. The number of children 
that were examined ana are normal out 
of that 232 were 114, which, you see, is 
nearly 50 per cent of normal children. 
And we believe that in this last year of 
1930 that that 50 per of normal children 
was brought about by the education of 
the mothers in our community receiving 
instruction through this health center, 
and knowing how to cooperate more in- 
telligently with the physician and his or- 
ders than they ever had been before. So 
that I feel it isa cooperation to be estab- 
lished between hospitals, between the doc- 
tors, oculists, dentists. all who give serv- 
ice—safeguarding each one. 

But, above all that, I think the health 
education that the mother receives and 
her ability to be able to interpret the 
physician’s orders in regard to the for- 
mula that he prescribes, or whatever it 
is she gets at the health center, I feel she 
could get nowhere else. 

We represent only 25,000 population, but 
we feel that under supervision of our 
health department—with Dr. Noble, of 
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Questionnaires (copy attached) were 
used and published reports were sought. 
The data gathered gives definite evidence 
of a great lack of uniformity in the pro- 
cedure of gathering and assembling data 
from which reasonably accurate deduc- 
tions may be made, regarding the objec- 
tives and accomplishments of the various 
agencies. 

Dental caries and the technical pro- 
cedures used for the correction and pos- 
sible prevention. of this condition occu- 
pies by far the largest share of the time 
and activity of the dental profession in 
their effort to solve the problem. 

Because of the fact that reports received 
give but little if any definite evidence of 
success in the prevention of the decay of 
the teeth but rather of the work done in 
arresting or inhibiting the disease by 
remedial methods, your Committee feels 
that the information received is primarily 
a statement of the extent of the disease 
in children. 

May I quote statistics received from 
various parts of the United States in 
support of the above statements? 

Statistics from a number of States, in- 
cluding Massachusetts, Florida, New York, 
California, Pennsylvania, and Illinois and 
others indicate the incidence of caries to 
range from 36 to 100 per cent. Very little 
difference prevails between urban and 
rural districts. The low incidence reported 
in certain localities is based on corrections 
made. The reports indicate that from 96 
to 98 per cent of the children suffered 
primary lesions in dental decay. 

There were almost no figures given as 
to racial differences, although Dr. Mill- 
berry’s report on the state of the teeth 
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the child hygiene; Dr. O’Hylan, of the 
State nursing division, and two of those 
nurses who are Op2rating with us in our 
clinic work—that we are carrying on a 
very successful health program. 

I want to express my extreme gratifica- 
tion for having been privileged to come 
here, which came about through the cour- 
tesy of Dr. Noble asking that I might re- 
ceive an invitati to this White House 
Conference. It is a milestone in my life 
and a reward for some of the patient 
work that I have been endeavoring to do 
for mothers and children in my life. 
Thank you, very much. (Applause.) 

DR. McKINLEY (Des Moines): I might 
say for the lady's iniormation that wé 
work our health center in Des Moines 
just the same as she does. We refer our 
patients to the fam physicians, if they 
are able to pay them. What I was afraid 
of was. How far is this work going to go; 
what is going to be the outcome of it? 
That is what I am wondering. 

CHAIRMAN DE KLEINE: Who is next? 
We are getting sox ry interesting dis- 
cussions. Is there someone who is anxious 
to discuss the subject of nutrition? Let 
us not all put it on health. 


Cars v. Cows 

DR. P. M. PAYNE (Assumption Parish, 
La.): Mr. Chairma It no one else will 
speak, I want to teil you a little story 
about one of my colored children, a little 
boy. We weighed h and he was about 
20 per cent underweight. I said, “Boy, 
have you a cow at home?” “Yes, sir.” 
“Does she give milk?” “You say cow. I 
though you said car.” (Laughter.) He 
had no cow, but he had a car. (Laughter.) 

I said, “Look. boy, i'm going to te)] you 
a little something. If you trade that old 
car for a cow and take the money for 
the gasoline that ,ou put into it and buy 
some feed for that cow, you can have 
plenty of milk.’ Be bowed; he didn’t 
say anything (he was too well reared for 
that), but I could: see ‘way back here 
two little ideas floating around—one was 
that he couldn’nt ride that cow, and the 
other was that he wouid have to stay 
howe and milk. aua he wanted to keep 
up with the Joneses (Laughter.) 

CHAIRMAN DE KLEINE: That reminds 
me of a nutrition storv i heare recently 
while I was vis iting in Kentucky. I vis- 
ited a home of a colored family, and 
asked him what he had to eat and things 
of that kind. Finally he said, “It’s funny, 
boss, but the harder the times the greater 
Iny appetite scems to get.” (Laughter.) 

Is there anvone else who wishes to dis- 
cuss any one of ibese subjects or ask 
questions? if not. we will ask Dr. Knox— 

MISS STEN (Boston): Mr. Chairman, 
Ladies and Gentleme I think the reason 
that nutritica isn’t beimg discussed is be- 
cause every single nutritionist here was 
first deeply stirred by M Gilleut's paper, 
then thritted, then so satisfied; and then 
we felt that really it was something that 
had been done for us; that- had never 
beem done befure in al the literature, in 
all the books and pamphlets that have 
come out on nutritic we have never had 
the subject gathered together. 

Nobody seemed to mention Dr. Holt in 
all these things. and he says that the 
physician is going tw be the educator. 
Now, if w2 can get these voung men com- 
inz out to say that nutrition is a part 
of the movement for health, and if they 
will read the report of Miss Gillett and 
her committee. I am sure they are going 
to believe it. 

All of us nutritionists, Miss Gillett, I 
am sure, that are here today do want to 
thank you as much as the others. ‘(Ap- 
plause.) 

CHAIRMAN DE KLEINE: Dr. 
will you close the discuss 

DR. KNOX: I have not ‘ 
think we all are thinking about the same 
problem. Dr. McKink) problem is one 
that I have had, of course, having been 
in pediatrics for many years, and inter- 
ested in the latter vear 
I may say that Ih § 
of child health conferences in Maryland 
when I found ther were being abused. 
Personally, as far as tue activities of the 
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ORAL HYGIENE 
of the children in the Hawaiian Islands, 
where there is a very great racial mix- 
ture, shows that all of the scholars in 
Hanamauyva School—in the first grade, 
had caries involving all of the teeth. 

In the northernmost school in the same 
island only two pup a the lower grades 
had any caries. In thy upper grades he 
found but one scholar with any dental de- 
fect. These children live on native diets. 

Dr. Ralph Ho 1% examined the teeth 
of the school children in the island of 
Guam—at Talafofo, one of the most iso- 
lated districts. In one group of 53 children 
83.3 per cent were fouad to be free from 
caries. Of tho a‘tected there was not 
one case of ady 2d caries. Dr. Hornung 
describes the diet and compares it with 
modern diets, stating that the children 
who live on the latter have the most caries. 

As to dento-facial deformities, while the 
data are neither as full nor as accurate as 
those related to dental caries, those re- 
ceived indicate that probably 85 per cent 
of the children suffer major or minor de- 
fects of occlusion of the teeth. With no 
anthropometric data as to facial deformi- 
ties or disfigurations resulting therefrom, 
your Committee believes that caries and 
subsequent premature loss of teeth is the 
most frequent and pernicious contributory 
factor in dento-facial deformities, result- 
ing in gross assymetry even in those cases 
where inherent forces of growth and de- 
velopment are adequate. 

The major deformitics. however, appear 
to be of nutritional origin. From labora- 
tory evidence ob ed in this field we 
believe we are wa nted in saying that 
the arrest in the deve!onment of the bones 
that carry the teeth is due to a dietary 
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Conference go, I still hope, in fact, I 
think, they are for the people whose chil- 
dren are not now under medical super- 
vision. 

Dr. McKinley may be very fortunate in 
Des Moines, but I can assure him in rural 
Maryland, outside of Baltimore, we cannot 
secure, by persuasion, people to go to their 
doctors and pay for preventive advice; 
and they are just the people that need it 
most. We have to set up some kind of 
a program, some kind of agency by which 
preventive advice can be offered gratis to 
people who are not now getting it if we 
want to lower infant mortality and in- 
fant morbidity. 

In communities where there are health 
centers patients are not being taken from 
the doctors. They are giving preventive 
advice to the children of the community 
who are not under medical supervision at 
the time. Moreover, as I said in the re- 
port. it has been proven over and over 
again, that when the coctors play ball 
with us. their practices are considerably 
increzsed as a result of health center 
activities. 

Meeting a Necessity 

When it comes to having the center an 
educational institution, of course, there is 
a great deal to be said. Just at present, 
and while we have to consider the sensi- 
tive feelings of physicians with whom we 
must cooperate and whose help we need 
in this matter, I, for one, am rather in 
favor of going slowly, and at least setting 
up the agency so that we can say that 
throughout this great big country of ours, 
there is an agency which will give moth- 
ers advice about their children. If these 
mothers are well-to-do they can get it 
from their own practitioners, but it is not 
the average practitioner who will give it 
to them. 


I have had mothers by the score come 
to me and say, “I went to the doctor, as 
you told me, and he said, “There is nothing 
the matter with your baby. Come to me 
when it is sick.’” If the doctors play ball 
that way they are going to lead them- 
selves into State medicine right by leaps 
and bounds. 

We all think, as Emerson has pointed 
out years ago, that the ideals for which 
we are striving are not health centers; 
I consider them a provision meeting a 
necessity at present in this country that 
is not being met. But if we can Jook 
forward to an ideal, when every mother 
will take her children, or all the parents 
will take their children from infancy 
through the school at periodic intervals 
to their own doctors, then we would be 
having the thing as we ouzht to have it. 

I should say, as additional to that, that 
where it can be certified thet these people 
are not able to pay their doctor’s bill there 
ought to be some means through the com- 
munity whereby these doctors can be re- 
munerated for it. I think the time has 
come \ hen we can no longer afford to 
say to our indigent groups (I don’t mean 
the very indigent, but I mean the people 
who go in debt for illness and who go 
in debt for preventive advice) “The only 
way you can get that is to pull the coat 
tails of your kindly neighbor doctor, and 
he will -eat you for nothing.” That isn’t 
fair to the doctor and it certainly isn’t 
fair to the person who needs that advice 
and who can’t pay for it without going 
into dé&t. 

I just plead for a health center, as a 
separate expedient to bring that great 
thing to pass, namely, that preventive ad- 
vice will be availabic for every citizen. 
(Applause.) 

CHAIRMAN DE KLEINE: Health .cen- 
ters play a very important part, I be- 
lieve, in the development and regulation 
of the public health program, as long as 
we are sure that the health centers meet 
the needs of the community that they 
serve and are guided by sound medical 
advice and sound medical practice. 

I appreciate very much your patience 
in sitting through this rather long pro- 
gram, and hope that you will have re- 
ceived something worthwhile to carry back 
home with you. Good night. ( Applause.) 

The meeting adjourned at 5:25 o'clock. 
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deficiency and that this is the most im- 
portant causative factor of the irregulari- 
ties of the teeth. Further these deformi- 
ties are symptoms of other s<eletal defects 
which in no instance can be traced to 
causes of a purely dental origin. 

Infections of the mouth and the result- 
ant effect upon the system and diseased 
conditions of the mouth and teeth, trace- 
able perhaps to systemic diseases, are not 
reported on fully nor accurately. This 
latter condition may be due to the tran- 
sient nature of such diseases, which de- 
velop and pass through the acute stages 
rapidly with no apparent serious effect on 
the child at the time. The picture of 
chronic dental infection in childhood is 
not typical. 

Such diseases as nephritis, pyelitis and 
endocarditis which may be traceable to 
infected jaws or teeth, and conversely hy- 
poplasis and other deformities of the teeth 
which may be traceable to measles, whoop- 
ing cough or scarlet fever, demand our 
consideration and offer fertile fields for 
investigation. They may be due to nutri- 
tional disturbances as an indirect result. 

The next item in our study: What is 
being done? 

For purposes of discussion, this may be 
designated therapeutic procedure, and 
perhaps without straining our vocabulary 
too greatly, may be subdivided into tech- 
nical-dental service or mechano-therapy 
and educational procedure, since some 
forms of healing are practiced by word 
of mouth or prayer. 

The educational procedures, however, 
are definitely instructional both in the 
field of dental teaching, such as mouth 
hygiene drills, actual brushing of the 
teetn, etc., and the nutritional instruction 
which has for its purpose the formation 
of habits in establishing a proper dietary 
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regime that will insure good healt and 
sound teeth. ’ ylebes 

The technical dental procedures. in- 
clude: 

(1) Cleaning the teeth. 

(2) Filling the cavities in decayed teeth. 

(3) Extracting teeth (prematurely er at 
the appropriate time). 

(4) Orthodontic treatment. 

Of these the first and second are widely 
understood and equally as widely de- 
manded by the public, in the minds of 
whom there apparently lies a firm cen- 
viction that the problem may thus be 
solved. 

Extracting the temporary teeth prema~- 
turely may. wreck the permanent arches 
as well as impair the chewing apparatus 
during the period when such teeth sheuld 
function normally; while the retention 
of the temporary teeth beyond the time 
when they should exfoliate normally may 
also result in deformed arches when the 
succeeding permanent teeth finally erupt. 

Orthodontic procedure we find is new 
undergoing a state of transition in the 
educational field with some disagreement 
as to the appropriate age of treatment. 

In civil practice the trends indicate the 
acquisition and use of a broader knowledge 
of biological science toward an earlier age 
period of preventive treatment during the 
growth period. Functional activity, such 
as muscle exercises of the jaws and teeth, 
properly controlled, as a means of correct- 
ing incipient dento-facial deformities or 
bad habits, is prescribed by some practi- 
tioners with success. 

The work being done in educational 
procedure may be divided in the same 
manner that the activities of Section I 
and Section III of this Conference have 
been divided. 


Three Stages of Growth and Development 
of Teeth : 

First, the maternal] and prenatal aspects 
of the problem of the growth and develop- 
ment of the teeth is little understood. 
We know how the teeth develop morphe- 
logically and we know about when they 
begin and when they cease to develop, 
but we do not know what changes are 
taking place in the cells during 24 hours 
of each day that will result ultimately in 
a sound or defective tooth. However, we 


do have scientific evidence that without © 


@ proper supply of calcium and phosphorus, 
seund teeth cannot form. Further than 
this it has been demonstrated that three 
ef the known vitamines have a direct in- 
fluence on tooth formation, viz., vitamines 
A, C and D. 

There is some discussion as to whether 
structure and tooth decay are in any way 
related. However, studies of the structure 
of modern teeth have been made and it 
has been found that the percentage of 
structural defects nearly, if not quite, 
equals the percentage of caries. It seems 
reasonable to believe that normal teeth 
are not as subject to caries as are defec- 
tive teeth. , 

Second, the infant and preschool period 
is sadly neglected. During the nursery 
and kindergarten age the children are al- 
most exclusively in private hands, either 
the Jjome or private agencies. AH the 
temporary teeth have erupted; none of 
the permanent teeth have made their ap- 
pearance, yet all the crowns of the per- 
manent teeth are developing ip the jaws 
and their usefulness throughout life is 
dependent entirely on the nutrition the 
child receives during this period. Fifty- 
twe teeth are in various stages of develop- 
ment in the human jaws at this time. 

Third, the school child presents special 
problems, social, environmental, psychic, 
in addition to the nutritional preblems, 
with resultant influences on his dentition 

The life of this child may be subdivided 
into (1) the primary and grammer school 
group or pre-adolescent age, with both 
public and private school facters entering 
in; (2) the high school group, or adolescent 
age, with its many implications; and (3) 
the college group, which we believe should 
be divided into two classes, viz., (a) the 
university type, socially independent and 
consciously mature, whose studies and ac- 
tivities will lead them into widely diversi- 
fied positions in life and (b) the normai 
school or teacher’s college group, whose 
professional training will throw most of 
them into a service intimately associated 
with health education for a period of time 
at least. 


Dental Caries and Nutrition 

The nutritional phase of these educa- 
tional procedures in school and college 
life is illustrated today by extremes, rang- 
ing from the use of natural foods by 
primitive types in remote sections of 
Hawaii to the ultra-modern diets with their 
deficiencies and excesses in our more 
populous cities, all of which are little un- 
derstood by the public. 

In the experimental laboratories Mel- 
lanby, McCollum, Sherman and others 
have shown that defects in the develop- 
ment of the teeth and jaws can he pro- 
duced, arrested or prevented to a large 
extent by regulation of the diet. 

This indicates that, fundamentally, the 
prevention of dental caries and diseases 
of bone lies well within the field of nutri- 
tional procedure. In support of this belief 
and in urging your earnest consideration 
of its possibilities we beg to call your 
attention to certain biological conditions 
with which we are confronted. 

The crowns of the temporary teeth begin 
to calcify at the 17th week of foetal life 
and are quite fully formed at birth. The 
crowns of the permanent teeth begin to 
calcify at the 32nd week of foetal life and 
continue to form until about the eighth 
year of life. 

During this period, particularly from 
mid-term in foetal life until late infancy 
the teeth are dependent exclusively on 
nutrition, during which time the children 
are under the supervision of the family 
physician or the obstetrician and the 
pediatrician and it becomes their problem 
to advise the mother in matters of tooth 
development. The dentist as a rule has 
no direct contact with the child during 
this time and rarely sees the mother. 

Development of the maxillas and mandi- 
ble is proceeding rapidly and the parents 


must. look to the medica] pre€ession for 
counsel if strong resistant teeth and well 
developed bones in their progeny are de- 
sired. 

‘ From the age of two years on, the child 
eccasionally or regularly comes under the 
supervision of the dentist. Because the 
need for nutritional attention and study 
, Still continues, some dentists are now tak- 
ing cognizance of this condition and pre- 
paring to meet it. 

Both the public and the professions are 
uninformed on matters relating to certain 

Ihases of mineral metabolism affecting 

Ine teeth, the only part of our skeletal 
structures which are exposed to view. In- 
asmuch as the teeth are subject to patho- 
logic changes not unlike those which affect 
other bony structures of the body and an 
abnormally high percentage of our chil- 
dren are subject to these changes, it is 
especially desirable that thorough investi- 
gations be made during the early life 
periods of the cause and effect of meta- 
bolic disturbances. The need for research 
is imperative. 

The question naturally arises now as 
to what shall be taught in this field of 
nutrition to the professions, and who shall 
teach it. Medical and dental schools, 
schools of graduate instruction, schools 
for nurses, hygienists and nutritionists do 
not teach it adequately. 

Two phases of the problem present 
themselves; the biochemical or scientific 
and the clinica] or practical. It appears 
to us that these are not well correlated 
at the present time. We hesitate to make 
further recommendations in this regard. 
, We now come to the last question pro- 
pounded by the section. What ought to 
be done? 

Boldly and without pretense of a se- 
quential consideration of the preceding 
discussion we offer the following sugges- 
tions: 

First, adequate and complete records 
In practicaiiy every hospital in the world 
and in every life insurance company you 
will find a standard form: of examination 
chart, history or record. These are made 
out at the time the person presents for 
the initial examination. 

, Except in the insurance field, these 
histories deal with sick persons. Can we 
not apply the theory to the well person,. 
with some hope of keeping him informed 
as te his health and keeping him well? 

This history, in dentistry, the dental 
record card or case record, constitutes the 
base line in our study. From this we can 
develop our standards of measurements. 
Appraisal forms should be drawn up 
which will afford information, advising 
us of the progress of our patient, favor- 
ably or unfavorably. Periodic examina- 
tions tell the story without which we 
know little of the need for prevention. 
Te use an Irish bull; it is difficult indeed 
for us to prevent a disease before we ac- 
quire it, yet most of the procedure in 
preventive dentistry as practiced by the 
profession today is filling existing cavities 
and cleaning teeth. 

In preventive dentistry we have two 
‘types of disease to consider: (1)The acute 
type, usually of bacterial origin, and (2) 
the’ destruction and loss of the teeth 
which are the culmination of insidious 
changes that have been going on over a 
period of years, and too often unrecog- 
nized. If the condition of the teeth is 
@ symptom of a defective mineral metab- 
elism, then we should take cognizance 
of these symptoms and institute preven- 
tive measures that will forestall the den- 
fal calamities and their sequalae in later 

le. 

Should not the viewpoint of dentistry 
change from interest in the treatment of 
disease to a philosophy of the promotion 
of health? 

This leads us to a consideration of what 
the dental objectives should be. 

What are these dental objectives? 

De they include the eradication ef foci 
of infection in the mouth? 

The highest form of art in replace- 
ment? 

The causes and cure of pyorrhoea? 

The maintenance of normal function 
of the teeth? 

The prevention of dental disorders? 

Creditable and necessary as these may 
be, they do not represent the prime object 
of dentistry. We believe this can best 
be stated as a healthy mouth in a healthy 
body, which immediately places dentistry 
in the broad field of health service. 

As a means of establishing this prime 
object of dentistry three distinct orders 
of procedure may be discussed, each with 
@ respective policy to be studied and 
clearly defined. 

They include (1) educational policy and 
procedure; (2) technical policy and pro- 
cedure, and (3) research policy and pro- 
cedure. 


Educational Pelicy and Procedure 


The dental schools, the dental journals, 
and the dental associations contribute 
knowledge relating to this problem to the 
public through many channels. They con- 
stitute the principal sources of informa- 
tion and their attitudes in relation to 
this question is a determining factor in 
the solution of the problem as well as 
in the time required to solve it. The 
dental profession today is the product of 
the dental schools chiefly, from which 
source they receive their concepts of den- 
tal health service, and the therapeutic 
and remedial procedures used in dentistry. 

Two separate inquiries addressed to all 
dental schools in the United States elic- 
ited scant information regarding either 
policy or procedure about their activities 
in dentistry for children and in nutritional 
instruction leading to the prevention of 
disease and the promotion of health. 

In addition another inquiry was ad- 
dressed to the 82 medical schools in the 
United States asking for similar informa- 
tion. Only 14 schools reported giving any 
time or attention to dental relationships. 

Is it because the dental schools are not 
interested in this question, or because the 
members of the faculties engaged in 
teaching the technical procedures are in 
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ioe Romiapeee and determine the poli- 
cies? 

Is it because too little information is 
extant on these subjects that can be re- 
lied upon to create dependable courses of 
instruction in the promotion of health 
and the prevention of disease? 

Is it because of a lack of coordination 
between the pediatric departments of the 
medical schools and the departments of 
children’s dentistry and orthodontics in 
the dental schools, all of which are con- 
cerned with child health and welfare? 


Might it not be well for this confer- 
ence to suggest to these educational in- 
stitutions that they change their view- 
point in accordance with the suggestions 
above, viz., to the philosophy of the pro- 
motion of health. 


The dental journals, widely distributed 
and rarely read, constitute a medium for 
the exchange of thought in this field of 
professional endeavor. The Journal of 
the American Dental Association is the 
only one which maintains a department 
of Dental Health Education, through 
which much valuable information is dis- 
seminated. 

A survey of 14 leading dental publica- 
tions for 1930 showed 281 articles dealing 
with various phases of this problem of 
the prevention of dental disorders. Of 
these 25 were editorials and 45 dealt with 
biochemistry and the chemistry of foods 
and nutrition. This represents a fair 
distribution of material. We have no 
data as to how many of the articles were 
read. \ 

The dental associations occupying a fos- 
ter-parent relationship to the dentists 
have endeavored to carry on the problem 
of advanced instruction for them; a sort 
of continuation school or adult education. 
The character of instruction given by 
them is determined largely by the ex- 
ecutive officers or program committees, 
who change annually, so that rarely does 
@ consecutive or continuous policy ex- 
ist in them. 

Some of these associations have desig- 
nated committees or councils under such 
titles as Mouth Hygiene and Public In- 
struction Committees or the like, for the 
purpose of giving lectures, counseling 
groups, or guiding communities in the 
establishment of clinics for children. 

One interesting thing in the professional 
attitude of dentists and prospective den- 
tists is that many of them consider prac- 
tice at the chair as the principal func- 
tion of the dentist and thus follow this 
inclination to the exclusion of other 
things. Advice and consultation on the 
maintenance of dental health is an in- 
creasing and important function of den- 
tistry. 

Technical Policy and Procedure 


In defense of dentistry and all that it 
has accomplished your committee ex- 
Presses its approval of the high stand- 
ards of art and skill established by the 
dental profession of America as remedial 
measures after the ravages of dental dis- 
ease have brought about the loss of these 
useful organs, the teeth. 

We all wish to express our gratitude 
to our colleagues for the distinguished 
service rendered to humanity in the rer 
lief of pain, the eradication of infection, 
the accomplishments in plastic surgery, 
and the correction of dento-facial de- 
formities. In the field of mouth hygiene 
and prophylaxis there is every reason why 
the teachings and practice of the dental 
profession should be continued if for no 
other reason than that of personal hy- 
giene. A change of diet in adult life is 
no panacea for the correction, of dental 
caries or oral infections. It may help. 
Recent dietary experiments by means of 


»which dental caries was inhibited in chil- 


dren within 10 weeks’ time, showed in- 
creased deposits of calculus on the teeth 
in each month. Some of the children 
were under six years of age. This is a fur- 
ther indication of the necessity for home 
and professional care of the mouth and 
teeth even though caries has been ar- 
rested. 


Research Policy and Procedure 


The extent of dental disorders shows 
the need for continuous scientific re- 
search in our problems. Already consid- 
erable light has been thrown on these 
Subjects. As a result, the teeth have fallen 
into their proper classification as bone. 

Circulation has been demonstrated and 
it has assumed special significance as the 
medium through which calcium and phos- 
phorus are brought to the tooth or taken 
away from it. 

It has shown that during the formative 
period, the structure depends upon the 
character of the diet fed. Mineral and 
vitamin deficiencies play an important 
part in tooth formation. 

It is obvious from what we know of 
dental disease and more especially from 
the glaring gaps which exist that there 
is a great need and a great opportunity 
for extending the frontiers of knowledge 
through further development of research 
which should be well supported with suffi- 
cient funds for a continuous program. 

The solution of the dental problem, 
which will mean so much to humanity, is 
not entirely the responsibility of the den- 
tist and medical profession. 

It is a social, a community problem, 
and when professional effort is coupled 
with whole-hearted public support there 
is every reason to expect definite prog- 
ress toward the elimination of dental dis- 
ease. 


Conclusions and Recommendations 


Surveys indicate that the incidence of 
dental caries among children is about 95 
per cent. Reports from all parts of the 
United States and its possessions are in 
extraordinarily close agreement. It is 
urged that every available means be em- 
paves to control this outstanding prob- 
em. 

Examination of dental cenditions should 
be conducted and recorded according to 
a carefully standardized method in order 
that data collected by various workers in 
different localities may be correlated. A 
careful study should be. made to deter- 


mine the effectiveness of present methods 
of dental care in the control and preven- 
tion of caries. 


Present Needs 


We shouid continue with unremitting 
effort to extend dental care and hygiene 
beginning in early infancy with the close 
cooperation of the pediatrician. Sys- 
tematic periodic dental examinations and 
treatment should be instituted to prevent 
the development of infections due to ad- 
vanced caries and to avoid unnecessary 
extractions. 

Modern research has provided substan- 
tial evidence that dental caries depends 
upon a general metabolic disturbance 
based on faulty nutrition. Malocclusion 
is a problem of the growth and develop- 
ment of the jaw bones. The influence of 
faulty nutrition on the normal course of 
their growth and development must be 
fully recognized. Further intensive re- 
search in the laboratory and the clinic 
on the etiology of dental caries and mal- 
occlusion is urgently needed to confirm 
and extend our present knowledge. 

Dental disorders constitute one of the 
earliest signs of an inferior physical con- 
dition. Their importance should be rec- 
ognized by the medical as well as the 
dental profession. Moreover, the medical 
profession should understand that to it 
belongs the earliest and most fundamen- 
tal work of prevention. Obstetricians and 
physicians are urged to direct their ef- 
forts through prenatal and pediatric care 
toward the production of well-developed 
jaws and sound teeth, which are formed 
in fetal life and infancy. 

The status of the dental hygienist is at 
present unsettled, and the requirements 
for her training cannot be established 
until her future function is clearly de- 
fined. 

Most members of the medical and den- 
fal profession at present are in need of 
an adequate scientific foundation for in- 
telligent treatment of dental problems 
along the lines we have indicated. Medi- 
cal and dental schools should extend their 
courses in physiology, biological chemis- 
try, and pediatrics, to emphasize the fun- 
damental role of minerals and vitamins in 
the problems of dental health. (Applause.) 


CHAIRMAN MINER: The discussion of 
this report will be opened by Dean Guy 
S. Millberry, of the University of Cali- 
fornia. 


Incidence of Dental Caries 


DR. GUY S. MILLBERRY: Mr. Chair- 
man, Dr. Howe, Ladies and Gentlemen: 
One of the references which Dr. Howe 
made in his conclusions dealt with the 
incidence of dental caries. In agreement 
we find that practically all the reports 
from all parts of the world, at least in 
the possessions of the United States, show 
approximately 95 per cent of the children 
suffering from decayed teeth or the se- 
quelae of decayed teeth. This condition 
is so common in the mouths of our chil- 
dren that we fail to take cognizance of 
the real seriousness of the condition. Not 
one of you, and very few of the parents, 
consider a child with a decayed tooth as 
a child suffering with a disease. It is 
merely a cavity in a tooth. And when 
it comes to serious infections around and 
about these teeth it is immaterial as long 
as it affects the teeth. But if the same 
character of infection, the same degree 
of infection, appeared on the surface of 
the body the parents and those concerned 
would be seriously disturbed. 

So this question of incidence is all-im- 
portant. 

He has further pointed out to you that 
it is not the question of carious teeth, 
this insidious condition which exists or 
continues over a period of 30 or 40 years, 
but finally results in the serious systemic 
conditions that we have to deal with later 
in life. Then we begin to wonder why 
we have not been able to cope with this 
problem that arises early in childhood. 

Of the four types of dental disease con- 
ditions that we have to contend with, 
which he mentioned, first dental caries, 
second the dental facial deformities, mal- 
occlusion of the teeth, defects in facial 
growth and appearance, the third, the 
infections of the mouth cavity, and the 
fourth, the sequelae which affect the teeth 
arising from systemic conditions such as 
measles or chickenpox or scarlet fever, 
perhaps all traceable to defective nutri- 
tion, all three of these latter factors, or 
at least two of the latter factors, are 
almost entirely dependent upon the first, 
upon dental caries. So that if you can 
prevent dental caries in the first instance 
you are probably quite able to prevent 
many of the sequelae which occur in this 
regard. 

The question of incidence can best be 
illustrated, I think, by stepping into any 
of the schoolrooms in any part of the 
United States and selecting any 10 chil- 
dren out of any class, anywhere, any time, 
and you will find that nine of them have 
decayed teeth. It is no uncommon thing 
for us to do that. There is no reason 
why we should stirvey our communities 
with the idea of finding out how many 
children have decayed teeth. The inci- 
dence has been reported so frequently and 
so continually that that is what we can 
expect when we step out into the field 
of investigation. 

Whatever causes this, we are a little bit 
uncertain about. We believe in general, as 
has been pointed out and rather modestly, 
that nutrition is the most important fac- 
tor. I would like to speak of that a little 
bit later. 

The work that is being done at the 
present time, having determined what the 
conditions are and, next, assuming what 
is being done, we find consists chiefly 
of educational and technical procedures. 
In general the dental profession in its 
effort to solve this problem has resorted 
to the methods that they have been 
taught to follow in their various schools, 
namely, to clean the teeth, because they 
believe that a clean tooth never decays, 
or to fill the cavities in the teeth be- 
cause if they were filled they were prac- 
tically safe for the remainder of the 
period of their usefulness. In both in- 
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stanées we find that the truth of the 
statement is questioned. 

Undoubtedly cleanliness of the teeth 
and the mouth is beneficial, but surely 
it does not prevent caries. People who 
take the most assiduous care of their 
teeth find that their teeth continue to 
decay and many others who never take 
any care of their teeth find that they 
never decay. So the question, at least the 
slogan, is not infallible. 

The method by which this work has 
been carried on has been mostly done by 
nurses, and the public school nurses are 
our most effective agents in this dental 
program throughout the United States; by 
dental hygienists who are -being trained 
now to carry on this work, and by in- 
struction and service to these children in 
their early lives, at least that is their 
most favorable opportunity for carrying 
out this program, and by the teachers. 

It has been the genera) policy of the 
public to unload practically everything 
that they can in the way of instruction on 
the teachers. Many of the dentists have 
believed that it is the duty of the teachers 
to examine the children’s mouths for den- 
tal caries, dental troubles, as well as 
most of the other health defects, and 
possibly to prescribe for them or help 
them out of their difficulty. As we go 
into the schools and see the teachers 
carrying on this work, we wonder what 
next will be added to their responsibilities. 
Not long ago in San Francisco I heard one 
of the teachers tell of all the various 
experiences she had gone through, and 
say that probably in the future the teach- 
ers would be expected to take care of 
the children from birth onward. 


Popular Dental Education 


We have been trying to carry on some 
educational work through various civic 
and semicivic organizations. Dentists 
and dental hygienists and others appear 
before Parent-Teachers’ Associations, be- 
fore service clubs, before groups of people 
who are more or less concerned with this 
problem, endeavoring to carry the mes- 
sage on to them with the hope that 
they will carry it back into their families. 
Most of the service club organizations 
are not particularly interested in children. 
Some civic activity appeals to them. 
Perhaps a story may appeai to a father 
occasionally, but rarely does it reach the 
family. In the instance of the mothers, 
we find splendid support, and where 
recommendations are made to that par- 
ticular group, the mothers carry the story 
back into the home and accomplish tre- 
mendous good. The nursing organizations 
that we reach are doing a very helpful 
service. 

It interested us in the study of this 
problem to determine or try to deter- 
mine how much the dental schools were 
doing in this country with regard to 
carrying the knowledge that they possess 
on to the public through these various 
channels. We made special inquiry 
through the deans of the schools to de- 
termine the total number of lectures 
given in this particular field, excluding 
the lectures that apply to the technical 
procedures in dentistry and affect only 
the dentist as a professional man. These 
lectures ranged in some instances from 
nonc—at least some schools were con- 
tributing nothing to public welfare in this 
regard—to other schools that were con- 
tributing as high as one hundred or more 
lectures a year by the various members 
of their faculties for the promotion of 
child welfare in this respect. 

One of the outstanding incidents in 
connection with this problem is work that 
has been done at Harvard University 
Dental School and is being done at the 
present time, where they have established 
@ national hookup with one of the radio 
stations and have a certain period of time 
allotted to them every week, furnishing 
dependable information about dentistry to 
the public. The inquiries that have come 
back from many sources in connection 
with that indicate that that type of in- 
struction. emanating from a dependable 
institution, reliable knowledge with regard 
to this problem, is being widely appre- 
ciated by the public. The unfortunate 
thing about the radio is that we cannot 
control the audiences at all. If we had a 
form of entertainment such as Amos ’n’ 
Andy, we would find the people would 
flock to the radio centers in the hotels 
or wherever the opportunity exists in 
order to listen to the story that they tell, 
to be supplemented by information re- 
garding the sale of a particular brand of 
tooth paste. That is a thing that at- 
tracts, and even that has been considered 
an atavism in connection with this prob- 
lem of dependable information in the 
field of dentistry. 


Dental Education for School Groups 


The question of educating the school 
groups is all-important. We find if we can 
begin our instruction very early with the 

- Primary school group when the children 
are receptive and will pay attention to 
what the teacher says or the nurse says 
or the hygienist says, and follow that in- 
struction faithfully, it is far more effective, 
or will be, than with any other group that 
we can reach. The high school group, 
as Dr. Howe has said, are consciously ma- 
ture. They know all about all things, and 
they are not willing and not receptive at 
all in matters of hygiene or health. But 
the children in the earlier grades are 
always ready to follow instructions. and 
they take this instruction home to their 
mothers and tell their mothers that this 
must be done, because the hygienist told 
them so, or the nurse told them so. 

Only recently I heard a story from the 
mouth of the wife of the President of the 
University of California, Mrs. Robert G. 
Sproul, in which she said she had met the 
hygienist in the school who had the oppor- 
tunity to examine her little boy and her 
little boy needed dental attention and went 
home and told his mother that the hy- 
gienist had told him in order that the 
class record should be perfect, he should 
have his dental work done. He insisted 
and repeatedly insisted that he had to 
go to the dentist. She received instruc- 
tion through her son as to the necessity 





of having his teeth taken care of, ‘the 
hygienist being the informant in that in- 
stance. When such people can be reached 
under such conditions, it shows the value 
of impressing the child mind with the 
importance of hygienic care and the ne- 
cessity of having these problems attended 
to 


When we reach the grammar school, 
we find a little different group. From 
about the ages of six to 12, these children, 
especially the boys, are ‘just kinds. They 
are totally irresponsible. The mother has 
a great deal of difficulty with them, takes 
them to the dentist, takes them to the 
nurse and encourages the nurse to as- 
sume her part of the responsibility, us- 
ually with variable results, mostly nega- 
tive, because they would far rather play 
ball in the lot than wash their neck and 
ears and clean their teeth. Consequently, 
the difficulty of educating this group is 
an extremely important problem. 

In the high schools we have a difficult 
thing, especially in the consciously ma- 
ture group. In the colleges there is quite 
an indifference. Some of the students 
have acquired enough information in the 
past to be able to follow the hygienic 
procedures clear through. 


Service Available for Students 


The University of Minnesota has an 
excellent dental service for its students. 
Nine dentists are continuously engaged in 
operating upon the students of that in- 
stitution. They go there regularly, all 
students, as a part of their health service. 

The University of California has a sim- 
ilar service. Harvard University examines 
every freshman student and insists on the 
work being done during the course of 
time. It has become a health responsi- 
bility, and they are taking very kindly 
to it. I talked to a student in the Uni- 
versity of California not long ago, in the 
dental clinic. He was working his way 
through college and had some little dif- 
ficulty in meeting his obligations, educa- 
tionally and physically, and the question 
of health service was important. He had 
an impacted third molar. The profes- 
sional group here will be interested in 
this. The impacted third molar required 
extensive surgical treatment for its re- 
moval. When he consulted the dentist 
about the cost of it, he told him it would 
be $25, and that it would be necessary 
for him to take out the second molar, 
rather than the third molar in order to 
accomplish this result. 

He said, “How much will it cost to take 
out the second molar?” 

He said, “$2.50.” 

He said, “Take out the second molar 
for $2.50, and by and by the third molar 
will grow up in its place and then I can 
have that extracted for $2.50, and I will 
be $20 better off in the bargain.” An eco- 
nomic procedure which the Committee on 
the Costs of Medical Care is now trying 
to solve. 

Dr. Howe has called attention to the 
records that are being kept by these vari- 
ous clinics. Almost every time a dental 
clinic is established and a supervisor is 
appointed to carry on the work, he estab- 
lishes a new and independent system of 
records. There are no two systems alike 
anywhere in the United States. We gath- 
ered and found at least 57 varieties wher- 
ever we gathered them in. These records 
are essential, just as the histories in the 
hospitals. The case records in these in- 
stitutions which are made at the time 
of the initial visit are essential to study 
the patient and make the diagnosis, So 
the dental case record is important. It 
is the base line from which we can start. 

If we could start with the base line of 
absolutely perfect teeth, no decay, normal 
occlusion, good function and comfort, and 
maintain that through the period of life, 
we would have accomplished what we 
hoped to do in preventive dentistry. But 
these examinations are not very well kept 
and as you read the clinical reports of 
these various dental clinics, perhaps many 
of you have, and you see 957 patients are 
recorded and 1,317 fillings have been made 
and 2,400 extractions have been done, such 
records appear to you and the figures 
multiply because on the m.ltiplication of 
the figures a larger number of operations 
are performed, more money is available 
for the maintenance of the clinic. But 
the more fillings that are made in the 
permanent teeth and the more extractions 
that are made prematurely, the more they 
produce negative results so far as preven- 
tive dentistry is concerned. It isn’t how 
many teeth we can take out or how many 
teeth we can fill that constitutes the real 
service in preventive dentistry. 


That in part leads up to the question 
of objectives. Dr. Howe has asked what 
are the objectives in dentistry. What are 
the objectives in dentistry in your mind? 
What would you like to have in your own 
mouth so far as dentistry is concerned? 

If I may make it a personal issue,’ I 
would say that I would like to have ali of 
my permanent teeth functioning nor- 
mally and with comfort as long as I live. 
I would like to have that for my children 
and for my children’s children. That, I 
think, is the objective that we ought to 
seek. 


Dental Diseases Can Be Prevented 


We believe that most of these dental 
diseases can be prevented. We have suf- 
ficient evidence to convince us of that 
The work that Boyd and Drain are doing 
in Iowa City on: diabetic cases, where they 
took a number of children and treated 
them for diabetes with a simple diet free 
from sugar, substituting fats for their 
sugar and carbohydrate, and in 10 or 12 
weeks’ time they found they had arrested 
dental caries completely. Both Dr. Howe 
and I have had the privilege of examining 
some two dozen of those children and 
finding teeth with tremendous cavities in 
them that had cavities in them at the 
time the work started two and three and 
four years ago, in which caries has abso- 
lutely been arrested. The teeth are not 
decaying. No effort has been made to fill 
them. The only necessary procedure is 
a little hygiene. 

Reversing the order they can place 
these children back on the old diet and 
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in 10 or 12 weeks’ time they can start the 
caries in operation again. Nothing has 
been done but a dietary treatment of the 
problem. 

If that can be done under those condi- 
tions, why isn’t it possible for us to take 
up this nutritional problem as one of the 
most important factors? 

He also spoke of the dental articles, of 
the journal articles, articles dealing with 
this question. There is enough knowledge 
extant on this question that we are deal- 
ing with to benefit humanity considerably 
more than it is benefiting them now. 
The reason that we are not accomplishing 
as much as we might in this regard is be- 
cause we do not use the knowledge that 
we have. 

I regretted that Dr. Howe did not en- 
gage more thoroughly in a discussion of 
the question of nutrition, a question that 
he is familiar with not only from his own 
experimental work, but also by his fa- 
miliarity with experimental work of oth- 
ers, because with his animals in the lab- 
oratory he has been able to produce all 
of the conditions that simulate caries, 
abscesses of the teeth, deformities of the 
jaws and reduce those conditions to nor- 
mal by modifying his diet very slightly, 
and if it can be done with guinea pigs 
and if it can be done with monkeys, and 
we have sufficient evidence to conyince 
us it can be done with human beings, 
why not follow it out? 


State Health Department Cooperation 


There are a few conditions in connec- 
tion with Hawaii I think you might be 
interested in. One is the plan for dental 
service. We have a number of plans in 
the United States. We have the plan in 
Massachusetts, for instance, where one 
person in the central health office gath- 
ers information about dental clinics and 
dental service from ail parts of the State 
and disseminates it out to persons who 
want it in other parts of the State. A 
single person constitutes the principal 
source of information there. We have the 
promotional plan in Pennsylvania and in 
Michigan, where the State dental health 
officer goes out and organizes dental clin- 
ics. In some instances he does it himself, 
in others he sends a hygienist out, and 
they establish school clinics and induce 
the communities to carry this work on 
themselves, purely a promotional plan of 
cleaning teeth and filling teeth and in- 
structing the child in the importance of 
the conservation of the health of the 
mouth. 

We have the educational plan in Iowa, 
which is by far, in my opinion, the most 
effective in existence on the mainland 
here, in which, through the extension di- 
vision of the University of Iowa, infor- 
mation is sent to the community super- 
intendents of schools or the city super- 
intendents of schools and instruction is 
disseminated through the schools. The 
children are urged to have the dental 
care necessary and they do it either in 
private offices or in public clinics, and the 
record of 100 per cent per mouth (and 
by that we mean filled teeth) under those 
conditions is better in Iowa than any 
other State in the country. ) 

That work was inaugurated about seven 
years ago by Dr. Wandel, who is now 
connected with the American Dental As- 
sociation in charge of dental health edu- 
cation. It is being carried on very ‘ef- 
fectively. 

In Minneapolis, not a statewide pro- 
gram, the professional plan exists, in 
which the hygienists make the examina- 
tions and refer the children to the dentist 
for service. Seventy per cent of the chil- 
dren are referred and 70 per cent of that 
70 per cent are receiving dental care at 
the hands of the profession at a moder- 
ate cost. 


Effective Plan in Hawaii 

The last plan, which I think is by far 
the most effective, is the legal plan which 
exists in Hawaii and there by order of 
the territorial legislature. the Superin- 
tendent of Public Instruction was ordered 
to establish a dental service in the 
schools, and in the 189 schools all but four 
in the most remote districts received 
dental care. Dental service and dental 
hygiene instruction is given through the 
first four grades. Some 40000 children 
receive that regularly at the hands of the 
school dental hygienist and the school 
dentist. From the fourth to the eighth 
grade the children receive instruction from 
the hygienist. There is no State in the 
United States that has as effective and 
desirable a program in dental health 
service as has Hawaii at the present time. 
The accomplishments are quite marked 
in this regard. 

They have been able to reduce their 
clinical procedure and their instruction 
and the prevalence of dental decay in 
many instances to about 50 per eent. 
There is hope for the solution of the 
problem. There is some reason also for 
this condition of a lega! plan in Hawaii. 
By virtue of the mixed races, about 65 
per cent of them are of Oriental descent 
and as such they have to be considered 
as foster children of the Territory. A 
large percentage of the children are the 
offspring of plantation laborers who re- 
ceived $30 a month, medical care, con- 
sisting of a few pills or oc Iittle liniment 
and a house to live in as the sole means 
of support for families of six, cight, 10, 
12, 14 or 15 as the case mav be. There- 
fore, some form of parental service is 
necessary for this group. 

Where they live near to communities in 
which candy and pop and cakes and 
things of that sort are available, the chil 
dren suffer tremendously from decayed 
teeth. In other instances they have 
nothing but a plain rice diet, rice three 
times a day for 30 or 31 days in the 
month constituting their dict, they sadly 
lack the opportunity of using milk over 
there. We investigated the condition and 
found that the consumption of milk in 
the Territory of Hawaii was one-quarter 
of one pint per day per capita. That ex- 
cludes some 5,000 tourists who are there 
every day, who are receiving their full 
cuota and thus depriving the children of 
their right. Rice is the cheapest food 
they can buy, and the average consump- 
tion of 125 pounds per family per month 
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&s'motiian‘unusual thing. Almost invari- 
ably they use the polished rice with no 
minerals im it. The water supply is sadly 
lacking in mineral elements. The hard- 
ness of the water supply in the islands 
is the lowest of any portion of the entire 
United States, less than 22 parts per mil- 
lion of hardness, including both calcium 
and magnesium, and not more than 14 
parts per million in any of the water 
tests that are made. So no matter how 
much water they drink, they are not get- 
ting any calcium. ‘They are not getting 
ahy calcium through milk. They get very 
little calcium through the vegetables 
which are rich in calcium. They choose 
vegetables like tubers and melons and 
breadfruit and things of that sort that 
contain very little calcium. 
Dietary Deficiencies 

There is in many instances a sad lack 
of calcium in the dietaries of these chil- 
dren of Hawaii. As a result, many of 
them suffer from uncalcified teeth, not 
decayed teeth.. We found in some of the 
outlying districts (a commentary that Dr. 
Howe has made) some unusual conditions. 
Take the little village school of Hiano in 
the northernmost part of the island, two 
classes there totalling 42 children in the 
school, most of them native Hawaiians, 
when recess occurs and they are hungry, 
there isn’t any store nearby for them to 
buy a piece of pie or some candy. It 
is the nearest guava tree or mango tree, 
or they run home and get a piece of 
dried squid or some fish or a little poi, 
the food elements that contain the things 
they need. There isn’t any opportunity 
for them to get candy. Candy once a 
week is an unusual thing for those chil- 
dren. Only three out of 42, ranging in 
age from six to 19 years, suffered from 
dental caries. 

Thirty miles away in the immediate 
vicinity of the town of Lavoi, we exam- 
ined 50 children in the primary grade, in 
the receiving grade, who had just come 
into the school. Every child suffered 
from decay, and every tooth in every 
child’s mouth was decayed. There wasn’t 
a single tooth perfect under those con- 
ditions. When you saw them eat a little 
ball of rice, possibly with a nut in it, as 
their only lunch, and a glass of water 
to drink, you didn’t wonder at the condi- 
tion. Such are the nutritional effects. 

In the Telefefo district of Guam there 
was another interesting thing. When Dr. 
Hornan described the diet there, he said 
it consisted of some beef and some buf- 
falo meat, mostly fish, cornmeal, tortillas 
made by soaking the corn in limewater 
until the husks had come from it, and 
then mascerating it in a stone pestle and 
baking it over hot rocks and then eat- 
ing it, which required four times as long 
to masticate as the ordinary white bread 
we eat, stimulating function, increasing 
salivary flow, improving digestion. 

Fighty-three per cent of the children 
had sound teeth on a simple native diet 
they gathered right there. 

Whenever we come in contact with this 
pioblem of modern diets with their defi- 
ciencies and their excesses, is it any won- 
der we have so much trouble with defec- 
tive teeth? Inasmuch as we feel that many 
of the diseases which occur later in life 
can be directly traceable to this portal 
of entry, isn’t it important that we take 
cognizance of these conditions which in 
all faith we believe can be prevented? 

Thank you. (Applause.) 

DR. FRANK A. DELABARRE ‘Boston, 
Mass.): Mr. Chairman, Dr. Howe and 
Gentlemen: I am in entire accord with 
the report of this Committee, and my 
remarks are more in the way of emphasis 
than of criticism, for I have no criticism. 

Functional efficiency in any organ is a 
measure of its health and that is true 
of the mouth as it is of any other organ. 
To have functional efficiency we must 
have good growth and development. 
There is within the human organism the 
inherent force that makes for growth and 
development. If that force is sufficient, 
we will have good growth and develop- 
ment, If it is insufficient, that growth 
and development will not be good. 

Beside this inherent force, there are 
matters of environment which infiuence 
growth and development throuchout life, 
and particularly in the early stages of 
life. For this reason we need the coopera- 
tion of the physician, particularly the 
pediatrician and the obstetrician who 
comes in contact with our patients be- 
fore they come to us, at a p-riod of 
most intensive growth and dcvc!lopment, 
the prenatal and the postnats] period, 
and it is to them that we look for the 
foundation of these environmental in- 
fluences that spell for good growth an 
development. : 
Dental Caries Prevalent Among Pre- 

school Children 

We find that caries is excecdingly pre- 
valent. Ninety-five per cent of our chil- 
dren have it at least, and it is a dis- 
heartening thing to go into our schooJs 
and our dental clinics and see the terrible 
conditions of the mouths of those young 
children. That.applies not orly to the 
school child, but we find the same thing 
to almost the same degree in the pre- 
school age child. Im Massachuseits the 
average in the preschool age child in cer- 
tain groups is seven cavities per child and 
more than one abscess per child. That 
is an appalling situation. It occurs at 
a time when the efficiency of the mouth 
should be at its height and using its in- 
fluence to speed and encourage growth 
and development instead of to tear it 
down and restrict the full dev-lopment. 

So if there is one thing thot dentistry 
can ask for it is the care of the teeth, 
the correction of caries after it has oc- 
curred, and most of all our min objec- 
tive, its prevention. There is no question 
but that nutrition plays the ~sjior part 
in the prevention of caries. That really 
is a responsibility that rests on the med- 
ical profession and not on the d-tal pro- 
fession. 

‘the question of profession’! ccucation 


is stressed in the recommend: s of this 
Committee. We need not h any fear 
about the education of th: public in 


these matters because that will auto- 
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matically follow. The danger is that they 
will be educated faster than the profes- 
sion is and dentistry itself is not educat- 
ing its students to the high level of pre- 
ventive dentistry that it should. Nearly 
all schools are giving instruction of one 
form or another along this line of den- 
tistry for children with the main stress 
placed on the preventive effort, but they 
are not doing it as thoroughly as they 
should. 

Dr. Miner is chairman of the Commit- 
tee of the American Dental Association 
on Professional Education. In his report 
at Denver. he revealed the fact that only 
14 out of approvtimately 82 medical schools 
were giving any dental information to 
their students at all. Is it any wonder 
that comprehension of the medical pro- 
fession of this peculiar dental problem 
is at a low level? It is necessary that 
the dental! professional education and the 
medical schools should teach this problem 
of mouth health, not for.its sake alone, 
but for the sake of general health, be- 
cause that is the objective that the dental 
profession has adopted within the last 
10 years, and we have abandoned the 
purely mechanical attitude toward our 
work of repairing decay and of putting in 
Substitutes where the mouth is handi- 
capped in that way. 

I am goin away from this Conference 
with a ercat deal of inspiration and a 
great deal of courage to go back and con- 
tinue this effort for the future of den- 
tistry. Our responsibilities are vastly 
greater now than they ever have been, 
and I feel very confident that in the fu- 
ture, dentistry will meet its responsibility. 
(Applause.) 

Discussion 

DR. HOMER C. BROWN (Oolumbus, 
Ohio): Mr. Chairman, Dr. Howe, Ladies 
and Gentle nen: I want to concur in the 
very forceful statements of the three 
speakers. I want to emphasize the fact 
that in my estimation, nutrition is one 
of the greatest factors in the controlling 
of dental caries and in developing of a 
better physical child. I think that the 
question of prenatal care is a most im- 
portant one, and I am going te recite a 
little incident which took place several 
years ago at a meeting of the American 
School Hygiene Association, as I recall 
the name. I was on the program for 
some dental subject, and a lady from 
New York City wrote to know if she 
could confer with me with reference toe 
some phase of dental work. I told her 
that I would be glad to see her and she 
arranged to meet me with three or four 
of her associates. 


She was interested in doing some work 
for the children in New York, and they 
had started with these children between 
the ages of five and six. Some person had 
criticized them for starting with children 
that youne. and she asked for my reac- 
tion. I had to repeat her statement and 
my answer to. it was, “Madam, you are 
starting six or seven years too late.” 

She seemed shocked and did not quite 
understand what I meant until I reprated 
it. Then she and her group got it. I 
think they appreciated the importance 
of my position at that time, and that was 
when nutrition was receiving very little 
consideration. Today it is the most im- 
portant thing that cam be done in order 
to develop better tooth structure for the 
oncoming generations. 

It is indeed interesting to hear an es- 
sayist who has devoted so much time te 
this particular problem as Dr. Howe and 
to then listen to the very forceful dis- 
cussion of a gentleman, Dr. Millberry, 
from the western coast, then to have this 
reenforced by the enthusiasm of Dr. Dela- 
barre. If these messages will go back 
and will reach the people in the various 
sections of the country to the end that 
all the educational facilities will be util- 
ized so that the mothers and the fathers 
and the children will get benefit by this 
information, this meeting this afternoon 
will be a very much worth while one. 


Preventive Education Important 

I am in thorough accord with the im- 
portance of educating the medical and 
the dental student im prevention. Im 
every medical school in this country 
there should be lectures on dental pre- 
vention and there should be lectures ‘in 
the dental school by physicians along the 
Same lines, stressing the importance of 
prevention. 

It so happens there is a young man 
in this room this afternoon who hap- 
pened here by a little coincidence to bring 
a package to me from the National Bu- 
reau of Standards. 
referred to the work that is being done 
in Hawaii, I recalled the fact that this 
young man spent some time in the dental 
clinic in Hawaii. I think it might be 
in order, Mr. Chairman, to call upon Dr. 
George C. Paffenbarger, who had some 
actual experience in Honolulu in the den- 
tal clinic. ‘Thank you. (Applause.) 

CHAIRMAN MINER: In accordance 
with the suggestion of Dr. Brown, I will 
ask Dr. Geo. C. Paffenbarger, United 
States Bureau of Standards, to come for- 
ward and say a word. 

DR. GEORGE C. PAFFENBARGER 
(Washington, D. C.): Mr. Chairman, Dr. 
Millberry, Members of the White House 
Conference Group: 1 Was indeed happy to 
hear Dr. Millberry’s remarks about Hawaii 
after spending some time in the settlement 
over there. I wish to second his enthu- 
siastic report ef the work, the oral hygiene 
work that is being done in the Hawaiian 
Islands. It is a happy combination of 
private philanthropy with legal approe- 
priations from the legislature. It is doing 
an immense amount of good. Anyone whe 
has been in Honolulu and the Islands and 
has had any dental experience, if he has 
had an opportunity to look over the sit- 
uation there of the lower class of people, 
the Oriental laborers, and see what some 
of the work has done for that class of pee- 
ple, can but marvel what would happen 
in this country if the same system and 
thorougiiness were applied. It is indeed 
marvelous that a little group of islands 
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away out in the vast Pacific Ocean, 1,500 
miles from the coast and farther from the 
Grient, with a mixed and motley array 
of people. can initiate a program on so 
vast and thorough a scale with the re- 
sources they have. It is a shame that 
these United States can’t do the same. 
(Applause.) 

DR. S. W. FOSTER ‘Atlanta, Ga.): Mr. 
Chairman, I do not feel able to say any- 
thing here that would add to what has 
been said. but J do not feel disposed to let 
an opportunity like this pass without voic- 
ing my appreciation for this splendid re- 
port that we have had here and express 
the hope that it may be as bread cast upon 
the waters. and that these gentlemen here 
who are envaged in pediatric work, ob- 
stetrical work and the general practition- 
ers and these nvrees, can carry home with 
them the thonvht which has been pre- 
eminent in this report. and that we may 
expect wond>rfnl results as the outcome 
of this meeting. 


Must Teach What We Know 

If you pediatricians could impress uvon 
your minds an‘ vour patrons the thing 
which you krow. but ch I am sorry to 
Say is very freousntly neglected. the fact, 
as has been hronvht out. that the sugars 
and cooked sterch*s are lactic acid form- 
ing foods that nreduce dental dere”. ond 
if you could imnress upon them the fact 
that certain mests and vegetables are 
filled with cellulose and s»7bstances of that. 
kind that nramote bone Cevelooment, and 
if you could inravrate in vour nractice 
a food balerce of that character. you 
would see mor'nus results develoning 
from this method of practice within a 
Short time. 

We all know the nroper hvegienic meth- 
ods necesserv for the promotion of dental 
health which ™ rs pe>*ral health. vet in 
our Amerieccnr way of living we do not 
practice what we know. It is a lesson 
which you rvrees pnd vou nediatricians, 
as well as vou “tists. should teke home 
and digest ard ont into rractice those 
foods renuire™*nts that will build up in 
a nutritional way that body resistence 
which will ctrong, sound. healthy 
teeth, strone hlthy. normal facial de- 
velopments. Jac’ of which are the fore- 
runners, veu mirht say, of the nitimate 
condition krown as vvorrhea, metastatic 
infections. et cctra. running out throush 
and involvin« the tire oreanic system. 
I will tell von vontlemen. the foundation 
of health is in the oral cavitv and the 
prover develtonr nt of the dental orzans 
and the benr-s ervaged therein. I thank 
you. (Appleu--.) 

DR. D. F. S™TTTVAN (Boston, Mas.): 
Mr. Chairmen Dy. Howe, Ladies and Gen- 
tlemen: We en'te well agree annerentiv 
that diet is the l!-important influence 
and prenatal cere is p'l-important, which 
is in the hands entirely of the phvsirian. 
Todav the nrofession needs more than 
anything else to stop talking about diet 
and do somethin” about it. Let us have 
something tarnvihle. It is not a auestion 
for a great monv of our children of what 
they eat: it is do thev eat at all? Have 
the research laboratories given us any- 
thing that we eon offer our patients and 
assure them /¢-finitely caries can be ar- 
rested? Tintil thet time I think we should 
employ the soun‘ advice that has been 
given so far on using plenty of milk, green 
vegetables, the whole erains and: orange 
juice and cod-Jiver oil in the winter time. 
All that. we can do as a profession so far 
along dietetic lines is to generalize. We 
may do a great harm to patients if we at- 
tempt to prescribe a detailed diet without 
the ability to make a complete physical 
diagnosis. 


Preschoal Group Most Neglected 


Getting back to the discussion of* Dr. 
Howe’s paper proner, I would like to call 
attention to the fact that this Committee 
found that the owreschool age child was 
the most neglected. Further on he said 
that the loss of a single deciduous molar 
might wreck the whole mouth. With our 
limited knowledee of the cause of dental 
caries, it is, onlv reasonable that the pro- 
fession at large should adopt a policy of 
professional procedure such as earlv treat- 
ment, get the child early. Dr. Millberryv 
said you can efucate the young child 
much more readily than vou can the older 
child. The dentist should use every means 
of getting the voung child, the two and 
one-half year old child, in and at that 
time he can do his educational work. The 
service should be systematic. Children 
should be sent at regular intervals. No 
case is ever completed, finished. I think 
we make the mistake in sending patients 
out and telling them, “You are O. K. You 
have a clean bill of health as far as vour 
mouth is concerned,” and wait for them 
to come back with trouble. The work must 
be systematic. It must be periodical and 
until we have something definite, some- 
thing tangible, if we had a pill that we 
could give them, “Here, take this pill be- 
fore you go to bed at night and your caries 
will vanish.” diet is an all-important in- 
fluence; but there are other factors such 
as rest and sunshine and regular mode 
of living. But for the present I think the 
best procedure that we have is early, con- 
tinuous and systematic dental attention 
given to the young child. Thank you. Ap- 
plause.) 

CHAIRMAN MINER: The Chair has re- 
frained from calling on any person up to 
now, but exercising the prerogatives of a 
presiding officer, I have noticed for some 
time in the audience a man who has been 
the leader of two important organizations, 
the Dental Corps of the Army. and now 
the President of the American Dental As- 
sociation. I am glad+that this afternoon 
the President of the American Dental As- 
sociation is here, and I am going to call 
on Colonel Robert Oliver. 

COLONEL ROBERT OLIVER ( Washing- 
ton, D. C.): Mr. Chairman, Dr. Howe, 
Ladies and Gentlemen: I think this is a 
little bit unfair, but I enjoy the great 
opportunity of talking on dentistry when- 
ever I have the chance, whenever the 
opportunity presents. I will say something 
upon the subject in general. 

A few years ago certain parts of the 
dental profession at least hailed with joy 
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the wonderful theory that was propounded 
at that time and also put forth to 
the clientele of the dental profession 
that a clean tooth never decays. We 
hoped that that might be true. We 
preached it a little bit with question 
marks behind the preachment, and we 
soon found out in the course of time 
that was a great fallacy. We went on 
with the idea we much talk about such 
things as preventive dentistry if for no 
other reason than to continue the effort, 
striving to reach that point where we 
could proclaim the advent in addition to 
oral hygiene and preventive ideas from 
the standpoint of tooth cleanlimess and 
health of the mouth tissues and now we 
need more than ever. since the President 
has called this great Child's Conference 
into existence, since some 3,200 people 
from this United States in its various 
aspects of prevention and health and 
_treatment and welfare and everything, 
havg met at the call of the President, 
we in dentistry. to hail now the idea, the 
hope that these great gentlemen of 
science have come out with and brought 
these things to our attention. We have 
faith in them; we pin our faith to them. 
We will support them in organized den- 
tistry as long as dentistry cam be sup- 
ported to contribute anything for that 
great purpose, the organization of real 
preventive dentistry. 


Importance of Diet and Nutrition 
Dr. Howe has announced, I understand 
(I have not heard his paper), some 
splendid ideas along the progress they 
have been making, and I have mo doubt 
that they at last are upon the proper 


track and are soon to develop it to the 
standpoint where we hope organized den- 
tistry may take hold of it as a sure 
thing and advance ideas to the various 
teachers of the country of dentistry and 
to that part of its organized and educa- 
tional purposes and to the various prac- 
titioners throughout the country and later 
throughout the world, to the poimt where 
diet and nutrition will be an important 
factor for censideration in the prevention 
of dental caries. 


Dental caries, as has been said here, 
attacks at least 95 per cent of the people 
of the universe—not our universe, I 
wouldn't say that, because there are few 
untrained and untried and uncivilized 


- people who still have good teeth and no 


doubt attributed, Dr. Howe, to the diet 
they live upon. We hope the time will 
come, and we shall hail it with great 
pleasure, when organized dentistry. if it 
comes under a period of our particular 
lives, and we hope it will, will come out 
and distribute literature and information 
and carry on education to show certain 
practical types to be followed in the 
theory of preventive dentistry amd the 
types and character of food they should 
take, and, let us hope, to a point where 
perhaps some type of therapy, some rem- 
edy can be issued to cover great masses 
of people that can’t be reached by the 
potential practitioners in this country. 
Perhaps they can come out with additions 
to food in the way of powders or reme- 
dies of some kind and can meet this 
great deficiency due to—I imagime you 
based it largely on calcium—lack of cal- 
cium, so that a calcium product will be 
supplied and vou will get a proper bal- 
ance that will be beneficial to all the 
peuple. 

The President’s wonderful schheme has 
developed one thing that is of great im- 
portance that we must follow, and that 
is he has found that there are 45,000,000 
children in this country, of which only 
10,000,000 today, or last fall, are im first- 
class, A No. 1 physical condition. ‘That 
leaves 35,000,000 to be reckoned with now 
from various standpoints. From _ the 
standpoint of dentistry, we can reckon 
from the entire 45,000,000, and we only 
have 170,000 dentists in the United States 
to handle that great number of children 
—45,000,000 of them in the next fifteen or 
sixteen years. We haven't enough dentists 
to even scratch the surface of the great 
problem. If we did anything at all for 
the children from the ages of three to 
seventeen, we would not come anywhere 
near the possibility of reaching all of 
them, and we would have to discount 
all of the 122,000.000 that are left in this 
country. Only 70,000 dentists in this coun- 
try! It is a crying shame. Every man, 
woman and child in this country should 
have the privilege of receiving expert and 
adequate dental attention. They can't 
do it. e 

More Dentists Needed 


Of that group of 170,000, there are a 
little less than 40,000 belonging to organ- 
ized dentistry. Organized dentistry has as- 
sumed command of the whole situation. 
It organizes the schools, keeps up the 
perpetuity of dental educational programs. 
It has organized such things as the state 
boards of dental examiners and the Na- 
tional Board and essays to see who will 
and who will not enter the practice of 
dentistry. It does many things where it 
takes control.of the dental situation in 
itself, vested in itself, autonomy, and 
yet to do our very best, and I speak 
feelingly on that subject as the temporary 
head of organized dentistry in this coun- 
try, we find that we haven't half enough 
dentists in this country. The great plea 
right now is to develop a greater mumber 
of men in dentistry So that we may get 
greater strength behind us and greater 
amounts of money behind us in the ac- 
cumulation of their dues so that we may 
develop toahigher point and get greater 
groups to come under and sit at the 
feet of this type of gentleman and study 
and take up his work, understudy him. 
All such things should be understudied, 
the younger generation coming along 
taking up under the tutelage, under the 
teaching of these greater masters, this 
work so that eventually when the time 
comes for them to pass on, the great 
work that they have inaugurated will 
be established. 

We need more money; we need more 
dentists. We need more strength im this 
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country. Gentlemen, that is one & the 
things I am talking now in my various 
features throughout the country, more 
dentists for organized dentistry for these 
various purposes. (Applause.) 
CHAIRMAN MINER: There is another 
gentleman in this room whose experience 
in handling dental problems on a large 
scale makes what he has to say always 
to be received with respect. Dr. Harvey 
Burkhart, the Director of the Rochester 
Infirmary, is here. He is a member of 
this Committee and I am going to ask 
him to come forward and say a word. 


DR. HARVEY J. BURKHART (Roches- 
ter, N. Y.):. Mr. Chairman; Dr. Howe, 
Ladies and Gentlemen: I am delighted to 
be here this afternoon and to have listened 
to this most excellent report, and also 
these illuminating discussions. I plead 
guilty to the fact that in the years that 
I have been connected with a dental in- 
stitution organized for the purpose of do- 
ing something along preventive dental 
lines, I Rave been very much bewildered, 
and I am today, as to the proper methods 
to be pursued in carrying on these experi- 
ments in preventive dentistry and of meet- 
ing the situation as it should be met. I 
am sure that this White House Conference 
and these reports that have been made 
will be productive of a great amount of 
good. I hope that we may all have the 
capacity to properly digest the fine things 
that have been presented to us, and that 
out of this program that has been sug- 
gested something good will come that we 
can pass out to the people all over the 
world. (Applause.) 


Dental Profession and Health Officers 


DR. A. L. STONE (Camden, N. J.): 
Mr. Chairman, I come here representing 
public health administration in several 
cities im different parts of the United 
States. I came here with the view of find- 
ing out what the dental profession have to 
offer the public health administrator. It 
was found out in business and widely 
studied that something between labor and 
capital should be established; that was 
management. If these facts are to be 
disseminated to the public, it seems there 
must be a department of management, 
and we hope, although we may not have 
made much of a stir in the world, that 
public health is increasing. More appro- 
priations are being given to it, and your 
program of preventive dentistry is only 
a part of public health administration. 

To get a diet early enough to do good 
to the teeth, we are certainly in position 
to give it to the public, that is, with a 
well-rounded public health administration. 
With our program we have, our prenatal 
care—and I must tell you that public 
health primarily was to take care of the 
poor, that was its aim; it is based upon 
fear, but we have gone beyond the fear, 
because we have got more control of pre- 
ventable disease. So we have to keep an 
organization to combat an invasion of com- 
municable disease. It would be a waste of 
money to do nothing but wait for disease 
when we are spending our money to pre- 
vent it. Therefore, we branch out. It 
would be surprising to some of the den- 
tists to find out how many questions are 
asked of public health officials as to den- 
tistry. It seems that the dentist cannot 
advertise ethically, neither cam the med- 
ical profession, but certainly the public 
health administrator, and through his de- 
partment, can recommend any medical 
or dental preventive. 


It would appear that the uniform laws 
in the different States have not arrived. 
In Massachusetts you can use a dental 
hygienist amd do a work which I hope 
Dr. Howe will find some improvement in 
in the City of Pittsfield where about 10 
years ago we had a dental hygienist. She 
has done her work in the first three 
grades for mearly 10 years now. I haven't 
kept the records because I am not there. 
In the State of New Jersey you cannot 
employ a dental hygienist. Evidently the 
dentists in the United States are not in 
accord. It is my hope that with the 
dental profession and the medical pro- 
fession, if they see the earnestness and 
the tonesty of a public health adminis- 
trator, they will get behind it and see in 
that way that their schemes and their 
knowledge and the science that they have 
developed will be disseminated to the pub- 
lic. (Applause.) 


Concluding Remarks 
CHAIRMAN MINER: Another member 
of this Committee is here in the room, I 
am going to ask him to say just a word, 
Dr. George Wandel, of Chicago, the Di- 
rector of Public Education of the American 

Dental Association. (Applause. 


DR. GEORGE H. WANDEL (Chicago, 
Ill): Mr. Chairman, I do not believe I 
have anything that I can contribute to 
the statements that have already been 
made in the report and in the subsequent 
discussion. i 

CHAIRMAN MINER: Are there any 
others who wish to discuss the report? 
Dr. Howe, have you anything to say? 

DR. HOWE: Nothing. 

CHAIRMAN MINER: I can’t let this 
occasion go by before we adjourn without 
saying one of two things which have been 
rather close to my mind. Before I speak 
of that, I want to say for the benefit of 
those of you who may be interested in 
what there will be of dentistry in this 
whole White House Conference, we had 
assurance that in the final publishing of 
the full reports, everything pertaining to 
dentistry im the various committees will be 
accumulated and published in one volume, 


The second thing, and the thing that 
interests me most, is this: It has been 
pointed out by various officers of this 
Conference and it has been pointed out by 
President Hoover, who feels very keenly 
this suitatiom, that the accumulation and 
gathering of the enormous amount of 
material which has been collected in this 
Conference, and this Conference as well, 
will be of little use unless the information 
gets back to the public and is utilized. 

If no one has anything more to add to 
the Conference, we will stand adjourned. 

The meeting adjourned at 3:45 o'clock. 
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HE Third Joint Session of the Section 

on Medical Service of the White House 
Conference on Child Health and Protec- 
tion convened in Constitution Hall, Wash- 
ington, ID. C., at 8:20 o'clock. Dr. John 
R. Murlim, professor of physiology, Uni- 
versity of Rochester, presiding. 


CHAIRMAN MURLIN: The meeting will 
please come to order. 

As you have observed from the program, 
this plenary session of the Medical Service 
Section of the Conference on Child Health 
and Protection is devoted entirely to the 
subject of nutrition. We are to have first 
a principal addres, «fter which there 
will be seven short speeches on various 
topics in relation to nutrition. 


The person selected to give the prin- 
cipal address of the evening needs no in- 
troductiom to anybody who has studied 
nutrition. We might search the world 
over and not find one better qualified 
by his lomg devotion to this subject or by 
his familiarity with the subject to sponsor 
the subject of nutrition im this Con- 
ference more ably than can the speaker 
of the evening. I am not sure what Dr. 
Mendel is going to say. * do not know 
where he is going .o place his emphasis. 
I do not know how he is going to sum 
up. but I am sure that whatever he says 
will command your attention. because he 
speaks aS one having authority. 


It is a great pleasure fdr me to introduce 
Dr. Lafayette B. Mendel, Sterling professor 
of physiological chemistry in Yale Uni- 
versity. CApplause.) 

DR. MENDEL: Mr. Chairman, Ladies 
and Gemtlemen: The organization and 
personnel of the group that is concerned 
with this committee of the White House 
Conference bears immediate testimony of 
the part that the problems of nutrition 
have come to play in the consideration 
of child health and welfare. Appropriate 
diet now takes its place alongside of a 
considerable variety of prophylactic med- 
ical measures to insure protection against 
the encroachments of disease. Science has 
demonstrated the harm that may come 
from dietary deficiencies as well as from 


mechanical injuries, insidious poisons, or 
microbiotic invasion. Child protection, 
therefore, properly calls for que consid- 


eration of the food supply and the dietary 
regimen Of childhood, along with those 
hygienic safeguards that have become the 
long-recognized province of preventive 
medicine. In recent years the Nation has 
become, so to speak, “food conscious.” 


Instinct and Nutrition 


There are, nevertheless, not a few per- 
sons who have little symnathy with the 
current concern about diet. The race, 
they argue, has survived these many gen- 
erations without subjection to the dic- 
tates of the “food faddists..”. Evidently 
Nature has provided adequate safeguards, 
notably im the development of our in- 
Stincts. "IKhis attitude has been summa- 
rized by # distinguished investigator (1) 
in the following words: 

“Under normal conditions of supply and 
normal conditions of health, little atten- 
tion is given by the great mass of man- 
kind to the question what or how much 
should be eaten. They simply eat what 
they wamt and as much as they want, 
and then stop and go about other busi- 
ness. They know nothing of the dietary 
elements which the nutrition expert tells 
them are so essential for their well-being, 
and even for their very existence.” 


How cam they long sarvive in such ig- 


norance? Why does the community allow 
thems to endanger not only their own 
lives. but those of posterity? The only 


possible amswer is that they are endowed 
with instincts which guide them so well 
that under normal conditions of life they 
escape the many dangers that until re- 
cently they were unconscious of. 


In view of the successful part played 
by instinct in dealing with the problems 
of nutritiom—which modern science is be- 
ginning to show are among the most 
complex that the human mind has ever 
yet undertaken to investigate—-perhaps it 
might be well to pay a little more re- 
spect to imstinct than has lately been the 
fashion. amd at the same time see if by 
observatiom some useful hint may be ob- 
tained Which will help in interpreting the 
results Of imvestigations in the laboratory. 

The writer (2) added: “The chemical 
requirements of nutrition can be met only 
by the use of a variety of food products, 
and taat imstinct which impels man to 
crave this variety saves him under nor- 
mal conditions from the dangers involved 
in a too-restricted choice.” 


An Illuminating Statement 

Many years ago the distineuished chem- 
ist Liebig (2) intimated the importance 
of what im this generation might be called 
the “remote control” of instincts. In his 
“Familiar ILetters on Chemistry” he wrote: 
“Led by an instinct which has almost 
reached the dignity of conscious know!l- 
edge, as the unerring guide, and by the 
sense of taste. which protects the health. 
the experiemced cook, with respect to the 
choice, the admixture, and the prepara- 
tion of food. has made acquisitions sur- 
passing all that chemical and physiolog- 
ical science has done in regard to the 
doctrine Or theory of nutrition. * * * The 
able culimary artist * * * provides the 
due nourishment for the child as well as 
the old man, as well as for both sexes.” 


How successful instinctive selection of 
food may be even at a very early age has 
recently been demonstrated by Dr. Clara 
M. Davis (4, of Chicago. Infants of 
weaning age were subjects of a_ self-se- 
lected diet experiment for considerable 
periods. 

They were able from the first to select 
their own foods from offerings of simple 
natural ones and in quantities sufficient to 
maintain themselves with apparent opti- 
mal digestive and good immediate nutri- 
tional results. They were omnivorous, 
and in eatimg were governed mot only by 
their cxioric needs, but showed definite 


CONFERENCE ON CHIU HEALTH AND‘ PROTECTION “MEDICAL SERVICE 





JOINT SESSION OF THE CONFERENCE 


Friday Evening Session, February 20, 1931 


preferences which, however, changed 
from time to time and were unpredictable. 


Limitations of Instinctive Choice of Foeds 


It may well be debated whether our 
instinctive preferences are always a safe 
guide to proper nutrition. Under the con- 
ditions of our residence and civilization 
there are many factors, some often unsus- 
pected, that place limitations upon the 
tree choice of foods. Geographic, climatic, 
regional, social, racial, religious, and above 
all economic conditions may present for- 
midable barriers to the exercise of dietary 
preferences. In childhood there are the 
added restrictions of parental supervision 
which may be motivated in one case by 
instinctive , amon sense and in another 
by dietary .yranny. “Happy the baby,” 
Mrs. Rose wrote, “who enjoys his inalien- 
able right to Nature’s food supply—his 
own mother’s milk!” For reasons that 
are obvious to you, a uciopia of food is 
an idealist’s dream. If humar instincts 
were unerring and could always have free 
play there should not be such disorders 
as scurvy, beriberi, pellagra and rickets. 
In this connection Mrs. ose (5) has re- 
cently reminded us that— 

A generation ago Ellen H. Richards, 
an American pioneer who exhibited zeal 
for the application of science to daily 
life, wrote: “It is unsafe to trust the indi- 
vidual to the guidance o- the appetite 
alone, for the reason that this instinct 
was built up for a conditicn of existence 
very different from that which enables 
the people of this country to indulge them- 
selves today.” Realizing the effect that 
changes in the transportation and dis- 
tribution of commodities were exerting on 
the availability of the food supply, she 
sensed “conformity to scientific laws as 
the only way to safety.” 


Theories of Nutrition—Retrospect 


Real progress in human performance 
is characterized by change. Let us turn 
for a few moments to the scientific men- 
tors of a generation ago, to learn what 
were their dictates in reference to the 
nutrition of children. Forty years ago 
Professor Halliburton (6) wrote: 


“A healthy and suitable diet must pos- 
sess the following characters: 

“1. It must contain the proper amount 
and proportion of the various proximate 
principles—proteids, fats, carbohydrate-, 
salts and water. 

“2. It must be adapted to the climate, 
age, and sex of the individual, and to 
the amount of work done by him. 

“3. The food must not only contain the 
necessary amount of elements, but these 
must be presented in a digestible form.” 

What a simple exposition this seems to 
us today, yet how unsatisfying in its de- 
tails! A generation ago there was recog- 
nition of the special significance of the 
nitrogenous foods; the role of digestion 
in nutrition was beginning to be appre- 
ciated, though its profound significance 
developed somewhat later; the importance 
of the energy factor had begun to obtrude 
upon the students of diet. The day of 
calorie reckoning had arrived. The con- 
ception ‘of a,so-called “balanced ration” 
rested upon vague and uncertain founda- 
tiénms. In practical pediatrics it was de- 
veloped in the form of percentage feed- 
ing, a ccheme that was based primarily 
upon analogies with the “prototype of 
adequate nutrition’—human milk. Halli- 
burton (7) wrote: 

“There has been considerable discussion 
as to whether both fats and corbohydrates 
are essential, and as to how far one can 
replace the other. We shall not here 
enter into considerations of a theoretical 
nature, because the explanations they of- 
fer are not at all satisfactory; food and 
diet are subjects which, above all others, 
are intensely practical; no doubt there 
are satisfactory reasons for everything re- 
lating to diet, but in many cases they 
have still to be discovered. Practically it 
is found that animals thrive best on diets 
which supply them with the bulk of their 
carbon, from both fat and carbohydrate; 
the diets which men constructed from ex- 
perience long before they had even heard 
of metabolism contained both fat and 
carbohydrate; the foods which nature has 
provided for growing animals, in the shape 
of milk and eggs, contain also both fat 
and carbohydrate.” 

Pediatrics and Nutrition 


In the first edition of a widely-read text- 
book on “The Diseases of Infancy and 
Childhood,” published by Holt (8) in 1897 
he wrote: 

“Nutrition in its broadest sense is the 
most important branch of pediatrics 
* * * Jn infancy and in childhood, as 
in adult life, the elements of food are five 
in number: Proteids, fats, carbohydrates. 
mineral salts and water. The form in 
which they must be furnished to the child 
and the relative quantities in which they 
are demanded, are different from those 
required by the adult. One of the reasons 
for this difference is the delicate condi- 
tion of the organs of digestion in infancy. 
and the inability to assimilate certain 
forms of food. Another reason is that 
provision must be made not only for the 
natural waste of the body, but for its 
rapid growth.” 

In the practical exposition of these 
rather vague generalizations one may reac 
of peptonized milk, Kumyss, matzoon, beet 
juice and a variety of proprietary infant 
foods. Pasteurization of milk was coming 
into vogue; and the modification of cow's 
milk received meticulous attention. This 
subject was considered at great length 
notably by Professor Rotch (9) of Harvard 
In his “Pediatrics” issued in 1896 he wrote: 
“The latest investigations of this subject 
show very clearly that it is not human 
milk as a whole which is preeminently 
good, bu that it is a varied combination 
of the different elements of the milk 
which makes it the best food during the 
first year of life.” 


Again, he (10) wrote: “We should, in 


studying the form of nutriment which 
shall be suitable for an especial period 
of life. manifestly be guided by what 
nature has taught us throughout many 
ages * * *, The milk of all animals 
has to be modified to corresoond to human 
milk; and when we begin to modify. it is 
as easy to change the pronortions of the 
different constituents to a great degree as 
to a small.” 

In harmony with such ideas milk labora- 
torjes came into vogue. The first one in 
the world to be established—the Walker- 
Gordon Laboratory—was opened to the 
public in 1891 in Boston. Percentage feed- 
ing according to physicians’ prescriptions 
was ushered in. 








Changing Viewpoints o the 26th Century 

At the beginning of the century much 
effort was expended in measuring the in- 
take and output of the elements under 
various conditions. Knowledge of the proc- 
esses involved during the metabolic trans- 
formations of the foodstuffs within the 
body was largely. as Foster (11 expressed 
it. a matter of “gaps and guesses.” 

It was not long before the inadequacy 
of the earlier definitions of nutritive re- 
quirement became apparent. Experiment 
clearly demonstrated the impossibility of 
securing adequate nutrition on rations 
composed strictly of proteins, fats, car- 
bohydrates, salts and water in any 
proportions. Something more than the 
long familiar proximate principles must 
be supplied if well-being is to be main- 
tained. The striking contrast between the 
success attained on a regimen of natural 
foods and the failure attending the use 
of mixtures of foodstuffs in feeding tests 
directed attention to the existence of es- 
sential nutrient substances that physiol- 
ogists had not reckoned with in earlier 
Gays. These indispensable components of 
i. ration are varied in character and func- 
tion. The need for them may be ex- 
pressed in quantities that are small—very 
small; but the presence of the minute 
amoun of these “little things” in the 
diet spells nutritive success instead of 
failure and disease. A new area in prac- 
tica] nutrition has thus been ushered in. 

In response to the request of your chair- 
man I shall endeavor to refer to some of 
the newer findings that are reviewed in 
detail in the essays on nutrition prepared 
by the members of this Committee. Time 
will notpermit more than transitory refer- 
ences to a fe.. of the many noteworthy 
cont ‘butions -hat have so greatly enriched 
our knowledge of nutrition in childhood. 
The emphasis of importance will vary 
with the individual reviewer; most of us 
are inevitably biased by our own training 
and experiente. With this apology I beg 
your indulgence. 












The “Law of Minimum.” Energetics. 
Digestion 

One of the most significant trends since 
the opening of the century is a_ better 
appreciation of the physiological impor- 
tance of the “law of minimum” in the 
Gomain of nutrition. “This implies that 
the nutritive value of any mixture of 
food ingredients, however abundant they 
may be, is limited by the minimum 
quantity of any essential that it may con- 
tain, unless perchance the latter can be 
synthesized by the organism. For example 
(12): e 

“This chemical limitation is such that 
for each protein or mixture of proteins 
a deficiency in one of the indispensable 
amino acids curtails its value for struc- 
tural purposes‘in the animal body. When 









this deficiency is remedied * * * a defi- 
ciency on some other amino acid may 
constitute a second limiting factor, and 
so forth.” 

This principle implying that growth can 
proceed normally omly as rapidly as all 
essentials become available applies to 


many items in the dietary—to inorganic 
elements and vitamins as well as to the 
nutrients already cited 

There is, today, a better understanding 
of the energ*tics of adolescents of all 
ages. Their uniquely heightened metabo- 
lism, now clearly estal d, abundantly 
justifies the proportionat greater cal- 
orie intake to which children are justly 
entitled. One of our essayists has insisted 
that better predictive standards of food 
intake are yet to be devised; but science 
will no longer justify the skimping of 
youth in matters of diet 

The role of digestion in nutrition has 
received new interpretations. Through the 
chemical changes to which the food in- 
take is subjected in alimentation the food- 
stuffs are disintegrated into fragments 
that represent the true nutrients. The tis- 
sue cells are not concerned with protein 
and starch and the like, but rather with 
amino acids and simple sugars that serve 
as structural or metabolic units. Even in- 
organic ions may be liberated from com- 
plex compounds in the gastroenteric tract. 
Even fats are digested prior to absorption. 
The limitations of prenatal administra- 
tion of food witheut digestion have be- 
come clear. 
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The Newer Chemistry of Proteins 
Allergy 


The chemistry of proteins has made 
reat strides in recent vears. Their 20 
‘nown amino acid components present 


he problem of their 
value in nutrition. At least four of them 
—cystine, tryptophane, lysine and histi- 
dine—are known to be indispensable. The 
importance of eight others is uncertain; 
he remaining eight a absolutely un- 
known quantities in this respect. The 
upplementary value of certain proteins 
and foods containing them can now be 
understood. Our reporter (13) asks: 

What is the likelihood of an amino acid 
deficiency occurring in man, particularly 
during infancy and childhood? 

And he adds: For obvious reasons, this 
question cannot be answered with respect 
to any except the four which are known 
to be essential. Should future investi- 


respective role or 













gations demonstrate the essential nature 
of amino acids which do not exist m 
large proportions or widely distributed in 
natural foods, the danger of the occur- 
rence of such deficiencies would be em- 
phasized, particularly among children of 
the poorer classes. At the present time, 
and until the relations of tach amino 
acid to growth has been definitely estab- 
lished. this contingency cannot positively 
be excluded. 

Thus the so-called biological value of 
proteins has aroused interest from a new 
standpoint in the nitrogenous foodstuffs. 


The consideration of proteins brings to 
mind the tantalizing appearance of al- 
lergy in childhood. The hvpersensitive- 
ness to foreign proteins is alike spectacu- 
lar and annoying. All typical soluble 
proteins are liable to produce ana- 
phylactic reactions, and there is still 
doubt as to their production by any other 
materia]. Certain children manifest al- 
lergic reactions to proteins. Perhaps, as 
one of our reviewers (14) insists, the prob- 
lems of allergy do not properly belong to 
the study of nutrition; for he regards the 
allergic reactions as probably a manifest- 
ation of a peculiarity of the child rather 
than a fault of the diet. Novertheless 
children sensitive to common food pro- 
teins like those of milk or wheat present 
a nutritional problem that must be at- 
tacked md can now be approached at 
least with intelligent suggestions of die- 
tary substitutes. Witmess the use of soy- 
bean milk. 


The Mineral Nutrients. Water 


In the field of the inorganic elements, 
and their relation to human well-being, 
the acquisitions of knowledge have in a 
few respects been immensely significant. 
The story of iodine has stonlied star- 
thing revelations. The normal occurrence 
of the element in the body was not dis- 
covered until shortly before the begin- 
ning of the century. When it is realized 
that the ordinary store of iodine in the 
adult body probably does not exceed 25 
milligrams (less than ™ grain) and that 
marked reduction in this seemingly neg- 
ligible component may lead to disorder 
of the thyroid and consequent effects, the, 
part played by the element seems little 
short of miraculous. An amen not ex- 
ceeding one part in two million of the 
body weieht determines well-bcing instead 
of physiological disaster. The greatest 
value ef iodine lies in the ficld of goiter 
prophylexis for which an intake of one 
milligram or less per day seems to insure 
success. Marine (15) assures us that: 


‘Jodine in any form and a‘~inistered 
in any manner is effective. This fact in- 
troduces difficulties and advantazes—diffi- 
culties regarding the selection of the best 
form and manner of administration, and 
advantares in that the desired result may 
be accomplished with certainty in a great 
variety of ways. The amount of iodine 
necessary and the ideal plan of adiminis- 
tuation for such purposes have not yet 
been worked out.” 


The fact that the element is distrib- 
uted in such unlike and vervi>: propor- 
tions in natural foods from ‘different re- 
gions presents a problem in food selec- 
tion from the standpoint of goiter pro- 
phylaxis. 

The revised appreciation of the other 
inorganic dietary needs is somewhat less 
dramatic, yet none the less important. 
The intake requirements have been fair- 
ly well established for calcium and phos- 
phorus. Deficiencies are often insidious 
in their effects so that the adoption of 
a large factor of safety seems wise as & 
dietary principle. 

“Calcium for calcification” may, as 
Gamble (16) has pointed out. be an un- 
wise slocan; but the dangers of calcium 
deficit have been proved to be real and 
avertible in the light of our newer knowl- 
edge 

The possible significance of common 
salt in some of the chemical eqiilibria of 
the organism has barely begun to receive 
attention. It is closely interrelated with 
the retention and elimination of water— 
phenomena that claim special attention 
in chiJdhood when the rapidly developing, 
menacing manifestations of dehydration, 
anhydremia or edema present themselves. 
The indispensable role of water involves 
the inorganic salt metabelism as well as 
the regulation of the acid-base equilib- 
rium. A wealth of new idess has thus 
found new applications and raised hith- 
erto unappreciated problems. 


Vitamins 


It is scareely necessary to remind you 
that the modern conception of vitamins 
with its many implications and estab- 
lished usefulness is a product of the past 
two decades. The story of the vitamins 
and their relation to nutrition has be- 
come a part of current popular knowl- 
edge. Doubtless this has been overstressed 
at times, owing to the momentary enthu- 
siasms for the rapidly succeedine new dis- 
coveries; the _ startling facts have pro- 
moted the unwarranted schemes of the 
ever-alert quack and food fakir; but there 
is a residual fund of information that has 
served to -‘evolutionize our thinking and 
some of our practices in dietetics. 

Every “car brings new. discoveries. 
Only recently the high potency of caroti- 
noid pigment, such as many of our com- 
mon foods like milk fat, eggs, carrots, 
yellow (sweet) potatoes, yellow corn, etc., 
possess, aS a precursor of vitamin A in 
the body has been demonstrated. Color 
in foods is thus not always without phys- 


iological moment. In 1924 Hess and 
Steenbock, independently and almost 
simultaneously, reported that various 


foods could be endowed with specific an- 
tirachitic properties by subjection to ul- 
traviolet irradiation. Following this out- 
standing discovery of the artificial gen- 
esis of an indispensable food factor, vita- 
min D, came the announcement of ergos- 
terol as precursor of the vitamin. One 
ten-thousandth of a milligram contain- 


(Note —-References omitted from this ab- 
stvact. These will appear in the Final Report.) 
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ing perhaps not more than 1 per cent of 
active material is a conservative estimate 
of the dose required to prevent rickéts in’ 
a rat otherwise suitably fed. “It is highly 
probable,” Hess (17) concludes, “that the 
action of sunlight in protecting against 
rickets comes about through the mecha- 
nism of the activation of ergosterol in the 
Skin and in its circulating blood.” 

Scurvy and rickets are no longer classi- 
fied with tuberculosis and diabetes in 
clinical nosology. Avitaminosis is an ac- 
cepted specific category of disorders. The 
World War has furnished instances in 
which serious maladies developed, not be- 
cause of a lack of adequate amounts of 
food fuel, but because of changes in die- 
tary customs that unwittingly deprived 
the populations of essential vitamins. For 
example, xerophthalmia made itS appear- 
ance in Denmark. According to Bloch 
(18) of Copenhagen, lard, meat and 
margarine had furnished the fatty foods 
on which .he greater part of the Danish 
population lived at that time. 

“From February, 1917, the German 
U-boat blockade put an end to the im- 
portation of fodder for cattle, and of all 
fat-stuffs, including raw products for the 
production of margarine. Consequently 
pig-rearing became limited and the man- 
ufacture of margarine ceased completely 
in the course of a short time. * * *. When 
the supply of margarine and lard failed 
in 1917 and no more was forthcoming, 
butter was the only fat left. The block- 
ade was also responsible for a largely de- 
creased output of butter and prices be- 
came impossible for the masses of the 
people. Thus it became necessary for the 
State to take over control of all butter. 
From Dec. 21, 1917, butter was rationed 
so that everybody, adult and child, was 
entitled to receive 250 gms. a week, and 
it was sold at such a low price that all 
could buy it. From that moment every- 
one ate butter instead of margarine and 
since then there has been no xerophthal- 
mia in Denmark.” 


Nutritional Disease 

In this connection reference may be 
made to a somewhat new conception—that 
of nutritional disease produced by gastro- 
intestinal defects, causing failure to ab- 
sorb a dietetic essential. Coeliac disease 
and defects of the pancreas undoubtedly 
alter the absorption and perhaps the re- 
quirement of proteins as well as vita- 
mins. Our reviewer (19) notes that— 


“Little study has been devoted to this 
subject; but the occurrence of nittri- 
tional edema makes it probable that de- 
fective absorption of proteins may play 
a role not only in producing the edema, 
but also the anemia.” 

An additional alimentary influence re- 
sides in the character of the intestinal 
bacteria. The modification of the ali- 
mentary flora by diet is now clearly ap- 
preciated. 


An Adequate Diet: 1931 

Let us pause here for an up-to-date 
pronouncement on human food needs. 
McCollum (20) has recently written: 

“Researches of the past 20 years have 
shown that the adequate diet may be 
regarded as made up of approximately 
35 relatively simple substances. Eighteen 
of these are digestion products of pro- 
teins; one, the sugar glucose, is derived 
either from glucose itself or from cane 
sugar or starches, milk sugar, etc.; 10 
are mineral elements (sodium, potassium, 
calcium, magnesium, chlorine, iodine, 
phosphorus, sulphur, iron and copper); six 
are substances designated collectively as 
vitamins. These are distinguished as vita- 
mins A, B, C, D, E, and G. So far as 
we now know, any food supply which pro- 
vides all of these 35 principles in the 
proper proportions will support normal 
growth in the young, and maintain health 
in the adult, provided it contains noth-. 
ing .deleterious.” 

The “balanced diet” of 1931 thus pre- 
sents new aspects. Large latitudes in the 
proportions of the nutrients are permis- 
sible so long as the “law of minimum” is. 
not disregarded. One of our reviewers 
(21) has referred to the energy aspects 
of this view as follows: 

“Wide variations in the proportion of 
fat, protein and carbohydrate in the diet 
are .compatible with well-being and 
growth of children. 
children receiving but little fat in the 
diet are more susceptible to and less re- 
sistant to infection, and that children re- 
ceiving a fair supply of fat are of better 
muscular tone and posture, seems to war- 
rant the advice that the diet of the child 
should contain at least equal caloric equiv- 
alents of fat and carbohydrate. hether 
this proportion of fat to carbohydrate 
should be exceeded with normal individ- 
uals is worthy of further study and ob- 
servation. It is interesting to note that 
in human milk the ratio of calories 
from fat to those from carbohydrates is 
46.7; 44.4” 

Such generalia should not permit us to 
overlook the fact, however, that extreme 
distortions of diet, particularly those rep- 
resenting a relatively low intake of glu- 
cose precursors, may induce ketosis and 
related manifestations. Under ordinary 
circumstances they are to be averted; in 
the dietotherapy of epiiepsy and perhaps 
other disorders they are finding beneficial 
applications. 


As a rule mankind eats foods —mixtures 
of foodstuffs rather than isolated nutri- 
ents. There is a rapid'y growing useful 
understanding of food compositim and 
an intelligent appreciation of the effects 
of commercial and culinary processes on 
the nutritive properties of ready-to-eat 
rations. Current advertising takes cog- 
nizance of this educational trend. In 
modern preservation processes—such as 
desiccation, freezing, and canning—iili- 
gent efforts are made to conserve all nu- 
trient virtues- of foods. The housewife 
as well as the dietitian is learning, too, 
that nutrition is a quantitative matter. 
Professor Rose (22) has afforded a prac- 
tical illustration in her review of a stand- 
ard distribution of food groups for ‘a' 3» 


The finding that. 


Pap rr ie 


year-old child, assuming an energy re- 
quirement of 1,300 calories per day, as 
follows: 


Meats and eggs. 
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Milk—“The Most Nearly Perfect Food” 


Every writer on child welfare stresses 
the outstanding. importance of milk in 
the diet of the young. It remained for 
modern science to transfer the dictum “a 
quart of milk for every child” from the 
domain of empirical belief to the field of 
experimental justification. Some protag- 
onists find the outstanding value of milk 
in that it is a “protective” food; it is 
the best single supplement to insure that 
there shall be no outstanding inadequacies. 
Others look upon milk as an almost ideal 
foundation upon which an optimal diet 
can be built. As one of our reviewers 
(23) remarks 

“It is of course known that a competent 
diet can be secured without milk. With 
the intelligent use of eggs, viscera, and 
fruits and vegetables chosen with partic- 
ular reference to their content of vitamins, 
growth can be secured in children and 
health maintained at all ages without the 
use of milk. But such a diet is more 
difficult of arrangement than one includ- 
ing milk, and is not adapted to the sociol- 
ogy and agriculture of this country. The 
problem is not to learn how to dispense 
with milk, but rather to enlarge and se- 
cure more equitable distribution of the 
supply and thereby lower the price of 
milk. Intelligently applied, a lacto-vege- 
tarian diet is fully equal to a diet in- 
cluding meat, though less adapted to the 
dietary psychology derived from custom 
and tradition.” ’ 

An excellent resume of the preference 
for milk and its conspicuous place in the 
dietary of the young is given by Pro- 
fessor Rose (24): 

“Milk owes its importance in the diet 
to the excellent quality of its proteins and 
their supplementary value for the cereal 
proteins; to the completeness of its as- 
sortment of mineral elements and the 
excellent proportions in which they oc- 
cur; to the high content of calcium, which 
makes milk almost indispensable for ideal 
storage of this element during growth; 
to the presence of vitamins A, B and G 
in quantities which make gencrous use 
of milk day by day a practical guarantee 
against deficiency of any of the three; 
and to the presence of an appreciable 
amount of vitamin D in association with 
a calcium-phosphorus ratio very favorable 
to the calcification of bones and teeth.” 


The Rationale of the Regimen 

As a parting advice about food the 
words of Professor Roberts (25) seem 
highly appropriate: 

“The usual assumption is that the only 
adequate dict is the conventional Amer- 
ican one, and that any diet that departs 
radically from it is hopelessly faulty. Im- 
proving the dicts, therefore, usually 
amounts to attempting to make the diets 
conform to our American standards. Such 
@ procedure is totally unwarranted by the 
facts, since most of the native diets of 
the different races are far superior to 
the usual American diet even at its best. 
A far more logical procedure would be 
to persuade each nationality group to re- 
turn to the best features of the diets of 
their native land. At any rate, it should 
be borne in mind that an adequate diet 
may be secured in a variety of ways, and 
that dietary advice should consist in de- 
termining the deficiencies in a particular 
diet, and making only such changes as 
are necessary to supplement these, rather 
than trying to make all diets conform to 
the American pattern.” 

Only a few years ago the bulletin boards 
of the United States Food Administration 
reminded us forcibly that “Food will win 
the war.” Can we not say today with 
even greater propriety that food will help 
to make our youth fit for the pursuits and 
enjoyment of peace? 


The Pressing Problems 


The pursuit of science brings questions 
as well as answers to its devotees. Some 
of the limitations of our knowledge of 
nutrition have already been stressed in- 
cidentally. Innumerable problems still 
beset us. It is ‘the expressed purpose of 
this review to formulate some of them, 
and perhaps point the way to future 
profitable investigations, The comments 
that follow at random are at best selected 
additional illustrations of current uncer- 
tainty presented in somewhat cryptic 
form. 

Optimal Growth.—We need to secure 
better criteria of optimal growth and nu- 
trition (26). 

More should be known about the com- 
parative growth and development of or- 
gans and tissues in relation to the in- 
creasing size of the body as a whole. 
Mind and body need to be considered in 
this integration. There must be no con- 
fusion on the terms average, normal, max- 
imal and optimal in reference to human 
structure and function. 

Goal of Infant Feeding.—“The goal of 
infant feeding is not to equal mothers’ 
milk but to surpass it in excellence” (27). 

Energy Requirement.—“It is highly im- 
portant that the studies of undernour- 
ished children should be continued until 
greater definiteness is attairied regarding 
their energy requirements for mainte- 
weeee and for a desirable rate of gain” 
(28). 

Replacement of Food Components.—We 
need to learn more about “the effects of 
changing the various food components, 
replacing one with another, on the de- 
velopment of the body when the total 
caloric needs are supplied” (29). 

“Physiologically Rare” Elements.—We 
need to ascertain whether some of the 
inorganic elements like copper, manga- 
nese, fluorine and silicon that occur in 


traces more or less consistently in both 


the .body and the food of man are chance 
contaminants or actually fulfill some 
physiological function. The recent in- 
vestigations on the possible function of 
copper in blood pigment formation illus- 
trate the current uncertainties. Should 
iron gr copper be administered to small 
babies soon after birth (30)? Allied to 
such considerations is the question of pos- 
sible detriment from larger or smaller 
inclusions of what have been designated 
as the “physiologically rare elements” in 
the intake of food and drink. In several 
instances commercial prejudices have 
been permitted to acquire widespread 
publicity. Objective, unbiased, exhaus- 
tive, convincing information is needed— 
particularly in an age when manufacture 
and processing of food products has been 
so radically altered that addition or sub- 
traction of ingredients, intentionally or 
otherwise, is not uncommon. 


Todine——In this connection the prob- 
lem of goiter prophylaxis may again be 
recalled. Iodine has become available in 
more than customary proportions in 
drinking water, table salt and foods of 
great diversity of origin, and in milk— 
in the latter case particularly with the 
connivance of the cow. Wherein do safety 
and sanity reside in the goiter prophylaxis 
program for children? Demobilization of 
iodine during infections and toxemias 
has recently been alleged to occur. One 
of our essayists (31) has therefore urged 
that the relation of iodine intake to sus- 
ceptibility to infection should be investi- 
gated further. 


Unrecognized Essentials—What assur- 
ance have we that the essentials of bod- 
ily welfare are adequately supplied under 
all conditions of physiological stress by 
the 35 “simple substances” already al- 
luded to? Are there essential fatty acids 
that must be supplied in the diet because 
they cannot be produced de novo by the 
animal organism? Is there really a “fat 
minimum” as there is a “protein mini- 
mum” in successful nutrition? In the 
preparation of some of the present-day 
proprietary infants’ foods—products so 
numerous and presented with such con- 
vincing claims that the physician and 
mother alike are bewildered as to choice— 
there is considerable “juggling” with fats 
in novel ways. Novelty should not be a 
bar to recognition; but are we on safe 
ground in the ready acceptance of the 
newest commercial tendencies? 


Phospholipins and Sterols—When shall 
we be prepared to penetrate the dense 
cloud of ignorance that still surrounds 
the role of phospholipids and sterols in 
the body and their importance in the 
diet? Today our reviewer (32) is forced. 
to be content with the statement that 
they “are apparently of vital importance 
and are found in definite quantities in 
all tissues.” Nothing more? 

Which Carbohydrate?—Which supple- 
mentary carbohydrate shall baby receive? 
Shall it be alpha lactose, beta lactose, su- 
crose, invert sugar, maltose, fructose, glu- 
cose, dextrins or starch? And why? 
All of them have devotees. The styles 
in choice seem to come in cycles. Is there 
no rationale to this seemingly simple 
question? One of our essayists (33) has 
expressed what is probably a safe gen- 
eralization, as follows: 

“For children beyond the age of infancy 
starch possesses certain distinct advan- 


tages over sugars as a source of carbo-* 


hydrate. It is not so readily fermented 
and is absorbed more shame. ue that the 
organism is not flooded with carbohydrate 
at any one time. Starch is less likely to 
upset the digestion and is free from the 
disadvantages of the excessively sweet 
taste of sugar. Starch is a little cheaper 
than sugar. There appears to be general 
agreement that at least one-half of the 
total carbohydrate intake of older children 
oe be in the form of starch of some 

Inasmuch as carbohydrates are in gen- 
eral a nonspecific class of food and serve 
primarily to supply the energy require- 
ments of the body, the form in which they 
are presented to the older child may be 
determined by other considerations, such 
as the needs for accompanying vitamins, 
minerals, roughage and the like. 

But what about baby? Will she die or 
thrive on bananas? 

Acidosis and Ketosis—Has the final 
word about acidosis and ketosis been writ- 
ten? This thought is awakened by the 
foregoing comments on fats and carbohy- 
drates—substances involved in ketogenesis, 
its relief and prevention. Does diet beckon 
where drugs fail? 

Intermediary Metabolism—kKetosis is 
only one aspect of the largely unexplored 
domain of intermediary metabolism in 
which are transacted all of the chemical 
changes that nutrients undergo from the 
time of their absorption until the elimina- 
tion of their degradation products, normal 
or otherwise. What a grand vista would 
be disclosed if we could lift the curtain of 
ignorance that still conceals from us how 
sugars and fatty acids and amino acids 
comport themselves in the ceaseless chem- 
ical transformations that constitute life? 

Vitamin Research.—Who shall venture 
to say that the vitamin story is now a 
closed chapter in our knowledge of nutri- 
tion? The chemistry of the varied vita- 
mins, their actual composition, their meta- 
bolic migrations, the precise mode of their 
function, the ultimate possibilities of syn- 
thesis, the preferred sources, their interre- 
lations—these are some of the engrossing 
themes that challenge the best research 
talents. When such problems are solved 
there still remains the pressing quantita- 
tive questions. Ev2ryone is asking “how 
many” and “how much” at a time when 
new facts are accumulating slowly and 
our information is in a state of flux. Are 
there possibilities of “too much” as well 
as “too little’ in our daily vitamin quotas? 
The experiments with irradiated ergosterol 
justify tempered statements. Hunger, ap- 
petite, anorexia, intestinal motility, satis- 
factory lactation, epithelial normalcy— 
these and many other functions seem to 
be linked with adequate vitamin supplies; 
yet who will venture, in wisdom, to give 
trustworthy advices? We speak glibly of 
vitamin E, the “fertility” vitamin, before 
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human evidence is fully assured. How 
fortunate that many young investigators 
are now devoting their efforts to secure 
helpful information where the need is so 
imperative! 

Psychology.—A physiologist will venture 
with trepidation, if at all, into that vast, 
vague field designated psychology. He may 
admit that there is a psychology of diet, 
but his interest will be limited to inquiry 
rather than pronouncement. That is why 
I prefer to permit one of our colleagues 
(34) to speak for me on this subject. He 
summarizes his contribution in these 
words: 

The accumulation of a vast amount of 
new knowledge concerning an adequate 
diet has placed the emphasis on the phys- 
ical to the exclusion of the psychological 
aspects of nutrition. Much of this knowl- 
edge has been gained in the experimental 
laboratory, and has been most actively 
disseminated by those who know little or 
nothing of the psychology of children. So 
many new ideas for careful thought have 
been given us in so short a space of time, 
that there is much mental indigestion both 
lay and professional. If only the child 
were a hopper into which the proper in- 
gredients could be poured, to be mechani- 
cally ground into an optimal predeter- 
mined result, the problem would be simple 
and very satisfactory. As it is, the child 
has a peculiar complex little psychology 
of his own, with many strange little quirks 
and twists that must be duly heeded or 
it will nullify much that we have gained 
by this increasing knowledge of food 
values. Above all, we must bear in mind 
that he has an individuality of his own 
which is different entirely from the indi- 
viduality of adults. There is something 
biologically primitive about him that can- 
not be rapidly transformed into the more 
stereotyped requirements of conventional 
society of adults, and particularly of a 
social order that is now moving so swiftly 
that even the adult is floundering in his 
efforts to keep pace with it. 

In the words of the columnist: “Believe 
it or not, it sounds good to me.” What- 
ever our attitude toward behaviorism or 
other ’isms may be, the members of this 
committee will, I am confident, agree with 
the doctrine of the German sage who 
wrote: 

Derjenige der die Ernaehrungswissen- 
schaft erforscht der arbeitet auf breiter 
Basis fir die Férderung der Menschheit 
(Applause.) 


Minerals in Nutrition 


CHAIRMAN MURLIN: As I look over 
the topics of the short talks which are to 
be given, they seem to be of two kinds. 
One kind stresses some important aspect, 
indeed a strategic aspect of nutrition for 
children; the other concerns some topic 
of nutrition which is as yet little under- 
stood. 

You have heard from Dr. Mendel that 
there are ten mineral substances of im- 
portance in nutrition. Our first paper is 
on this subject, on the importance of 
minerals in nutrition. The paper is writ- 
ten by Dr. Alfred T. Shohl associate pro- 
fessor of pediatrics, Western Reserve Uni- 
versity. Unfortunately Dr. Shohl is not 
able to be present, but his paper will be 
read by Dr. Franklin C. Bing. 

Dr. Franklin C. Bing, of Western Re- 
serve University, read the paper prepared 
by Dr. Shohl, as follows: 

Nearly 100 years ago the chemist Pront 
suggested that the inorganic salts, such as 
might be found in the ash of milk, should 
be classified among the important groups 
of foods. Later work has abundantly 
proved thé necessity fo minerals in the 
diet. The inorganic elements that occur 
in natural foods are well known to serve 
as a source of materials for proper bone 
and blood formation, and to play an im- 
portant role in regulating the vital activity 
of the tissues. But only recently has it 
become fully appreciated that all of the 
inorganic elements, except sulfur—which 
is primarily connected with protein metab- 
olism—need not be furnished to the body 
as complex organic compounds, but could 
be utilized if given in the form of com- 
mon inorganic salts. The thorough stud- 
ies of McCullum on phosphorus and of 
Marine on iodine may be cited as classic 
examples of this important, practical fact. 
Such knowledge has simplified consider- 
ably the problems of mineral additions to 
the diets of children. 


Caleium 


The importance of calcium and the re- 
quirements for this elment have been em- 
phasized by the studies of Sherman_and 
others for a number of years. The never 
developments in this field, that could have 
been. achieved only by means of animal 
experiments, have demonstrated an inter- 
dependence of calcium and phosphorus, 
and a regulation of the intermediary me- 
tabolism of both elements by means of 
vitamin D. It now appears certain that 
prolonged administration of calcium may 
result in harm, unless the calcium is ac- 
companied by a physiologically equivalent 
amount of phosphorus. Moreover, it would 
seem that proper evaluation of the quanti- 
ties of calcium and phosphorus and other 
minerals required by children of different 
ages, can only be secured by chemical 
studies that take into consideration the 
complex interrelationships of different 
dietary units. These difficulties of technic 
and interpretation are considered in the 
lengthy report of the Committee. 

Professor Mendel has expressed a word 
of caution regarding those inorganic ele- 
ments that are present in but minute 
amounts in foods and body tissues. The 
recent demonstrations of the physiological 
effects of traces of certain elements, such 
as copper, may result in applications to 
infant feeding that reflect our zeal rather 
than our knowledge. It is true that iron 
and iodine have attained a sure foothold 
among the important desiderata of prac- 
tical dietetics. The full significance to in- 
fant nutrition of the other eight or more 
physiologically rare elements, described in 
the Committee’s report, is one of the fu- 
ture developments that will be awaited 
with considerable interest. . 

In closing, Dr. Shoh! has pointed out the 
unique debt that medical practice owes 
to chemical physiology and gnimal ex- 
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perimentation. In the hands of Dr. Men- 
del and other masters of the field, the 
white rat has served to elucidate many 
of the fundamental problems concerning 
the scope of the minerals in nutrition. 
(Applause.) 

CHAIRMAN MURLIN: In a country 
where one must drink water in order to 
be a good citizen, we should know more 
about the place of water in nutrition. This 
topic is to be discussed for us by Dr. Irvine 
McQuarrie, department of pediatrics, Uni- 
versity of Minnesota. (Applause.) 

DR. IRVINE McQUARRIE: Members of 
the Committee and Friends: I feel in talk- 
ing ‘about water that I am almost to make 
a crusade for a substance which because 
of its great cheapness is more neglected 
in the consideration of the nutrition of 
the child, or of any human subject for 
that matter, than any of the other sub- 
stances. 

Dr. Mendel’s masterful review of the 
subject of nutrition is quite typical of the 
literature generally with its reference to 
water, recognizing the importance of it, 
but passing over it rather quickly to these 
other phases of nutrition which have seen 
stampedes in their direction. It is quite 
impossible for one voice or a number of 
voices to stampede the American people 
toward water. We know that from 10 
years’ experience. But I would like to 
emphasize the importance of it from cer- 
tain angles that have been neglected until 
very recently. 


Importance of Water 

If one stops to consider that the hu- 
man body in its mass is 93 to 96 per cent 
water, depending upon the age of the 
individual, one can see how very Impor- 
tant water is. Then when one recalls, too, 
that the greater the content of water, 
the more rapid the growth period, that 
is, the more rapid the growth period, 
the greater-the content of water, one 
can again see its importance. If one 
places a fertilized ovum of some sea ani- 
mal in tap water and watches the growth, 
one can see that the weight multiplies one 
thousands times perhaps. That is. the ani- 
mal develops in spite of there being no 
other nutritive thing present except water, 
in addition to the things already present. 
A good portion of that water becomes 
what is called living water, which em- 
phasizes its importance. When one consid - 
ers, as has been considered by Henderon 
and Bayliss and others, the unique physi- 
cal and chemical properties ef water, this 
all become very clear. The support that 
water gives to all the other factors of 
nutrition should have mention. This is 
evident from the various fuctions that 
water plays in the body from the time 
that the food digestion begins. Its ab- 
sorption and transport throughout the 
body and its excretion from the body all 
depend entirely upon water. Another 
great function is that of regulating the 
body temperature. 

I mention these simply to indicate the 
relationship water has to growth and de- 
velopment in children. Any pediatrician 
who goes into the new-born ward or to 
the premature room or the room where 
Sick infants are kept, can see what hap- 
pens to the weight curve and the growth 
curve if water is limited to a certain 
extent. One can have all of the other 
materials, all the other factors essential 
for growth, but leave water out, that is, 
be a little below the law of minimum for 
water and growth will not take . place. 
We know that children who are placed on 
dehydrated diets for various reasons can 
be taught within a very short time to 
take very small amounts of water to es- 
tablish the water balance on such a low 
level that there is no fever from it, but 
still the weight curve remains stationary. 
The child adapts himself to this low water 
intake, forms a new habit and then seems 
more or less contented with it. | 

There are many problems still to be 
solved in this field. Those that deal with 
metabolism of water, how water develops 
in its living state and becomes a part of 
the body are not known. The factors that 
regulate water metabolism in the body, 
the endocrine factors, nervous factors and 
mineral factors, as well as certain others, 
have not yet been appraised and demand 
immediate study. (Applause. ; 

CHAIRMAN MURLIN: The next topic 
is a consideration of coffee, tea and 
cocoa in the nutrition of children, by 
Dr. Lydia J. Roberts, associate professor 
of home economics, The University of 
Chicago. (Applause.) 


Coffee, Tea 

DR. ROBERTS: Mr. Chairman, Ladies 
and Gentlemen. When considering the 
question of coffee, tea and cocoa for 
children it must be remembered that no 
experimental work has been done on 
children. The conclusions for them have 
been drawn from work on animals and 
adult humans. 

There is therefore, far from complete 
agreement among experimenters as to the 
physiological effects of caffeine and theo- 
bromine, the active principles contained 
in these beverages. If we sift the mass of 
evidence, however, it is agreed that these 
substances are drugs that produce definite 
physiological effects upon the body, the 
effect depending upon the amount given, 
the method of administration, the condi- 
tion of the subject, and upon individual 
differences. The effeets which it is uni- 
versally agreed follow the administration 
of caffein and therefore of coffee or tea, 
are: an increased metabolism or energy 
production; an increased rate of respira- 
tion; a considerable diuresis, and muscu- 
lar and a nervous stimulation. A tolerance 
may be developed by continued use of 
the drug, and a cross tolerance is thereby 
acquired for theobromine and related sub- 
Stances. Theoretically; the additional tan- 
nin in tea may have an unfavorable 
effect on digestion but convincing proof 
of such effect for moderate amounts of 
tea is not available. Since the chief 
effects of the two beverages are similar, 
they will be considered together. 

While authorities are not agreed as to 
the ultimate effect of moderate use of 
these stimulants by normal adults, they 
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are agreed that their use by children is 
contra-indicated. The reasons are obvious, 
if we consider the effect of superimposing 
the stimulation of the drug caffein on 
the already highly active life processes 
of the child. 

The energy needs of the child, for ex- 
ampie, are already so high that it is 
often difficult to provide enough food in 
concentrated form to cover them. Tak- 
ing coffee stimulates the metabolism and 
increases these needs still further. But 
coffee itself provides no energy save that 
furnished by the cream and sugar it con- 
tains; instead it usually takes the place 
of milk or other food. Thus by raising 
the metabolism, and by replacing other 
food coffee may cause a deficit of several 
hundred calories, and thus contribute to 
underweight. But coffee acts also as a 
nervous and muscular stimulant, and as 
a diuretic. These may lead to overactiv- 
ity and fatigue, to hyperirritability, or in- 
stability of the nervous system and to a 
sleep shortage. Again the energy needs 
are increased, while the food intake is 
apt to be reduced. It is not surprising 
therefore, that underweight has been 
found repeatedly in health surveys to 
be more common in coffee and tea drink- 
ers thah irf those not using these stimu- 
lants. 


Practically whether or not coffee is 
harmful in a given case depends on the 
amount given, on whether increasing 
amounts are demanded, on whether a 
tolerance is developed, and on whether 
it replaces milk. “Coffee,” as recorded 
in health surveys, is by no means a uni- 
form beverage. It may mean anything 
from milk flavored with one to two ta- 
blespoons of coffee brew or coffee much 
diluted with water, to coffee of adult 
strength. The caffein content thus 
ranges from less than .02 gm. to .12 gm. 
or higher, the latter amount being an 
adult therapeutic dose. Whether the 
small quantity of caffein in these coffee- 
flavored beverages is harmful is not 
known. The chief harm of such use per- 
haps lies in the fact that it develops a 
taste for coffee, which is apt to be de- 
manded in in¢reasing amounts. It is pos- 
sible of course that smail doses of caf- 
fein gradually increased may develop a 
tolerance in a child to moderate amounts 
so that the stimulating effects are mini- 
mized. In such case the harm might 
be negligible if adequate milk and other 
foods are consumed. 

Practically, however, coffee has the ten- 
dency to replace milk and other real 
foods as has been shown in numerous 
surveys, and thus reduces the total food 
intake, as well as the mineral and vita- 
min containing foods. While education 
concerning the unsuitability of coffee and 
tea for children, therefore, should continue, 
the emphasis should be placed on the 
positive teaching of the importance of 
milk and other foods in the diet. If these 
are adequate coffee will almost auto- 
matically be decreased. 


Cocoa 

The points which have been stressed 
for coffee and tea are generally recog- 
nized by health workers and the use of 
these beverages by children discouraged. 
The practice is not so uniform, however, 
with respect to cocoa, which is excluded 
by some authorities as are tea and coffee, 
and allowed or prescribed by others. 


Cocoa contains the active principle 
theobromine, a chemical compound closely 
related to caffeine both in chemical struc- 
ture and in its physiological effects. Ac- 
cording to numerous authorities theo- 
bromine differs from caffein chiefly in 
that it is a more powerful diuretic but 
has less effect on the central nervous 
system. Practically, therefore, we should 
expect the effects of cocoa on the child 
to be similar to those of coffee or tea 
if taken in the same“amounts under sim- 
ilar conditions; though it might have 
less tendency to produce nervous stimu- 
lation and sleeplessness. Actual compu- 
tation of the food value and alkaloid con- 
tent of cocoa made by different recipes 
as compared with coffee shows that a 
cup of relatively strong cocoa made with 
water, plus sugar and cream added, is 
about equal in calories and alkoloid con- 
tent to a cup of coffee adult ‘strength. 
While cocoa made of milk with one-half 
tablespoon of cocoa, is equivalent to milk 
flavored with 2 tablespoons of coffee brew 
(025 to 2 gm). Any preference for co- 
coa over coffee or tea would therefore 
need to rest upon its more common use 
to flavor milk rather than to replace it 
and its lesser tendency perhaps to be 
used regularly and in increasing amounts. 

It should be remembered, however, that 
all these beverages are stimulants, and 
that it is unnecessary and probably un- 
desirable to start the habit of having any 
of them, at least in the earlier years. 
(Applause.) 

CHAIRMAN MURLIN: You have heard 
from Dr. Mendel that it is the ambition 
of one of the reviewers in this Conference 
not really to make milk as good as 
mother’s milk, cow’s milk as good as 
mother’s milk, but to even surpass mother’s 
milk. Whether the next speaker is going 
to tell you how to surpass mother’s milk, 
I am not sure, but I am sure-he will be 
able to tell you the latest information re- 
gard “The Modification of Milk for Infant 
Feeding.” Dr. Grover F. Powers. professor 
of pediatrics, Yale University. (Applause.) 


Milk Modification 


DR. POWERS: Mr. Chairman, Ladies 
and Gentlemen: In the past, modification 
of milk for the artificial feeding of in- 
fants was guided in practice by a mixture 
of clinical experiences and theoretical de- 
ductions from laboratory data. From these 
data it was often concluded that certain 
clinical phenomena took place, or “ought” 
to take place, because milk had this or 
that chemical or bacteriological charac- 
teristic, or reacted in this or that manner 
in a test tube. Seldom was it realized 
that clinical observations were often in- 
complete and inaccurate, and laboratory 
data but partial manifestations of the 
truth. But there has emerged in recept, 
years, with the progress of laboratory 


studies, conscientious efforts to get away 


from beclouding clinical phraseology, to 
appraise accurately clinical experiences 
and to state problems in significant terms, 
As a result, laboratory studies, instead of 
leading to clinical confusion, have broughi 
understanding of old observations and ac- 
curacy of approach to the new. 

In the time at my disposal I can but 
state some of the important, broad con- 
ceptions held at this time on milk modi- 
fication. 

First of all, the fluid in an infant's food 
is now considered with relation to the 
metabolic requirements of the organism 
for water, and not solely as an adjuvant 
to the digestion of food elements. The 
experience of many observers is in agree- 
ment that food of greater caloric concen- 
tration than human miik can be given 
to infants safely and, in certain disorders, 
with benefit to the patient hardly to be 
achieved in any other way. The require- 
ment of the individual child for fluid 
under the multifarious interacting fac- 
tors of disease. food, temperature, hu- 
midity cannot as yet be stated in exact 
terms. 

From clinical experience it seems very 
likely that the majority of infants thrive 
best on milk when it is so modified for 
them that between 10 and 20 per cent of 
the total calories are in protein, between 
15 and 30 per cent in fat and between 
40 and 65 per cent in carbohydrate. 


Denaturing Milk 


Next, we should emphasize that though 
the milk of many mammals has been used 
as food for infants, success has consist- 
ently accompanied the use of these milks 
only when they have been more or less 
denaturized. With cow's milk in particu- 
lar, this process has been accomplished 
in a variety of ways. Budin showed that 
the cooking of cow's milk greatly en- 
hanced the value of the milk in the feed- 
ing of infants. Similarly, investigators 
have fed milk which has been alkalinized, 
acidified, peptonized, treated with colloids 
by the addition of starch solution or gela- 
tine, concentrated or dried, with a grow- 
ing realization that however dissimilar 
some of these processes and however di- 
verse the changes produced by them in 
the milk, one effect on the milk common 
to all is brought about such that when 
the milk is acted upon by rennin, the 
protein is precipitated in finer curds than 


is the case with raw milk. The degree 
of fineness varies with the particular 
method of denaturization used. It is be- 
lieved that this change in the protein 


accounts in part for the favor which milk 
so modified has met in the feeding of 
infants. Furt study is desirable to de- 
termine the extent of alteration by these 
denaturizing precesses of the antigenic 
properties of the milk proteins. : 

It must be evident that many other al- 
terations in the constituents of milk 
brought about by methods of denaturiza- 
tion may well have important physiologi- 
cal significance. The change in the buffer 
value demonstrated by Marriott and Da- 
vidson for acidified milk is but one exam- 
ple of the investigations already carried 
out and of others yet to be made. 

From the standpoint of facility of caloric 
supply it is desirable to have fat in the 
food. Why are fats otherwise desirable? 
The answer to this question is inadequate. 
The fats carry certain vitamins and pro- 
vitamins, but these are now available in 
certain fat-free concentrates or other 
forms. Burrs’ work, without confirmation 
by others as vet, I believe, suggests that 
certain fatty acids are necessary in the 
body economy. The fats are intimately 
associated with water, mineral, phosphe- 
lipid and sterol metabolism. We have, 
therefore, suggestive evidence that, ordi- 
narily. cow's milk should not be so modi- 
fied for infants that the fat complex is 
completely removed. On the other hand, 
clinical experience supports the belief that 
a Jarge amount of fat is not handled well 
by most infants artificially fed, and that 
the limitation, as already set forth, is ap- 
parently correct. ; 

In regard to carbohydrates, clinical ex- 
perience has demonstrated that additional 
amounts should be added to that in the 
milk. Indeed, one observation seems very 
clear, namely, that if the protein, mineral 
and vitamin content of the food are ade- 
quate the carbohydrate content may with 
safety reach proportions only commonly 
practiced in the past by the use of sweet- 
ened condensed milk. The harmful ef- 
fects of that food are now recognized to 
be due not to the high carbohydrate con- 
tent per se. but to lack of balance with 
essential structural food constituents and 
vitamins. 

Carbohydrate Content 

Lactose, sucrose from cane, beet or ba- 
nana, levulose in fruit juices and in honey, 
dextrose, maltose, dextrins and starches, 
all have a greater Or less place in infant 
feeding. Differences in cost, taste, digest- 
ibility, rates of absorption, osmotic pres- 
sure, nutrient influence on bacteria, are 
some of the points on which we should 
like exact data so that we might select 
the optimal carbohydrate or combination 
of carbohydrates for the infant. Unfor- 
tunately, as Marriott points out in his 
report to this Conference, “There are few, 
if any, carefully controlled clinical obser- 
vations on the intestinal tolerance to the 
various sugars and most of the statements 
made appear to be based only on general 
impressions.“ 

Too much emphasis has been placed on 
the fact that the milk sugar of all animals 
is lactose. Since the physiologically pre- 
ferred sugar of the body cells is dextrose, 
one would not expect an accumulation of 
that sugar in a secretion like that of the 
mammary gland. But why lactose rather 
than some other. carbohydrate we do not 
know? The question presents itself, is 
there a minimal requirement for lactose? 
A few pertinent data such as these may 
be given; that lactose, because of pro- 
longed acid fermentation favors calcium 
absorption and that a lactose derivative— 
gelactose—enters into the structure of the 
glycolipins of nerve tissue. If milk is the 
basis of the infant's food the lactose so 
xziven almost certainly meets the minimum 
requirements for that substance. The 
matter then becomes of importance only 
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in the construction of milk-free foods for 
infants, a problem of growing interest to 
pediatricians. 

The advantages of a mixture ot carbo- 
hydrates when any but small amounts are 
used, probably rests on solid ground. Since 
a variety of enzymes are required for the 
digestion of a variety of carbohydrates, 
the absence or reduction in amount of any 
specific enzyme will likely be associated 
with less digestive disturbance if isoca- 
loric amounts of this food element are fed 
as a mixture of carbohydrates rather than 
as a single sugar or starch. Moreover, 
under such circumstances the availability 
of the products of digestion for absorption 
are spaced, the varied influences on bac- 
teria and yest of different nutrients is 
achieved, and the hydrogogic effect of the 
milieu is lessened. It seems probable that 
starches in calorically effective amounts 
befere the infant is six months of age, 
are not valuable even if not demonstrably 
harmful. It is supported by clinical ex- 
perience, however, that small amounts of 
starch and proximate starch derivatives 
are desirable in the modification of milk. 
That a finer curd and a more demulcent 
mixture is achieved thereby, seems certain. 


Laxative effects are probably promoted 
by increasing the relative proportion of 
malt sugar over others, but it is important 
to recall in this connection that many of 
the commercial products containjng mal- 
tese are not only mixtures ,of sugar and 
starch derivatives but of safts and other 
substances largely unidentified, which may 
well be a source of the laxative action. 

In the various processes concerned in 
milk modification it has been appreciated 
that the end product is comparatively 
peer in vitamins A, C and D. Most pedia- 
tricians have believed that the B complex 
was present in adequate amounis in the 
milks used. However, I think this matter 
should be given careful study and that 
the vitamin B complex in some concen- 
trated form may often be a d>sirable ad- 
dition to the diet, particularly in conVa- 
lescent children. For example. Cowgil] has 
shown that the vitamin B requircment of 
dogs is greatly increased when the animals 
are given large amounts of water. Such 
may well be true of infants convalescent 
from a severe diarrhea with d°hydration 
who have been given large quantities of 
fluid. 





Sick Infants 


In my remarks I have med> little; if 
any, distinction between mod ‘ication of 
milk for the sick infant anc. that for the 
well. Disorders such as colic. hyperirri- 
tability of stomach and intesiin>, consti- 
pation, hydrolability, hypertonic‘iv. caries 
of the teeth and many other dis'urbances 
knewn and unknown may wel! be due to 


our lack of finesse in adapting milk mix- 
tures. There is another sid: to the pic- 
ture, however. When caloric intake is 
adequate and the principles of ilk modi- 
fication as already set forth > practiced, 
many types of vomiting and indigestion, 





so-called, which in the past seemed to 
require some almost magic type of milk 
adaptation for successful troetment are 


no longer observed. Some o°h-r seeming 
digestive disturbances are now recognized 


to be fundamentally behavior problems 
and respond to treatment more satisfag- 
tovily when therapeusis is approached fr 

the angle of the psychologist rather than 
frem that of the nutritionist Further- 
mere, many conditions which are often 


said to require special modification of milk 
really require rest of the gastro-intestinal 
tract and restitution of blood volume and 
tissue fluid. The primary cause of the 
illness is frequently not in the alimentary 
tract but, rather, a disturbanc? elsewhere, 
often an infection, precipitating enteric 
symptoms. Thus i¢ would appear that 
when the physically sick infant is really 
prepared te digest food of any kind, he 
is usually able to handle almost any in- 
telligently modified milk mixture. ‘(Ap- 
plause.) 

CHAIRMAN MURLIN: We are so ac- 
customed to hear the praises of milk as 
feod that I am sure you will be suprised 
te know that milk has some shortcomings. 
Dy. Icie G. Macy, of the Merrill-Palmer 
Seheol, Detroit, will discuss this topic, 
“The Shortcemings of Milk.” (Applause.) 

DR. MACY: Mr. Chairman, Ladies and 
Gentlemen: One of our interpreters of 
nutrition has said that “Nowadays every- 
one is boosting milk as the nutritive savior 
ef mankind.” Though bringing milk to 
the attention ef the public as the most 
nearly perfect single food doubtless justi- 
fied this conclusion, its present established 
position as an indispensable food allows 
us to point out its shortcomines when un- 
supplemented. 


Among the advantageous components 
that place milk in the front rank of 
nutsient preducts, the vitamins are usually 
emphasized. True, milk contains these food 
factors; but the early Impressions of its 
extreme richness in vitamins have not 
remained without some disappointment. 
Much uncertainty exists as to the vitamin 
B content of milk, and its vitamin A and 
C content is known to vary considerably. 
Many articles of food exceed milk with 
respect te the content of one or another 
of the vitamins, though few individual 
food products exhibit an equal variety of 
themt. A partial explanation, at least, of 
the eenfusion about the vitamin content 
of cow's milk lies in the character of the 
diet of the lactating animal: for to a 
certain extent the vitamin content of cow’s 
milk depends on the vitamin content of 
the cow’s ration. 


Shortcomings of Mitk 


Milk carries no exceptional factor of 
safety against certain deficiency dis- 
orders. The eow that does not receive 
sufficient vitamin D is not able to secrete 
the antirachitic substance in sufficient 
quantities to cure or allay the progress of 
clinical rickets. Breast-fed infants de- 
velop rickets during the later Winter 
months because their mothers do not re- 
ceive enough vitamin D either during 
pregnancy or lactation. Both breast-fed 
and artificially-fed infants my develop 
rickets when. on an exclusive milk diet; 
consequently milk, whether breast or cow's 
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miik, cannot be said to be without its in- 
adequacies as an infant food. 

Operating to affect the vitamin C con- 
tent of milk are the feeding practices of 
dairymen and the treatment of th> milk 
between production and consumotion; 
namely, ceitein factors which may result 
in oxygenotion—the temperature at which 
the milk is kept, the type of container in 
which it is stored, making catalytic oxida- 
tion a possibility, and such practices as 
straining. ce-king, and pasteurization and 
repasteuri72ticn. 

Milk is the nearest approach to a perfect 
fodd that we possess. It would be un- 
fortunate if misinformation in the lay 
literature ard a failure to evaluate prop- 
erly the relotive significance of experi- 
mental obs:rvations should result in a 
decrease in the use of milk. On the other 
hand, it is well known that every person 
cannot tolerate large quantities of milk 
without anot>xia and other untoward con- 
ditions resul‘ing. 

Poor Source of ledine and Iron 


A definite knowledge of the fat. car- 
bohydrate, and protein of milk is impor- 
tant in evaluating it as a food. Nev-orthe- 
less the im -rtance of these elements has 
been overes!imated and that of the chem- 
ical elements, the vitamins and mineral 
salts, has be. undervalued. These ele- 
ments have been studied with sufficient 
thoroughness to convince us of their great 
and indisp2A:oble value. Some are of more 
importance thag others; among these are 
iodine, iron, calcium, and phosphorus. All 
milk is a rc"atively poor source of iodine 
and iron, th-uth milk from some locali- 
ties may be 5 to 10 times richer in iodine 
than from ~« “er localities. Furthe:, the 
possibility of a loss of iodine through the 
vigorous he-<ing of cow’s milk has been 
brought to n> According to the dura- 
tion of heating, 20 per cent or more of 
the iodine of milk was found to be lost 
through velijization during the heating 
process. On the supply of the elsment 
left in the ilk after this process, the 
artificially-f:d infant must depend for its 
proper thy:c‘d development. ; 

Attention is directed to reports which 
recommend an increase in the iodin> con- 
tent of the focd of the milk-producing 
animal, for the purpose of increasing the 
quantity of. icdine as well as the fat con- 
tent of the milk. Excessive amount of 
iodine in the milk may involve dangers 
for the consumer, especialy for iodine 
susceptib!e persons.in regions where goiter 
is endemic: 

Textboo!:s have long stressed the fact 
that milk is comparatively poor in iron. 
Restricting thir ration to cow's milk can 
bring about onemia in animals. Evidently 
milk cannot be converted into a good 
source of iron by varying the ration of 
the cow. 

As milk is a relatively poor source of 
iron, it becomes of importance to inquire 
whether the infant is always born with 
a@ rich surplus of iron and whether it is 
unnecessary. therefore, to consider the 
iron of the dict during the period in which 
milk serves 2s the infant’s only focd. It 
must be admitted that milk as a food in 
anemia is much inferrior to many meat 
products in the measured capacity to pro- 
duce hemo*lobin under controlled experi- 
méntal conditions.. Physicians are warned 
to keep this in mind in the dietary con- 
trol of simnie anemias, particularly in 
anemic childzen, who are often treated 
with a dict rich in milk, the poorest pos- 
sible focd fcr rapid blood regeneration. 

The quortity of proteins in milk may 
not always be in the right proportion for 
the nourishment of every individual. This 
is well illustrated in the use of protein 
milks and whey milks in infant feeding. 

More Knowledge Needed 

It seems to be generally believed now 
that if most of the cows in a herd‘ fall 
off markec!y in milk yield, their rotions 
are in some respect deficient. One cannot 
study these modern investigations on 
domestic 9n mals without gaining the im- 
pression that perhaps clinicians res»oonsi- 
ble for the cav2 ef lactating mothers. have 
given all tco little attention to possible 
analogies to the case of the human mother 
in’ the newer information regarding such 
factors. 

We cannot afford to be complacent 
about our present knowledge of foods. 
Knowledge in this fleld is changing along 
with other fundamental things in life. 
Even atout the age-old food, milk new 
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facts ar> being discovered. All milk is not 
We are finding that the quality 


alike. 


us Fourth Joint Session of the Section 
on Medical Service of the White House 
Conference cn Child Health and Protec- 
tion convened in Constitution Hall, Wash- 
ington, D. C., at 9:30 o’clock, Hon. Ray 
Lyman Wilbur presiding. 


CHAIRMAN WILBUR: Our program 
this morning concerns the summaries of 
the Findings and Recommendations of the 
Committzes. The first report is from 
Committee A—Growth and Development, 
by Dr. Kenneth D. Blackfan, Chairman. 
(Applause2.) 

DR. BLACKFAN: Mr. Chairman, Ladies 
and Gentlemen: In this summary we shall 
be’ content w:th presenting a few general 
impressions which emerged from a con- 
sideration of the material of our Co:nmit- 
tee as it pascd through our hands and took 
final form in the course of mutual criti- 
cism among members of the Committee. 
Then we may make bold to point out what 
seems to be some of the outstanding needs 
for the future, and direct your attention 
to certain points of view and broad groups 
of problems. In the completed report are 
indicated, as far as is possible, the gaps 
that exist in present procedures and sug- 
gestions as to how they may be filled 
The workers in the field of child health 
are referred to this volume for a more 
detailed presentation of our present knowl- 
edge respecting the growth and develop- 
ment of children. 

The outstanding fruitful accomplish- 
ment of the Committee on Growth and 
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of milk depends upon a variety of factors; 
among these, envionment and the physio- 
logical make-up of the maternal organism, 
as-well as diet, are important. 

Milk is a varia food and may fall 
short of being an jvate food and hence 
may fail to meet ati the neecs of the child. 
Recent studies indicate t ugh direct de- 
termination how the cx vy of milk may 
vary in chemical cons*iituents and biolog- 
ical properties. The son of the newer 
information is that due avtention needs to 
be paid, perhans to an extent not here- 
tofore properly real , to the diet ‘and 
environmental con ms of the lactating 
mother, so that may better be enabled 
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to produce satisfactory milk throughout 
the lactation pericd. ‘Appl 
CHAIRMAN MURLI 


carefully the advevi 
day, you are awar 3 
sunshine. What is the 
importance of irra 
to hear on this topic 
erers of this impor on* rew development, 
“The Activation of Food by Ultravioiet 
Light,” by Dr. Aiired Eess, clinical pro- 
fessor of podiatrics, New York University 
and Bellevue Hospital Medical School, 
New York. 

DR. HESS: Mr. Chairman, Ladies and 
Gentlemen: In the covrse of the past few 
years a new type of the yy has been intro-' 
duced into medicine—pnrctotherapy. Some 
six years ago it wa own that there are 
substances which orc wily are inert that 
can be rendered hienly potent and be en- 
dowed with specific therapeutic power by 
subjecting them to ultraviolet radiant en- 
ergy. This fact was first established in 
connection with various vegetable oils, 
such as cottonseed oi]. Soon afterwards 
it was found to be true of cholesterol and 
in the Spring of 1926 i> was shown to 
hold good for asterol, which is closely as- 
sociated in nature with  cholesicrol, 
namely ergosterol. There is neither time 
nor need for entering into cetail in re- 
is i ‘ing phenomenon; in 
principle it is well] known, not only to the 
scientist and to the physician, but to lay- 
men as well. As yet this therapeutic 
method has furnished us with but one 
pharmacological substance, the anti- 
rachitic principl-s, ihe so-called vitamin D. 
It would seem pio..ad!y that phototherapy 
will not remain limited to this one sub- 
stance or field, but that other active 
drugs will be elaborated by means of 
waves of various wave lengths. 

Irradiated svuks'ances can be made 
whiich are specific for rickets and for the 
closely allied disorcer tetany. That is all 
we know of their specification. They 
have no value in anem:a, no value to pre- 
vent colds, as is stated so often in the 
advertisements, of which the chair has 
spoken. Rickets is the most common nu- 
tritional disorder armong infants in the 
temperate zones and it may be conserva- 
tively stated that fully ene-half of the 
infants suffer fiom this disorder to a 
greater or less degree curing the first two 
years of life. As a rule it is mild and is 
healed without any specific treatment, 
leaving, as far 2s we know, no deleterious 
effects. Its chic? importance, however, 
lies in the fact that it brings about de- 
formities of the pe!vie bones, which in 
turn leads, to serious difficulties in the 
course of childbirth, necessitating major 
operations and at times resulting in the 
death of the child. Furthermore, tetany 
is the most important factor in the eti- 
ology of infantile convulsions which play 
a role in infant morte y. 

In connectton with rickets we are fa- 
vored with an unrivaled number of spe- 
cific remedies. There are not 10 specific 
remedies in the entire pharmacological 
armamentarium of mecicine, and yet 
rickets is able to claim several. There is 
cod liver oil, fortified cod liver oil, ergo- 
sterol (viosterol), irradiated milk and 
yeast, etc., as well as what may be termed 
“biologically activated milk,’ in other 
words milk which has been rendered an- 
tirachitic by feeding an antirachitic agent 
such as activated eigosterol or yeast to 
the lactating anima!. As a matter of fact, 
cod liver oil belongs to the group of nat- 
urally activated products, for it is de- 
veloped in the liver of the fish as the re- 
sult. of an intake of r i 
been activated by 

The codfish dos 
synthesize cod liver oil. He merely elab- 
orates it from this suostance, the plank- 
ton in the sea: waiter, which it takes in 
large quantities. 

It is too early to precict which of these 
various pharmacologic agents will be the 


truth about the 
ng food? You are 
one of the discov- 
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agent of choice. This question will have 
to be tested out in the clinic and will de- 
pend upon many factors—upon the taste 
of the drug. its availability, its cost, as 
well as its therapeutic merits. It should 
be emphasized that the cost of a drug is 
a most important factor in regard to its 
availability in combating a widespread 
nutritional disorder. In this particular 
connection it sheuld be stressed that the 
cost of the new therapeutic agent—ir- 
radiated ergosterol or viosterol is exces- 
sively high. There is no sound basis for its 
present price, for it is readily extracted 
and its elaboration is cheap. If the com- 
munity and the infants of the poor are 
to get. the full benefit from this scientific 
discovery, the dissemination of this spe- 
cific therapeutic agent should not be re- 
stricted by unreasonable commercial con- 
siderations. 

With the multiplicity of specifics at 
hand for the prevention and cure of rick- 
ets and tetany, it would seem certain that 
these disorders will become increasingly 
rare. and milder in the course of the next 
decennium. (Applause.) 

CHAIRMAN MURLIN: In our absorp- 
tion in the welfare of the United States, 
we should not forget the wards of the 
United States. It is with peculiay pleasure 
that I introduce the next and last speak- 
er, who is to tell us something about nu- 
tritional problems in Hawaii, with special 
reference to nutrition-of the teeth. The 
speaker is Dr. Guy S. Milberry, dean of 
the Dental School of the University of 
California. 

DR. GUY'S. MILLBERRY: Dr. Murlin, 
Ladies and Gentlemen: It was rather in- 
teresting to me while carrying on a 
rather extensive survey in Hawaii 
last year to obscrve certain conditions of 
the teeth of a large percentage of the 
children in certain localities there that 
showed marked evidence of a deficiency 
of calcification. Some workers who have 
been engaged in the study of this problem 
with preconceived ideas believe they have 
discovered a new discase peculiar to the 
native of Hawaii. This cannot be proved 
definitely, for later investigations in 
southern California amongst certain types 
of Orientals living on a similar diet pro- 
duced practically identical conditions to 
those found in Hawaii. Others thought 
that it was but an aggravated condition 
of dental caries, rampant caries, as we 
speak of it, because of the fact that the 
teeth disintegrated so rapidly amongst 
that group. 

This led to the thought that perhaps 
the source and supply of calcium, that 
very essential element in the building 
of teeth, which Dr. Mendel has called at- 
tention to tonight, was missing in Hawaii. 
It is not the only element that is necessary 
in tooth formation or in skeletal devel- 
opment. But the tooth indicates that this 
is very necessary. 

The first question that came up was 
that much or little discussed factor—wa- 
ter—depending on whether you are in the 
left wing or the right wing. The water 
supply in Hawaii is markedly deficient in 
calcium. In some parts of the islands, 
notably in the region of the volcano, there 
is practically no mineral element in the 
water. It is all rain water. The only 
source of supply of water is the sky. In 
Honolulu, where about 31,000 gallons of 
water are produced daily for household 
and economic use, the water comes from 
artesian wells, in part passing through 
beds of coral, calcium carbonate, but not 
much of the calcium carbonate seems to 
go into solution. The hardness of the 
water, including both magnesium and cal- 
cium, in Honoluiu is less than 24 parts 
per. 1,000,000, lower than in almost all of 
the cities of the United States. Calcium 
never exceeds more than 12 parts per 
1,000,000 in this water supply. Therefore 
it is apparent that the water of these 
islands does not supply calcium for the 
building of both the teeth and the bones, 
even though calcium in water is not so 
readily utilizable as it is in milk and in 
other substances. 

The next question was the soil supply. 
It. was found on an analysis there that 
the average virgin soils carry about 4.59 
per cent of calcium. The crop soils, after 
they have been used, are reduced until 
there is only 2 per cent calcium in the 
soil. Some people have said there are 
practically no minerals in the Hawaiian 
Islands. Iron is in an abundance from 
the lava supply, and the basaltic lava 
carries a very high content of calcium, 
but the basaltic lava and the other lava 
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Development has been the cooperation be- 
tween authorities from the research labo- 
ratories and physicians whose activities 
lie in the clinic and at the bedside. The 
occasions for such interchange of ideas 
and discussion of cOr.moen problems have 
been all too few in the past, but the re- 
sulting stimulation and mutual benefit aré 
absolutely essential for attainment of 
knowledge of the child and the solution ot 
the practical problems which he presents. 
The laboratory scientist can be guided to 
advantage in his sel n of problems by 
knowledge of the needs of child and of 
gaps in practical information. Further- 
more, without such contact, the advanc2s 
in scientific knowledge often remain too 
long buried in the laboratory and the 
more technical publications. Cooperation 
between workers in different fields does 
not stop here, for thos erested in the 
mental development of children and those 
concerned with their physical welfare too 
frequently are unacquainted with one an- 
other, with the resuit that the problems of 
the child are split into separate and dis- 
tinct fields. Here again we may look with 
satisfaction upon the work of this Con- 
ference, which has tended to unify these 
points of view. 

An important development which is tak- 
ing place at the present time is the grow- 
ing appreciation that in cividing the study 

























of the child among various specialties, we 
have been in danger of losing sight of the 
child himself. We shall revert to this 
theme again and again, for it is among 
the most important of the general prin- 
ciples which must permeate all efforts to 
benefit children. To examine the child's 
tonsils or to weigh and measure him is 
better-than nothing at all, but no con- 
sideration of the child can be complete 
which does not include a recognition of all 
parts of his body, his mental development, 
his emotional life, his family background, 
and heritage; or in short a consideration 
of the child as a whole. 

Furthermore, we are thinking more and 
more of each child as an individual. No 
two children are exactly alike, and we 
should not expect them to be exactly alike. 
Some children of the same age tend to be 
larger then others, some are more for- 
tunately endowed with mental faculties, 
and all do not develop at exactly the same 
rate. Each child has his own past ex- 
periences and has formed his own habits. 
These individual differences must be given 
due weight, particularly in regard to our 
attitude toward so-called normal standards 
of both development and achievement. 
No fixed and arbitrary standards can be 
set up. 

Standards based on the average of a 
large number of essentially healthy chil- 








have not disintegrated very rapidly, even 
under the influence of water and weather. 
So it is a question of whether there is 
sufficient calcium finding its way to the 
soils where crops are produced. 


The next point of interest was the 
question of forage plants where the cattle, 
especially the dairy herds—of which there 
are very, very few in the islands—might 
get a supply to meet their need. It is 
quite well known that all milk supply car- 
ries virtually a standard amount of cal- 
cium. But where the calcium was defi- 
cient in the forage plants the cattle be- 
came ill. They had shaggy coats and be- 
came thin. The milk supply was less- 
ened, and it was not until the intro- 
duction of bone meal and other calcium 
ingredients furnished in their food supply 
that they gradually recovered under those 
conditions. 


The next problem that presented itself 
was calcium in vegetables. The United 
States Government from its agricultural 
experiment station has done a consider- 
able piece of work in this regard. But 
unfortunately most of its findings rest in 
the archives of the Bureau and never 
reach the public, so that they“do not know 
whichis vegetables are most desirable for 
tpis purpose. Some work has been done 
on poi, that fermented starchy food ob- 
tained from the taro root, which most 
of the Hawaiians eat. It was determined 
if every person ate five pounds of poi 
daily they would get their average calcium 
requirement, You might take that for 
breakfast, as a breakiast food! 


The interesting part that concerned me 
most was thc milk supply. On a careful 
study of ali the fluid milks produced in 
the isiands, distributed for human con- 
sumption there, it was found the per cap- 
ita consumption per day was one quar- 
ter of a pint. One quarter of a pint per 
day is the aveiage per capita consump- 
tion of milk tin the Hawaiian Islands. In 
the United States it is 1.23 pints per 
day. practically five times as much as is 
used over there. The Orientals are not 
given to the use of milk. . They are not 
interested in it. An Oriental mother will 
not touch a milk soup or any food in 
which milk is used for cooking. She does 
not object to the children taking milk, 
and fortunately the children are being 
educated in this regard in the public 
schools. In Honolulu 3,500 quarts of milk 
are distributed daily to the public schools 
and they have a high class average, some- 
times in some schools 100 per cent per 
day. On Saturdays and Sundays they get 
no milk. During the long Summer vaca- 
tions they get no milk, because the par- 
ents aren’t interested in the purchase 
of it. 

We have a peculiar problem confront- 
ing us in this regard. This Oriental pop- 
ulation, of which there are thousands of 
native Americans, at least Oriental Amer- 
icans, not by blood, but by nativity be- 
cause of being born on native United 
States soil, have the same rights and 
privileges as we do, but they are Chinese 
and Japanese, full-blooded by racial de- 
scent. The Hawaiian story is rather. in- 
teresting. The whole subject of nutrition 
is being made a part of the program over 
there. It should be. It is interesting 
from the fact they haven’t very much 
means to carry on the work in which 
they are interested, and which affects the 
population cf many nations. The race of 
people over there is decidedly mixed, 65 
per cent are Oriental, a large percentage 
are Polynesian, a large percentage are 
mixed whites. We therefore have three 
distinct races of people and three great 
nations in the world that would be af- 
fected by any research that might be car- 
ried on in this respect. 

Since the ultimate purpose of all human 
endeavor is human welfare, in this land 
of unusual geographic significance, unique 
in the world in the harmonious blending 
of the races of exceptional anthropomet- 
ric interest and a pronounced favorable 
attitude toward health, there is no State 
in this Union that has a more favorable 
attitude toward health problems than has 
the Territory of Hawaii, where there is 
an unexcelled opportunity for research 
in an area with little migration. Re- 
search is an extremely important thing. 
aawaii needs the cooperation of the peo- 
ple of this country in the study of this 
nutritional problem. (Applause.) 

CHAIRMAN MURLIN: The meeting 
stands adjourned. 

The meeting adjourned at 10:10 o’cloc% 








dren serve useful purposes in guiding us 
in the evaluation of any individual child, 
but the standard must include as an es- 
sential feature'an indication of what range 
of variation from the average is to be ex- 
pected. Even a deviation greater than is 
frequently encountered does not neces- 
sarily mean abnormality, for a child may 
be normal, despite such deviation, in the 
sense that he is suffering from no disease 


: or handicap and is living up to his own 


particular set of inborn capabilities. Any 
such unusual finding, however, serves as 
a warning to those charged with the re- 
sponsibility of the child, and indicates the 
necessity of a close scrutiny of the in- 
dividual case. 

There should be further study along 
these lines, especially for the determina- 
tion of the normal range of variability. 
Even this, however, will not tell the whole 
story, for we must still ascertain how 
nearly the average, or as one of our re- 
viewers has expressed it, “the mediocre 
mean,” indicates the best. We are using 
the term normal in the sense of healthy, 
meaning by it the sound function and co- 
ordination of the various aspects of mind 
and body, and freedom from disease. We 
do not mean necessarily either the best 
or the most usual. These must be recog- 
nized as quite distinct; and to establish 
the relation between them is one of the 
problems for the future. 

Another promising feature disclosed, 
and one which is essential in planning 











any study of the child, is the more criti- 
cal use of statistical methods. We are 
all familiar with the popular saying that 
“figures can’t lie, but liars can figure.” 
There is more than a grain of truth in 
this aphorism, for statistics carelessly com- 
piled and interpreted without critical val- 
uation of the facts upon which they are 
based may be misleading in the extreme. 


Modern statistical science is acutely 
‘ aware of this situation, and has subjected 
fits own methods to careful scrutiny, and 
devised ways of testing statistical mate- 
rial. More important than this, it has laid 
down important rules concerning the col- 
lection of data which are to be subjected 
to statistical treatment. For example, evi- 
dence is required that measurement of the 
results of tests must be reproducible in the 
hands of different observers and not de- 
pend upon the judgment of one particular 
examiner, or; if some degree of variation 
between different examiners is unavoid- 
able, the extent of this variation must 
be determined and due allowance made 
for it in evaluating the final results. 
Likewise a given test or measurement 
must be reliable in the ‘sense than when 
repeated on the same subjects, by the 
same examiger, the same results are ob- 
tained. Here again, if perfection is im- 
possible, at least we may make due al- 
lowance for the error which may be 
introduced in this way. Finally, and in 
many cases most important of all, is the 
matter of validity. A test may be de- 
vised in the hope of measuring some 
particular quality of the child such as his 
intelligence. It is then imporeant to de- 
termine by suitable tests, and by com- 
parison with all other possible criteria, 
whether the test actually measures what 
it is designed to measure or whether it 
is really measuring something else. This 
is one of the important dangers in the 
uncritical use of measuremenis or tests, 
but it is a danger which is being increas- 
ingly recognized. There is still another 
source of error which cannot be controlled 
by mathematical means, but which de- 
pends upon the way in which the results, 
once obtained, are employed. It is the 
failure, still all too frequent, to realize 
that, a relationship between two qualities, 
such as stature and intelligence, for ex- 
ample, does not necessarily mean that 
either one is the cause of the other. 
Even if one is cause and one is effect, 
statistics do not tell us which is which, 
and it is frequently true that neither 
one is the cause of the other, but that 
both depend upon some third condition 
which makes them appear in association 
with one another. Modern methods have 
greatly increased the soundness -of sta- 
tistics, but their interpretation. still re- 
quires critical judgment and sound com- 
moBs sense. 


There is one principle of scientific ad- 
vance which must be clearly understood 
by scientists and by laymen alike: Sci- 
entific knowledge is never final. The lay- 
man is frequently inclined to distrust so- 
called scientific knowledge because the 
scientific pronouncement of today is ap- 
parently contradicted and overthrown to- 
morrow. Scientists, he says,.cannot agree 
among themselves and are continually 
changing their minds. Science appears 
arbitrary and uncertain and he loses 
faith. He does not appreciate thdt we 
advance by a series of trials and approxi- 
mations each time coming closer to the 
ultimate truth but never completely at- 
taining it. The path of progress some- 
times winds and appears to double upon 
itself. We are prone to generalize too 
broadly upon the basis of what knowl- 
edge we possess and the next discovery 
may show that our previous knowledge, 
while accurate as far as it went, was less 
extensive than we had hoped. Scientists 
must keep clear in their own minds and 
in their writings the distinction between 
established fact and plausible theory, and 
laymen must not lose faith in the facts 
of science because of changés in some 
of the interpretations which we make 
bold to place upon them. 

The extensive studies which have been 
made in dealing with many aspects of 
the child have served to elear the ground 
and show in many cases where the im- 
portant problems seem to lie. In some 
cases we are prepared almost immediately 
te attack them. Methods have been de- 
vised and tested and need only to be ap- 
plied, Wut in many cases our need would 
seem to be not merely for more and 
larger investigations but for sounder 
studies. 

Time must be taken to plan the next 
step with care, to examine available 
methods criticglly, test their soundness, 
recognize their limitations, and if nec- 
essary, devise new ones. Furthermore, 
workers in each field must look to other 
fields for possible hints as to the manner 
of procedure, point of view, and possible 
coordination of their problems and meth- 
ods with those of others. In many cases 
a combined attack may be far more fruit- 
ful than a single narrow line of advance. 
Investigators should have not only a 
thorough training in their own technique 
in the evaluation of their own results, 
but. they also require a broad point of 
view in recognizing the merits and im- 
portance of other lines of attack in re- 
lation to their own. This is essential if 
we are to keep in view the goal of all 
of our studies, which is the child as a 
whole. 

In the various fields of endeavor which 
our Committee represents, the problems 
for the future differ from one another in 
their character and in the kind of tech- 
nique which may best be employed in 
their pursuit. It may be of some interest 
to survey these problems broadly and to 
Observe incidentally the various inter-re- 
lationships between different fields of ad- 


vance. 
Merphelogy 

From the anatomical and morphologi- 

cal point of view, the central problem 

seems to be the problem of growth it- 
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self. How, precisely, do the various parts 
of the body grow, in themselves and in 
relation to the other parts of the body? 
Furthermore, what is the functional 
significance of the various anatomical 
differences between children of differ- 
ent ages? It is the relation to function 
which gives these anatomical differences 
their spécial practical significance. A con- 
siderable amount of information concern- 
ing anatomical growth is already avail- 
able. But the wealth of information con- 
cerning the parts of the body and organ 
systems which have been studied in de- 
tail only serves to bring into relief the 
ignorance which still surrounds the re- 
mainder of the subject. A powerful tool, 
developed to a high degree of technical 
perfection, lies ready at the hand of the 
morphologist and will undoubtedly be em- 
ployed to an ever-increassing extent in 
the future. This tool is the roentgen ray. 
Its usefulness in the study of the growth 
and development of the bony system has 
been proven. The material which is pre- 
sented in detail in our full report con- 
cerning the growth and maturation of 
the skeleton has been based, to a large 
extent, upon roentgenographic observa- 
tions. In particular is there shown how 
we are able to detect in the living ab- 
normalities of development which are 
caused by rickets and other pathological 
conditions. In some cases this appears 
as rarefaction of bony structure. In some 
cases there is abnormality in the rate and 
character of growth. The appearance of 
centers of ossification and the union of 
the epiphyses with the remainder of the 
bone, although usually following a defi- 
nite schedule, may be delayed by systemic 
diseases which do not specifically attack 
the bony skeleton. The effects of past 
disease upon the body may be traced in 
this way. Valuable information may also 
be obtained as to the stage of develop- 
ment which any child has reached by 
observing these indices of bony growth, 
and this forms a valuable criterion of ma- 
turity with which to compare other as- 
pects of growth and development. These 
are examples of the utility of the roent- 
genogram in relation to the bony skele- 
ton, but its utility need not be confined 
to this field. It ‘thas ready application 
to various aspects of the circulatory, the 
ee and the digestive systems as 
well. 

The use of the roentgenogram does not 
imply the abandonment of anthropological 
measurements, measurements of bodily di- 
mensions and proportions. Final decision 
has not yet been reached as to just which 
of these various measurements are most 
useful for particular purposes. It is de- 
sirable that such agreement be reached 
and methods standardized so that the ob- 
servations of one worker are directly com- 
parable with those of another. Measure- 
ments of this sort will always be essential, 
even though they may be as simple as 
merely weighing the child and measuring 
his height. Size or bulk is a basis to 
which many of the bodily needs must be 
referred. The requirements for food, for 
example, or measurements of the strength 
of the musculature, take on significance 
only when referred directly or indirectly to 
the size of the child. 

It may be of extreme practical import- 
ance in many cases to improve our knowl- 
edge of the course of morphological growth 
and development. The problem of irreg- 
ularities of teeth during childhood and 
their possible correction can be wnder- 
stood only against the rather compticated 
background of the normal development of 
the face and jaws. The particular prob- 
lems, both practical and theoretical, con- 
cerning the circulatory system of the new- 
born infant and its adjustment to extra- 
uterine conditions depend fundamentally 
upon the profound anatomical changes 
which are taking place in heart, bleod 
vessels and lungs during the first weeks of 
life. These two illustrations, based on 
material presented in detail in our full 
report, May serve as suggestions for cor- 
responding work in other fields. We have 
many data on the rates at which the 
different parts of the body grow, but we 
need further information as to the rela- 
tionship betwen mere increase in size and 
alteration in. the shape and proportions of 
the various parts. We must inquire into 
the practical significance of disharmonies 
in the normal proportion between different 
parts. Our data clearly show that growth 
takes place in spurts separated by periods 
of relative quiescence. The possible rela- 
tion to the health of the child of these 
rests and spurts should be determined. 


Physiology 

One of the major problems of physi- 
ology which from our point of view holds 
a central position is the physiology of 
growth. The anatomist describes the re- 
sults of the process Of growth, and it is 
for the physiologist to inquire into the 
nature of the process which brings about 
increase in size and to determine the fac- 
tors which control the process. Growth lies 
on the border line between anatomy and 
physiology. In its slow progress it is far 
less spectacular than other important 
physiological problems, such as the re- 
sponse of the body to immediate external 
stimuli, the transformation of chemical 
energy into physical work or the mainte- 
nance of the various delicate balances and 
adjustments within the body itself upon 
which which life depends. But growth 
presents a problem of the first magnitude, 
to which the attention of the physiolo- 
gists has only been called in relatively 
recent times. The glands of internal se- 
cretion need particular study as part of 
this problem of growth, and also in their 
relation to the adjustment and coordina- 
tion of physiological processes. (Our 
knowledge of this subject is advancing 
rapidly at the present time, and signifi- 
cant facts and suggestive theories follow 
rapidly one after another.) Until sound 
and thoroughly substantiated generaliza- 
tions can be made, we should adopt an 
attitude of ¢onservative optimism toward 
the whole subject. The problem is one 
which must be approached with patience, 


dealt with over a long period of years, and 
is one which, in its present state ef de- 
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velopment, must be attacked in the labo- 
ratory. 

The meuromuscular system presents a 
fundamental problem of its own. We are 
well acquainted in practic> with the dif- 
ferences between the chilc with firm, 
strong muscles and good postur= and body 
mechanics, and the child with soft, flabby 
muscles and poor posture. We must in- 
quire imto the causes of these important 
differemces in the quality of the muscles 
and determine to what extent they are 
due directiy to habits of posture and to 
what extent they rest upon fundamental 
differences in hereditary characteristics, 
the state of nutrition, disease and oppor- 
tunities for exercise and activity. It seems 
probable that a careful inquiry along these 
lines would throw a flood of light upon 
the etiology of poor posture and muscular 
tone which afflict such a large proportion 
of our children at the present time. 

There are, of course, innumerable other 
physiological problems of lesser scope con- 
cerning the function of nearly every 
organ of the body and their correlations 
with one another. 

Many of these are the probjems of the 
adult body as well as of the child, and 
present no special problems in relation to 
the growth and development of children. 
In many cases, however, the details of 
various processes differ at different stages 
of development, as is strikingly illustrated 
by the circulation during the neonatal 
period. The perfection with age of various 
physiological precesses is an aspect of the 
problem Which as yet has scarcely been 
touched. and we may hope that this will 
receive its due share of attention. 









Nutrition 

Nutrition, while properly a branch of 
physiology, stands in a somew hat unigue 
position, because of the immediate and 
pressing character of the problems with 
which it deals. Here we may perhaps 
justly feel that the first phase of a large 
task has been successfully completed, in 
that we possess a sufficient body of well- 
established facts and interpretations to be 
able to construct an adequate diet for 
children of various ages, both in respect 
to material necessary for growth, and fuel 
to supply the necessary energy. As a re- 
sult, several diseases and disorders of nu- 
trition have been overcome. Infantile 
scurvy is rapidly becoming a thing of the 
past, amd rickets could be practically 
eradicated if our present knowledge were 
universally applied. The problem of rick- 
ets has now become one of education 
and administration more than one of lab- 
oratory research. The first phase of the 
problein of nutrition, we repeat, seems te 
have been completed; but it is possible 
that history is going to repeat itself. 
A generation ago nutrition workers felt 
in the same comfortable position, and 
then came the discovery of the vitamins. 
Now, while taking advantage in a practi- 
cal way of the additional knowledge 
gained in the last thirty years, we must 
ask ourselves certain fundamental ques- 
tions: Are all of the necessary cofstit- 
uents of foods known to us at last? Are 
there perhaps one or two vitamins whose 
existence has not yet been detected? Are 
small quantities of certain minerals such 
as copper possibly essential for proper 
growth? And are there perhaps certain 
other chemical compounds needed by the 
body which the animal body is unable to 
make for itself? Are there certain un- 
suspected inter-relationships and perhaps 
antagonisms between some of the recog- 
nized constituents of foods? To answer 
such questions as these calls for a most 
extensive and carefully planned series of 
experiments upen laboratory animals, not 
only of one but of several species. 

Turning now from these fundamental 
problems of the laboratory we find a 
whole series ef problems of a more prac- 
tical nature. These begin with the neces- 
sity for a still mere careful determina- 
tion not only of the quantity, but also 
of the quality of food which is needed by 
children of various ages. We may sum 
these questions up perhaps. by stating 
that we must determine the necessary 
minimal quantities of the various con- 
stituents of the diet, to what extent vari- 
ous foods can be substituted one for an- 
other. There is also an extremely im- 
portant question at the other end of the 
scale: What abeut the maximal quantity 
of total food or of particular kinds of 
food which it is desirable to feed chil- 
dren? Is the biggest baby necessarily the 
best? Are there dangers in overfeeding 
concentrated preparations of vitamins or 
other materials which may be essential 
in small quantities? To answer those 
questions requires’a’ most cdreful study 
of children under various circumstances, 
to supplement the findings of the lab- 
oratory. 

Other Nutritional Questions 

We already have definite indications 
that inadequate er incomplete nutrition 
may be responsible for some conditions 
which were formerly thoug to be due 
to entirely different causes. Most promi- 
nent of these is dental caries, which, it 
now seems, depends primarily upen a 
chronic deféciency in certain minerals and 
vitamins. Recent experimental work in 
this field is forcing us to adopt an en- 
tirely new point of view toward the whole 
question of dental caries. It is of great- 
est importance for us to extend our 
knowledge in this direction to confirm the 
recent laboratory experiments, and, as the 
exact relationship between denta) caries 
and the diet becomes clear, to evolve a 
sound cooperation between the _ dentist 
and the physician to deal with the prac- 
tical problem from the preventive point 
of view. 

There is also a complicated inter-re- 
lationship between poor nutrition and 
chronic fatigue, which must be elucidated 
and the relative importance of each factor 
evaluated. It seems quite probable that in 
answering these questions we may find 
also the answer tothe question, to which 
we have already referredi, of why we find 
among children of earl)’ schoo] age suct. 
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a high incidence of poor posture and body 
mechanics. All of these are problems re- 
quiring careful study in the future, and 
which seem to be susceptible of at- 
tack by mrthods at present available and 
on the basis of present fundamental 
knowledge. They also illustrate the neces- 
sity for cooperation between workers 
trained in different fields and concerned 
with different aspects of the child. The 
physician must enter into close coopera- 
tion with the dentist, the school teacher, 
and the orthopedic’ surgeon. 

Another striking illustration of the re- 
lationships of nutrition with ether aspects 
of the child is found in the important 
part which psychology plays in adequate 
nutrition. The chapters of our report 
dealing with this subject point out that 
the problem of lack of appetite in chil- 
dren which is so frequently met with by 
practitioners may often be a purely psy- 
chological problem and not one of nu- 
trition or organic disease, and that to 
handle such problems successfuly the doc- 
tor must treat from the psychological 
point of view not only the child but the 
child’s parents as well. In order to meet 
his full obligation the practitioner of the 
future must be acquainted with the prin- 
ciple of practical psychology and habit 
training. Closely related with this is\the 
important question brought to light by re- 
cent experimental work, as to the exient 
to which natural appetites of children may 
be sound guides as to what the child 
should eat and how much. It may be that 
we have in nature a stronger ally in deal- 
ing with the problems of nutrition than 
we have been wont to recognize. 

Heredity 

The various aspects of heredity are 
manifold and touch upon almost every 
phase of the development of children. We 
meet here a fundamental biologica] prob- 
lem upon which much yet remains to be 
done by the biologist working in his lab- 
oratory. The broad outlines of the mech- 
anism of heredity seem to have been es- 
tablished, but a vast amount of work yet 
remains to be done to determine how the 
potentialities contained in the fertilized 
ovum find expression in the developing 
individual. The dual influence of hered- 
ity and of environment upon the grow- 
ing child is recognized in a genera) way, 
but the evaluation of the relative impor- 
tance of these two in specific cascs stands 
before us as one of the important prob- 
lems of the future. Even so, our knowl- 
edge of heredity and of the limitations 
which it may impose is sufficiently def- 
inite and extensive to raise certain prac- 
tical questions of broad social significance, 
such as the prevention of propagation of 
the unfit. To this and other related prob- 
lems we must devote our best thought, 
in the light of free discussion on a ra- 
tional basis, unhampered by preconceived 
notions and emotional bias. 


Mental Gréwth and Development 

In the field of mental development, 
questions of heredity loom large. We 
must inquire with care into the nature of 
the potential faculties with which chil- 
dren are born into the world. We know 
that children differ im their native en- 
dowment and inborn potentialities and 
that some will progress further than 
others, even theugh they are given the 
same opportunities ef education and en- 
vireament. Ow problem here is the one 
of education in a broad sense. We wish 
to discover the best methods fer develop- 
ing as far as possible the inborn capabili- 
ties ef each individual. As all individuals 
are not alike, this .imvolves the secondary 
problem of determining, at as early an 
age as possible, what the special abilities 
or disabilities of each child may be in 
order to adapt his education and training 
to his own special needs. We are stil] at 
the very beginning of understanding the 
nature of the mind and of mental devel- 
opment, but we must deal with the prac- 
tical problem at once, as best we can, 
while still pursuing our fundamental in- 
quiries. 

One of the practical problems waiting 
solution in this field may be mentioned. 
Large numbers of children in our schools 
are suffering from a condition of plysical 
and mental depression which is variously 
characterized as “school sickness” or 
“chronic fatigue.” This condition seems 
to be associated with the restriction of 
childineod activities imcident to modern 
civilization and to confinement ai exact- 
ing and monotonous tasks in either schoo) 
or industry. The condition is not one of 
acute illness, but to the experienced ob- 
server it is unmistakable. Our fu)) report 
describes improvement following a period 
of rest or some break in the monotonous 
routine. The beneficial effects of free play 
are also emphasized. ‘This condition calls 
for a careful study. We have considerable 
information from the physiological point 
of view concerning fatigue experienced by 
the athlete after a race, but chonic fatigue 
is very imperfectly understood. Here is a 
joint problem for the physician, school 
teacher, psychologist and physiologist. 

The science of psychology is at a rela- 
tive disadvantage because of the com- 
plexity and indefinitemess of its object of 
study. The human mind cannot be 
weighed in pounds or measured in inches . 
or calories. It is to be measured only in 
terms of its functions. Certain of these 
have been measured with some success by 
intelligence tests and tests of motor func- 
tion. In the full report these tests and 
their significance are appraised by author- 
ities in the field. They must stil] be in- 
terpreted with due caution and reserve, 
for even if their results are reproducible, 
whicn is the first requisite of any scientific 
procedure, it is not always certain that 
they measure exactly what it is hoped 
that they will measure. It is necessary to 
continue to inquire with all care and dili- 
gence inte the exact significance which 
is to be attached to any such test. This 
is particulcrly true when we enter such 
relatively new fields as the measurement 
of “personaiity.” This field is one of great 
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interest but we must proceed careiully 
and teas in mind that the most pressing 
probiem is still to devise and to learn to 
interpret the methods of attack which are 
to be employed. Attention to this aspect 
of the problem and a careful definition of 
terms and of objectives will be richly 1¢- 
paid. Bus while we are awaiting the re- 
sults »f such fundamental inquiries and 
the deve'opment of sound methods of pre - 
cedure we are faced with practical prob- 
lems as to what are the best methods of 
training and educating children, and we 
must attack thom on an empirical basis. 
We may stnty the formation of habits in 
children and th? profound influence which 
they exert unon their subsequent behavior 
and their scc'al adaptation. We may ex- 
periment with various. methods of educa- 
tion. Some of our present tests of be- 
havior which are comparable to the best 
intelligence: t-: ts, are of proven worth and 
may be useful in “his connection. 

In short, we musv vroceed with the ex- 
perience of th> race 4s our fundamental 
guide in this difficult problem oi adapting 
our children to meet the exacting condi- 
tions of modern civilization and not em- 
brace ‘vith undue haste the results of 
partially evolved theory. And in all of 
our -discussions of what is best for chil- 
dren we must not overlook the priceless 
heritage of a happy home. 


Disease 

Abnocmalties of behavior must be rec- 
Ognized as part of the symptomatology of 
disease, as disease affects not only ana- 
tomical!l structure and physiological func- 
tion but the behavior of the child as well. 
The characteristic signs and aijterations 
which are correlated with the prodromal, 
the active. and the convalescent phases of 
disease offer a rich field for further ex- 
ploration. I+ would undoubtedly serve the 
advancement of clinical pediatrics if sys- 
tematic studies of behavior were more fre- 
quently urd-rtaken in hospitals where se- 
lected cas*s are under extensive observa- 
tion and trestment. Such cases provide 
a magnifieort opportunity for the eluci- 
dation of the course of this aspect of 
mental «* ‘opment, for, as Harvey ob- 
served. “Nalure is nowhere accustomed 
more op-n'ly to display her secret mys- 
teries than when she shows traces of her 
workings apart from the beaten paih.” 

We hove considered the nature of the 
problems which lie before us in various 
fields and the lines along which some of 
them can he attacked. There is still the 
problem of disease. It is unnecessary to 
point out th: various ways in which dis- 
ease may h-ricap a child, either by leav- 
ing him with some specific disability or 
by interfering in a general way with the 
normal progress of his growth. 

Protection of the child includes protect- 
ing him ovainst disease, and to do this 
more effectively we must not onlv put 
into prac‘ice the various measures already 
indicated hy our present knowl-ige, but 
must continue our researches into the 
causes and nature of disease. We may 
confidently expect that the specific nature 
of more diseases may be found in the fu- 
ture, and that many more diseases may 
be brought under control through protec- 
tive meas"res, as vaccination in smallpox 
and inocr!«tion for diphtheria. The prob- 
lem imttst 9'so be studied from the point 
of viow of the individual child: Whv some 
childrer are susceptible to certoin diseases 
while other children apparently are not, 
and why the effects are more severe in 
one cas@ than in another. Here again we 
stand at the very beginning of the road. 

In our atteck upon the problems of dis- 
ease, aniova! experimentation occupies a 
prominent p'ece. It is, in fact, one of our 
most powerful tools. It is of the utmost 
importane> that this should be clcar!y un- 
derstood bv the lay public. We must 
realize that hundreds of thousands of 
human lives have already been saved as 
a result of exnerimentation upon enimals 
and that we may justly expect to reap 
equal be» “ts in the future. In the course 
of such exncrimentation anim«!s are 
spared pin through the use of an«sth»sia, 
and the direction of such work is kept in 
responsible. hands. We must insist that 
the work of safeguarding the lives and 
health of future generations be allowed 
to proceed freely. 

The study of disease must be pursued in 
the clinic as well as in the laboratory. In 
this comn>:tion periodic health examina- 
tions shou'd be of great value. They not 
only serve to safeguard the health of the 
individual, but they also advance the 
knowledge of disease by bringing to the 
attention of physicians the early stases of 
disease before symptoms are su‘ficiently 
advanced to bring the child to the doctor 
on their own account. Likewise, if the 
periodic examinations are carried out by 
the same personal physician they give the 
physician « consecutive history of the child 
and an opportunity to trace the relation- 
ship of diseases to one another and to 
other cor ditions in the previous history of 
the child 


: Disease and Growth 

Disease retards the normal course of 
growth. Clear evidence of this is found in 
the roent:, ‘nographic studies of the growth 
and devslopment of the skeleton, and 
clinical observations encourage us to ex- 
tend the generalization to other aspects of 
growth as well. The loss in weight during 
an acute disease and its prompt restitu- 
tion during convalescence are familiar to 
all of us. Convalescence should, therefore, 
be thought of as a period during which 
the child is weakened as a result of the 
previous illness, and one during which the 
processes of growth and development 
oftentimes proceeds with more than ordi- 
nary rapidity. The child should therefore 
be doubiy ssfeguarded during this period 
from ui ene stresses which might hamper 
his rapid growth, and particular care 
should ‘e ex srcised in providing. adequate 
nutrition 

We wish to «all attention to a very prac- 
tical problem which exists in connection 
with certain modern therapeutic agents 
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which have recently been discovered. 
Some of these, such as vitamin D in con- 
centrated form, and ultra-violet light as 
provided by various lamps, are available 
in the open market for use by the general 
public without medical direction. This sit- 
uation is fraught with danger, since the 
full possibilities of these agents when 
used indiscriminately are not as yet com- 
pletely understood. This situation must 
be dealt with in two ways. In the first 
place, it is important to proceed as rap- 
idly a; possible to discover what actual 
dangers, if any, are involved in these cases. 
In the second place, these agents should 
be standardized as to strength sco that the 
users may be made really aware as to 
where the limits of safety may be. If such 
etandardiziug and safeguarding is not un- 
a-rytaken by competent authorities. it will 
ra.~e the question as to whether it should 
not be required by governmental] super- 
vision. 
Appraisement of the Child 

How are w2 to deal with the probiem of 
the evaluation and appraisement of the 
individual child? If we encourage par- 
ents to bring their children to physicians 
for examinction to find out what, if any- 
thing, is wrong with them, the physicians 
in turn must take the responsibility of 
making a complete and thorough-going 
examination. They should not ony pass 
judgment on what is wrong with the child 
but also make practical positive recom- 
mendations as to how to improve the 
situation. The physician should b2 pre- 
pared to employ all of the methods now 
available so far as circumstances permit. 
For example. the roentgen ray shou'd not 
be regarded as something to be used only 
as a last resort and after extensive con- 
Sultation, but, like the microscope, it 
should be recognized as a tool] available 
to every physician. The information af- 
forded by ii in properly trained hané@s is 
so important that its use should be widely 
encouraged. 

We have already referred to the danger 
of too great a specialization of .the point 
of view of the vhysician, and have com- 
mented upon the very desirable present 
trend to consider all aspects of the child, 
physical, mental, and social, in m¢ g an 
evaluation. Fxtension of the principle im- 
plies that physicians must be es well ac- 
quainted with the healthy child as with 
the sick child. Their standard cf com- 
parison must be one of positive health, 
and not merely one of relative frecdom 
from dis2ase, and they must learn the im- 
portance of asking themselves the aues- 
tion, not only. “Is the child well?” but 
also “Is th> child -happy?” for the truly 
healthy child is also a happy child. 

Our standards of comparison stil] leave 
much to be desired. Not only musi they 
be based upon normal healthy children 
but, as we have already pointed out, the 
range of individual variations above and 
below any stondard of comparison must 
be more clearly d2fined and its significancé 
generally understood. Our knowledge of 
the normal in certain periods of life is 
still unfortunats!y scanty. The period im- 
mediately after birth requires careiul and 
intensive study, and so does the period of 
adolescence. Particular attention should 
be turned in the future to the study of 
children at thes? ages. The fundamental 
question n iso be carefully considered 
as to whe * age in terms of years is 
the best ba for our standards of ref- 
erence. It may well be that siandards 
based upon the degree of maturity shown 
by calcification of the skeleton, the onset 
of puberty, and other such indices will 
prove of great value in the future. 

Our committee had hoped to find in the 
data already available adequate material 
on which to base conclusions as to the in- 
fluence of race, locality, and economic cir- 
cumstances upon the growth and dcvel- 
opment of children. A careful] survey of 
existing matcrial showed this to be im- 
possible. In order to make such compari- 
sons it will b2 necessary to obiain addi- 
tional data in diferent parts of the coun- 
try, taking care that they are obtained 
under comvrarable circumstances and by 
similar techniques. If studies are to be 
made on the neonatal and adolescent pe- 
riods of life, careful thought should be 
given to the possibility of so planning 
these studics that they will at the same 
time yield the much-needed information 
as to the influence of these other factors 
to which we have referred. Time spent 
in planning such studies in advance, not 
only with resnect to their soundness and 
completeness but also with regard to their 
coordination wiih other studies carried 
out at other times and in other places, 
will be richly repaid. 

Future Studies 

To advance our knowledge of normal 
growth and devolopment, the line of at- 
tack which at present seems most fruit- 
ful is the careful and extensive study of 
a relatively small number of individuals, 
carried over a long period of time. The 
Statistical studies based upon large num- 
bers of individuals have in the past yielded 
much valuable information, but such 
studies by their very nature tend to sub- 
merge individual differences in the rate 
of growth and maturation. 

Such differences appear only es a range 
of variation, which at best is difficult to 
evaluate, and many important relation- 
ships may be obscured. In studies of the 
individual child it is important that all 
aspects of the child should be considered. 
Any such program implies a broad point 
of view on the part of the investigators 
taking part in it and the collaboration of 
several investigators soundly trained in 
the various techniques that are to be 
employed. 

It will take time to solve man? of the 
fundamental problems which we have sug- 
gested. For the present we must deal 
with the praciical problems of the child's 
health and protection, on the basis of our 
best knowledge at the moment. This is a 
difficult task, as we are often forced to 
make temporary judgments on the basis 
of incomplete data and tentative theory. 
We must ccnt:nuaily test our conclusions 
as we proceed and be prepared to modify 
our methods as further knowledge ac- 
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cumulates. Our committee has attempted 
to summarize existing knowledge, and we 
submit the results of our efforts to our 
colleagues with the hope that it will be of 
practical service in the solution of the im- 
mediate problems which beset us. (Ap- 
plause.) 

CHAIRMAN WILBUR: The next of 
these reports in this Summary of Find- 
ings and Recommendations of the Com- 
mittees will be presented by Dr. Fred Ly- 
man Adair, chairman of Committee B— 
Prenatal and Maternal Care. (Applause.) 

DR. ADAIR: Mr. Chairman, Ladies and 
Gentlemen: The Committee on Prenatal 
and Maternal Care feels very strongly that 
the mother is the life of the family in so 
far as child health and protection are 
concerned. We all realize that there is a 
wastage of maternal lives due to con- 
trollable causes operating in connection 
with child-bearing and that our country 
lags behind the civilized world in the pre- 
vention of these deaths. While there may 
be sources of error in the interpretation 
of comparative statistics, and the situa- 
tion in other countries may not be as ideal 
as it seems, nevertheless those who have 
opportunity of knowing the situation here 
realize that the mortality of both mothers 
and young infants is unnecessarily high. 
The loss of the mother in childbirth is a 
disaster, not only to the newly born in- 
fant should it survive, but also to the 
other children in the family, if there be 
such. Not only are our maternal, fetal 
and neonatal death rates too high, but 
there has been little, if any, decrease in 
the last decade, which is discouraging. 
This becomes of added importance to com- 
munities and States because the birth rate 
is declining, which means that our human 
assets are becoming relatively more im- 
portant. The falling birth rate is affect- 
ing particularly the families of our leaders, 
which is unfortunate and demands the 
preservation of these infant lives to as 
great an extent as possible. 

Morbidity of the mother and offspring 
is a very important factor, and we need 
more information concerning it. There is 
room for improvement in our certificates 
for reporting births, stillbirths, infant and 
maternal deaths. They should be made 
to satisfy medical, legal, social and statis- 
tical requirements. Among the 13 state- 
ments, on the back of the birth certificate, 
which enumerate the advantages of re- 
turning these reports, there is no mention 
of their medical significance, yet physi- 
cians sign the bulk of them and the in- 
formation included in the report is of 
medical importance. Until the new birth 
registration blank appeared, which is not 
yet in general use, the period of gestation 
was not included in the report, ignoring 
the fact that many births were rcported 
as living births where the infant was so 
premature that it had no chance of 
survival. 

Better Classification of Deaths Needed 

In most of the States it is customary to 
report a dead born infant as a birth on 
the usual blank and then file an ordinary 
death certificate which is so obviously un- 
suited for reporting such a birth and 
death as to require no discussion. A single 
special blank such as is in use in a few 
States, for reporting stillbirths is much 
less cumbersome and can be so drafted 
as to give the necessary data. We need 
much more information relative to mater- 
nal deaths than appears on the usual 
death certificate. In addition to the cause 
of death we should know the period of 
gestation, operative procedure if any, place 
of confinement, and name of the person 
who attended the mother at childbirth. 
Among other things, this would make it 
possible to compute accurate maternal and 
tetal mortality rates according to hospital 
and home delivery. Many maternity cases 
dying in hospitals were not delivered 
there. Some dying at home were deliv- 
ered in ih2 hospitals. Many deaths after 
abortion occur in hospitals though usually 
the abortion itself took place prior to ad- 
mission. This increases the hospital ma- 
ternal death rate materially. 

Better classification of both maternal, 
fetal and early infant deaths would lead 
to a better understanding of their causes 
and ultimately to the working out of more 
effective means of prevention. 

At present we have annually in the birth 
«egistration area approximately 15,000 ma- 
ternal deaths, 80,000 deaths of infants 
under one month and 85,600 stillbirths. 
Three-fourths of the maternal deaths are 
due to controllable causes; infection, tox- 
emia and hemorrhage. The fetal and 
early infant deaths are due to congenital 
and hereditary conditions, prematurity, 
birth injurics and infections, many of 
which conditions can be controlled. The 
disabilities resulting to mothers and in- 
fants are an unknown quantity, but the 
beds in hospitals are occupied by many 
women who require operations for condi- 
tions dating from childbirth. The blind, 
defective and otherwise handicapped chil- 
dren, which number 10,000,000, according to 
President Hoover, are, in many cases, thus 
afflicted because of conditions which are 
inherited, congenital, acquired at birth or 
immediately subsequent to it. Much of 
this could be prevented. President Hoover 
in his address on Nov. 19 at the Confer- 
ence on Child Health and Protection, 
stressed the fact that there are in this 
country 14,000 children who are totally 
and 50,000 who are partially blind. Many 
of these can trace this condition to syph- 
ilis and gonorrhea, which can be prac- 
tically eliminated as causes of blindness 
in infants and children by adequate pre- 
natal and postnatal care. There are 300,- 
000 crippled childven, many of whom can 
date their disability to birth. Some of 
these conditions are congenital and could 
not be avoided. In others the deformity 
has resulted from birth injuries which 
have affected the central or peripheral 
nervous systems, the muscles, bones or 
joints. It would not be possible to avoid 
all of these casualties, but the better the 
obstetric care the fewer there will be. Ap- 
propriate postnatal care would bring many 
of these conditions to light so that prompt 
measures could be instituted for their cor- 
reetion. There are 382,000 tuberculous 


children, most of whom have doubtless ac- 
quired it within the family circle and 
many of them from their mothers. The 
detection of an open tuberculosis in 
mothers during the antepartum and post- 
partum periods would not only safeguard 
them but also go far in protecting infants 
from the dangers of acquiring tuberculosis. 
The loss of the mother has undoubtedly 
been a contributing factor in the produc- 
tion of the 200,000 delinquent and 500.000 
dependent children, and inadequate mater- 
nal care comes in for its share of blame 
as a cause for the 450,000 mentally re- 
tarded children and of the 675.000 pre- 
senting behavior problems. Nothing was 
said by President Hoover regarding the 
number of children afflicted with syphilis, 
but Stokes from a wide variety of sources 
estimates that the incidence of syphilis in 
the child population ranges from 3 to 5 
per cent. 

Hereditary and congenital factors as 
well as birth causes and postnatal con- 
ditions enter into the production of 
the groups mentioned above. Many of 
these conditions are caused directly or in- 
directly by complications arising and af- 
fecting mothers during pregnancy and 
parturition. It is impossible to ascertain 
how many of the problems presented by 
these large groups of childrea could have 
been presented by the proper application 
of the principles of prenatal, intranatal, 
and postnatal care, but certainly many of 
them could have been avoided. 

The provision*of proper nutrition of the 
infant begins immediately after birth and 
presupposes a mother who has been prop- 
erly Lag during pregnancy for nurs- 
fing her baby and also makes provision for 
proper postnatal nourishment in case the 
natural supply is inadequate. Many of 
these children doubtless suffered from the 
handicap of prematurity and lack of the 
special care required for such infantis. 
Many may have suffered from lack of the 
proper maternal care which may have 
arisen from a variety of causes. 


Prevention and Control of Deaths 


The means of prevention and control of 
maternal]. fetai and early infant mortality 
and morbidity are first the education of 
the public to expect and demand good 
and consscutive preconceptional, prenatal, 
intranatal and postnatal care for mother 
and infants. It is useless to create the 
desire unless there is adequate and effi- 
cient personne! to supply the demands. 
This means the proper education and 
training of a sufficient number of physi- 
cians, nurses, midwives, social workers, 
dentists and others, and that thev be 
properly distributed. It further requires 
the proper set-up in the form of hospi- 
tals, dispensaries. etc.. for giving institu- 
tional and supplying home care in urban 
and rural communities to all racial, social 
and economic groups. 

Before undertaking to discuss the above 
requirements, it may be well to consider 
somewhat more in detail the importance 
of maternal mortality. Some maternal as 
well as other deaths are inevitable, but 
this should not in any way retard us in 
our progress for the elimination of those 
whien are preventable. 

Maternal and fetal deaths often go hand 
in hand. Abortion is undoubtedly the 
most frequent cause of fetal death. but 
the extent to which it contributes to ma- 
ternal deaths is not commonly appreci- 
ated. ractierily all fetuses born nrior 
to seven months’ gestation do not survive, 
so any such ending may be regarded as 
premature termination of premn2ncy. 
Such endings are too frequently fatal to 
the mother. This is shown by som re- 
cent statistics from the Federal Chi'dren’s 
Bureau. covering 7,346 maternal deaths, in 
which the period of gestation is known; 
2.381, or practically one-third of the deaths 
followed an interruption of pregnancy 
prior to the seventh month. Of these 59 
per cent died from sepsis, while of 4.965 
cases dving after pregnancy of seven 
months or over. 30.8 per cent died from 
infection and 31.2 per cent from toxemia. 

Sepsis 

Sepsis was the cause of death of 40 
per cent Of all cases included in the study. 
Twenty-five per cent of the deaths from 
all causes had been preceded by abortion. 
Of the deaths following abortion, 73 per 
cent were due to sepsis. Of the deaths 
following intentional abortion. 90 per cent 
were due to sepsis, and of those follow- 
ing unintentional abortion 60 per cent 
were due to sepsis. These figures clearly 
show that preventive measures are ‘not as 
effectively used in preventing deaths from 
sepsis following abortion as they are fol- 
lowing later deliveries. 

In the future, according to the new In- 
ternational Code for Classification of 
Deaths, all maternal deaths from septi- 
cemia wil! be classified so as to show those 
preceded by abortion. Abortions are not 
reportable except in New York City and 
Maryland. where the registration of all 
products of conception is required. 

The frequency of abortions and prema- 
ture labors is much less among those 
women who seek and receive prenatal 
care. This is probably due, in part at 
least, to the desire of those who seek 
prenatal care to have children, while those 
who have no such wish avoid such atten- 
tion. It is also probable that the more 
intelligent and better socially minded 
women receive such care, whereas the 
more ignorant and irresponsible groups 
carelessly avoid attention until Nature 
forces them into the hands of the most 
accessible attendant. 

In the Children’s Bureau study the ma- 
ternal death rates from abortion are 
higher among the Negroes than the whites 
and _ in urban than in rural districts and 
in hospitals than in homes. Eighty-nine 
per cent of the women whose deaths fol- 
lowed abortions were married. Of the 
1,587 abortions, for which information was 
secured as to type, it was found that 50 
per cent were induced, 37 were spontane- 
ous, and 13 per cent were therapeutic: 

It is impossible to estimate accurately 
the number of abortions occurring in this 
country. Certain calculations made in 
Germany indicate that there were about 
240,000 abortions in that country in 1911, 








a proportion of about one in every eight 
confinements, whereas in 1927 it is esti- 
mated that there was one to every single 
completed pregnancy. 

In Russia, with legalized abortion, there 
has been an increase in legal abortions, 
which is attributed in part at least to the 
aecrease in secret abortions. Similar con- 
ditions apparently exist in other coun- 
tries. 

One might ask whether or not there is 
developing a disregard for human life in 
its beginnings, and if much of the mass 
propaganda of a commercial and other 
character which is permeating modern 
civilization does not have a far-reaching 
psychologic effect upon our ideals of life. 
One must confess that the open display 
of literature and devices in drug stores 
does grate on the ideals of some who 
have more or less puritanical ancestors. 

The so-called therapeutic abortion which 
is charged with about 13 per cent of the 
fatalities from abortion in the Children’s 
Bureau’s study is a makeshift and a con- 
fession of our medical ignorance, for we 
should ultimately have sufficient knowl- 
edge to save life without destroying it. 
The alleged social and economic reasons 
should be possible of other solutions by 
sociologists and economists working in 
conjunction with medical scientists. 


Abortion, whether intentional or unin- 
tentional, is a very serious medical prob- 
lem, and the increase in the number is 
doubtless an important factor in the fail- 
ure to reduce our maternal death rate. 
Properly collected statistics should in the 
future clear up this point. 


Training of Midwives 
The subcommittee on the education of 
midwives has pointed out that the ma- 
ternal death rate in this country, where 
doctors attend most of ‘the confinements, 
is higher than it is in Europe where well- 


trained midwives furnish the greater per- 
centage of care. Their midwives are well 
trained while ours are not. Yet statis- 
tics in this country indicate that in gen- 
eral the mortality statistics from the 
cases attended by doctors are not better 
than those cared for by our untrained 
midwives. What is the answer? The doc- 
tors care for more abortions and more 
complicated cases, they use more anaes- 
thesia, they deliver more cases artificially, 
they come in contact with more infec- 
tious material, and they give. as a rule, 
no nursing care. In defense, it might be 
added that the midwife has had, at best 
in this country, little or no opportunity 
for education and training. It should be 
stated that the doctor of a generation 
and more ago had more or less thorough 
theoretical training in obstetrics, but in 
his undergraduate days he was fortunate 
if facilities were available for him to see 
many normal and abnormal cases deliv- 
ered, and that if he had supervised in- 
struction while performing a delivery, he 
was an exception and not the rule. Mid- 
wife practice has never become an estab- 
lished institution in this country, and doc- 
tors have taken the responsibility for at- 
tending women in childbirth from the 
earliest pioneeer days. When they were 
not available some neighbor or friend 
more or less familiar with labor assumed 
the responsibility. There are only two 
schéols for midwives in this country and 
they are recent. Until of late the super- 
vision of midwives has been very lax and 
even now it is adequate in very few lo- 
calities. The greatest need for midwives 
is in sparsely settled districts and among 
the Negro population, especially of the 
South. This means that the midwife 
question is a local problem. There is ap- 
parent need for them in some sections 
and provision should be made to educate 
them and train them in established insti- 
tutions. It is imperative that subsequent 
to their education they work in the com- 
munities and among the people who need 
their services, otherwise there is no use 
educating and training them. The mid- 
wife should not be recognized as the per- 
son to fit into the ideal and ultimate 
scheme, but only as a stop gap until the 
better plan of nurse and doctor, each 
working in their respective fields, can be 
evolved and established 


It is necessary that the midwife be 
trained and educated in her field of ac- 
tivity, that she be properly licensed and 
that she carry out her work under medi- 
cal supefrvision and control. 


Obstetrical Nurses 
The studies made by the subcommittee 
on obstetric education of nurses indicate 
that the education of nurses in the field 


of obstetrics has not been adequate. Their 
education in this branch should have as 
its objective their preparation for the 
complete maternal care of patients in the 
home and in hospitals. Certain numbers 
should receive special advantages to pre- 
pare them to go into the maternity and 
infancy field of public health work. Oth- 
ers should receive the necessary education 
and experience to fit them for supervisors 
and teachers of obstetrics in hospitals and 
dispensaries. It is probable that there 
may be a definite field for a limited num- 
ber of nurses, especially the colored, to re- 
ceive thorough midwifery training so that 
they could act as direct supervisors of 
midwives under medical direction. There 
has been some discussion of training 
nurses to practice midwifery and replace 
our untrained midwives. This would per- 
haps provide some alleviation of the sit- 
uation if they practiced where they were 
needed. 


It is very doubtful if it would be the 
best permanent solution. The nurses oc- 
cupy a very important field of endeavor 
in this country, and it is open to serious 
question whether the idea of substituting 
nurse midwives for midwives would im- 
prove their status. It is doubtful if it 
would be wise for the nurses to encroach 
on the field of the doctor who has re- 
garded the practice of obstetrics as an 
integral part of his field of endeavor since 
the beginnings of colonization in this 
country. 

We have, in this country, the nucleus 
of a plan which could be worked out and 
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should be superior to any other in the 
world. There is a large body of nurses, 
somewhat lacking in obstetric | training, 
but who have had good fundamental 
training in nursing. There is a large 
group of physicians whose facilities for 
clinical training in obstetrics have been 
too meager. The pian of having doctors 
and nurses working in conjunction has 
been successfully tried with excellent re- 
sults in a number of localities, in various 
institutions, and to some extent in the 
private practice of physicians. It is a 
conviction that the general extension of 
such a plan through the country would 
be superior to any other scheme which 
could be inaugurated. 


In connection with obstetric nursing and 
to fill a need in the nursing of mothers 
and infants there should be a place 
for a group of well-trained personnel who 
could supply good nursing care to mothers 
and infants at a cost lower than that 
requisite for the more highly trained reg- 
istered nurse. This need might be met 
by a system of hourly nursing such as in 
vogue in many of the larger communities 
or by trained nursing attendants. On the 
other hand, this does not seem to entirely 
fill the gap. Some consideration has been 
given at various times the latter, but 
no great progress has been made in reach- 
ing a solution. It might be debatable 
whether or not it was desirable to add to 
the already rather abundant nursing per- 
sonnel less highly trained individuals. The 
question of an over supply of nurses 
might be similar to the one with regard 
to physicians, namely, the problem of 
proper distribution. Some communities 
have a lack of sufficient nurses and med- 
ical personnel or seem to feel they are 
not well supplied, whereas there is a su- 
perabundance in other sections. 


Many people are unable to pay the 
nursing and medical fees required by in- 
tensively trained gersonnel. These serv- 
ices must 2e rendered by those of Jesser 
but adequate training, who do not de- 
mand the high fees expected for more ex- 
pert service. The trained nursing attend- 
ant and the medical practitioner with 
good training in obstetrics should go far 
in meeting the needs of the lower income 
groups. 

Distribution of Physicians 

The distribution of well-trained physi- 
cians to serve the various needs of the 
country without depletion in one section 
and congestion in another is a problem 
apart from the education of a sufficient 
number which is apparently being accom- 
plished. The problem of proper distribu- 
tion comes after the selection and educa- 
tion and graduation of the medical stu- 
dents though some attempts are being 
made by means of scholarship, etc., to 
place men where they will be needed 
after they have qualified to practice. It is 
possible that the future selection of men 
for the medical profession may be made 
on more careful scrutiny of their moral 
and intellecsual qualifications with atten- 
tion to the adaptability to the various ge- 
ographic, social and economic needs of va- 
rious districts and to various types of 
medical practice. 

Appropriate, but sometimes ineffectual, 
attempts are made to select medical stu- 
dents from the standpoints of ability and 
character. 

It is undisputed that there should be 
sufficient preliminary training, of those 
with native ability, in cultural, humani- 
tarian and scientific knowledge prior to 
entrance in the medical college. Here 
instruction should be given in the preclin- 
ical basic sciences and be correlated with 
the subsequent clinical teaching. There 
should be a closer interrelationship between 
the preclinical sciences and the clinical 
branches of medicine by a keener interest 
of those teaching the basic sciences in 
clinical facts and of those teaching the 
clinical branches in the fundamental 
sciences. 

The curriculum should not be so sharply 
set off between the first and second 
biennium. It is probable that more dove- 
tailing would be advantageous to both 
student and teachers. 

The student should also be impressed 
with the idea that these basic sciences 
are requisite foundations to be utilized in 
his life's work. This could be accom- 
plished by showing the relationship to the 
human being, by convincing the student 
that he is not working for credits and 
simply accumulating facts to be retained 
only until sufficient credits are obtained 
doubtless one of the best means of im- 
pressing this idea is by means of the com- 
prehensive examination which could be re- 
quired as a preliminary step to entrance 
into the work of the clinical years when 
definite efforts should be made to kéep 
up the contact of the students with some 
one or more of the basic sciences. This 
applies to all undergraduate students and 
to those who are taking post-graduate 
training, but it is of particular importance 
to those who by serious and intensive 
graduate work are preparing themselves 
for specialized private practice and espe- 
cially to the smaller group who plan to 
take up careers as teachers and investi- 
gators. 


Education of Physicians 

It has been suggested that the facilities 
for the education of physicians in the 
branch of obstetrics have not been ade- 
quate. The lack has not been so much 
along the line of theoretical training as 
it has in the application and especially 
in the clinical advantages. There can be 
no good obstetric practice in any country 
unless the doctors are thoroughly educated 
as well-trained obstetricians. This is the 
key to the situation. 

The obstetric education of physicians 
must satisfy several demands which are 
essential to the best interests of maternity 
and infancy. In general, medical educa- 
tion must fill the needs of the country 
as a whole. There are many sections 
of the country where smal] communities 
and sparsely settled districts are unable 
to support or give the necessary facilities 
with @hich a physician can work satis- 
factorily. There are other communities in 
which there is sufficient work with com- 
pensation to support.a physician though 
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this community may not be in a position 
to supply the facilities which are necessary 
for the best type of medical work. It is 
natural that physicians should not seek 
these types of communities. They must 
have adequate compensation for a liveli- 
hood, which problem could be met by sub- 








sidies, but in addition to this, most well 
trained physicians of the present ) feel 
the need of adequate laboratory, X-ray 


and hospital facilities for the purposes of 
diagnosis and management of their cases 
The movement for the estabiighment of 










rural hospitals should have a very definite 
effect bringing about a proper Gistribu- 
tion of physicians who are educated and 
tra to carry on this type of work. 





These physicians in these small communi- 
ties mu be general practitioners It is 
ther e vital that the obstetric education 





should provide adequate training to this 
type of medical practitioners in the field 
of maternity and infancy. 

Many of these men receive no more than 





undergraduate training. The majority of 
States and the majority of schools do not 
reqt intern year. From our survey 
it is apparent that most undergraduates 
do not receive sufficient practical training 


an 








in obstetrics. Those who secure the years 
tra z as an intern are as a rule much 
bett equipped, but even here there is 





not infrequently a lack of sufficient clinical 
experience in obstetrics. 


Post Graduate Courses 

In somewhat larger communities it is 
possible for men to undertake more or 
less specialization. A man might special- 
ize in surgery and obstetrics or at least 
devote his major attention to these 
branches He should have opporiunity, 
by means of post-graduate courses of 
various types, to increase and improve his 
obstetrical knowledge so that he would be 
in a position to furnish assistance to more 











general practitioners who have had less 
opportunity for perfecting themselves in 
these lines. This demand could be met 
by post-graduate courses in the various 
medical schools, by provision for such 








courses in 
Pitals. by 


various special maternity hos- 
greater attention to obstetrical] 
elinics at medical society meetings and 
by extension and circuit courses which 
are perhaps somewhat better adapted to 
the needs of the general practitioner. 
Provision must also be made for the ade- 
quate training of specialists in obstetrics 
and gynecology. There are movements in 
various institutions providing facilities for 
meeting need. In the recent past it 
has almost been necessary for men to seek 
abroad in the various womens 
of Europe to secure such training 
no longer imperative, but as yet 
in this country are too meager 


this 





This i 
the facilitie. 
to train sufficient men adequately to supply 





the ¢ 






mand. This special training should 
cov a period of at least three vears fol- 
lowing the completion of a rotating intern- 
ship and should consist of certain funda- 


















mentai training in the basic sciences per- 
taining to maternity and early infancy 
with abundant opportunity for clinical 
training in obstetrics. diseases of the 
newly born and gynecology. Many Euro- 
pean countries set up separate standards 
for general practice and for various spe- 
cialists 
Improving Standards 
Efforts are being made in this country 


e certain standards before a phy- 
i recognized as a specialist in cer- 
fields 








The American College of 
Surgeons has set up certain standards 
with the idea of accomplishing certain 
ideals and of recognizing the best avail- 
able men in the various communities 
Other organizations and boards have set 
up various standards. Recently there has 
been formed the American Board of Ob- 
stetrics and Gynecology. which expects 
to i certificates to men whom they 
cons r to be qualified for recognition 









as specialists in this line. This represents 
a progr ve movement which as yet has 
attained no great prestige. 

It is further necessary in a compre- 




















hensive educational program. as it per- 
tains to obstetrics, to provi@® opportunity 
and facilities for the education and train- 
ing of men not only to become sp°cialists, 
but also to become educators and inves- 
tigators alone the line of matcrnity and 
infancy This requires certain» innate 
qual and also a prolonged experience 
preferablv in association with ovistanding 
men in these fields. It is difficult to place 
a time limit on such activities. but one 
could state that a minimum time period 
would extend from five to ten vears. Edu- 
cation of course, a continuous and pro- 
gressive matter. and one cannot arbitra- 
rily divide it into time periods, but an 


outiine as 
eral way 


the above indicates in a gen- 
the educational needs as they 
pertain te maternity and infancy 

It is vitally essential for the welfare 
of the community, particularly of mothers 
and infants. that we have qualified men 
in the various fields of activity which have 
been enumerated 

Various States have undertaken the re- 
sponsibility of giving undergraduate med- 
ical instruction. as is shown by the fact 
that there are 30 State medica] schools, 
of which 8 have only the instruction usu- 
ally given in the first biennium. One could 
assume this is done on the theory that the 


State should fill the need of its citizens 
for medical practitioners. Some States 
have gone further and are now furnish- 


ing post-graduate instruction. not only to 
give special advantages to the practition- 
ers of the State, but also tO train spe- 
cialists in various fields. 






Inasmuch as maternity and infancy have 
becorne a State. and even a national 
problem, would it not be well io strike 
at the source and see that the personnel 


and the facilities for education in the 
branches of obstetrics and pediatrics are 
adequate, especially in these State insti- 
tutions? This does not mean that such 
facilities should not be adequate in other 
types of medical schoo!s, but it does mean 
that the States should definitely assume 
such responsibility for their own institu- 
tions. The various acts and proposals of 
Congress indicate clearly that the problem 











of the proper care of mothers and infants 
is a matter of national concern. 


Inasmuch as the education of physicians 
in the branches of obstetrics and pediat- 
ric@is absolutely fundamental and because 
the National Government has already and 
in various ways swpported educational in- 
stitutions for military, agricultural, and 
other purposes, it should be seriously con- 
sidered as to whether or not it would be 
wise for the Federal Government to as- 
sist in building up adequate facilities for 
strong departments of obstetrics and gyne- 
cology and pediatrics in the State medical 
schools particularly. 

There are other 





educational features 
which can be only rather bricfiy men- 
tioned here. The social workers are very 
valuable adjuncts in carrying out proper 
maternity and infancy work The prob- 
lem of illegitimacy alone opens up a wide 
range of activity which has been inade- 
quately handled from the standpoint of 
both mother and imfant. 

There has* been very little attention 
given to the proper education and train- 
ing of these workers along the lines of 
maternity and wmfancy. An educational 
program for them in this field has been 
outlined in the report on the education 
of the laity. It is also important to see 
that obstetricians and other medical prac- 
tilioners secure some idea of the impor- 
tance of social service to their work and 
their patients. There should be some ed- 
ucational correlation so that the social 
service workers veecive the medical view- 
point essential for their activitics and that 
the medical students also obtain definite 
ideas relative to the social phases of med- 
ical work, particularly as it applies to ma- 
ternity and infancy. 

The social workers form an important 
bridge between the medical profession and 
the laity and should be very helpful in 


assisting to carry out educational pro- 
grams among the laity. 
The Laity 


Probably the most effective way of edu- 
cating the laity is by personal contact 
with well-informed personne]. Numerous 
methods have been used, which it is not 
necessary to describe at this time The 
essentials are that the subject matter be 
accurate, understandable and interesting; 
that the methods of dissemination be ap- 









propriate, and that those to whom the 
information is directed be reached. 

Not infrequently inaccurate and mis- 
leading information is circulat This is 
often based on fads or information which 
has not been definitely provec This is 
often productive of harm, in that it leads 
patients to seek and even demand cer- 
tain obstetric procedures which are not 
established and practiced by those who 
are best qualified to know Publishers, 
reporters and authors should have an op- 


portunity to cheek the accuracy of articles 


which are submitted for publication. These 
articles may be good news, but not bene- 
ficial to the public. In the pgst it has 
not infrequently happened that certain 
procedures have been well advertised and 
achieved considerable popularity only to 
be discarded at a later date because they 


were harmful or not valuable 


Notable service has been done by numer- 
ous local organizations as well as those 
of State and national scope in educating 
the public in the fields of maternity and 
infancy. Some of these are governmental 
such as the Children’s Bureau, the United 
States Public Health Service and the 
Bureau of Education, all of which have 
done good work 


The American Child Health Association, 
though primarily interested in Child 
Health, has materially furthered the cause 
of maternal care. Various local organiza- 
tions, too numerous to mention indi- 
vidually, have by their example, propa- 
ganda and scattering of their personnel, 
extended their imfluence over wide areas. 
There are many national organizations, 
whose prime objects are not in the fields 
of maternity and infancy, but which have 
indirectly exerted a tremendous influence 
for good by improving institutions, per- 
sonnel and conditions surrounding mothers 
and infants. 

It is noteworthy that none of these na- 
tional organizations covers the field of 
maternity as their prime object. The Joint 
Committee on Maternal Welfare comes 
nearest to this objective, but its activities 
have been very limited for economic rea- 
sons and because its purposes have been 
mainly to interest the medica) profession 
in better obstetrics. It might be well for 
this committee, as a nucleus, to enlarge 
its activities to form an organization, 
which has as its primary object. the con- 
sideration of the numerous problems sur- 
rounding maternity. It is apparent from 
the study of interested organizations that 
there is a lack of coordination, and while 
excellent work has beén done, no one has 
made the development of maternal care 
its exclusive coneern. There should be 
some non-governmental organizations to 
bring together and harmonize the activities 
of the many groups which have a greater 
or lesser interest in maternity. 


Study of Each Community Needed 

It should be recognized that each person 
has to assume responsibility for his own 
conduct and welfare and that each com- 
munity must solve its own problems, but 
many times outside stimulation with sane 
advice and material help is of enormous 
value. 

There should be serious study of the 
plans of rendering service to mothers and 
infants in various types of communities 
under varying conditions. Much of value 
could be learned from the plans which 
have already been successfully operated 
in some localities. Séme are moving along 
smoothly and with the expenditure of 
little effort to attract outside attention. 
Some of these plans may be more success- 
ful than others which are better known. 

Fach community knows some of its needs 
and usually some efforts are being made 
to meet them. They are not always well 
directed and are often inadequate but 
these efforts nearly always have rea) merit 
and should be utilized in perfecting the 
oxganization of the work ,in that, ¢qm- 
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munity. It should be~ possible to pull 
various agencies together so that they 
could fulfill their part of the general pat- 
tern. Infant Welfare Societies, Visiting 
Nurses’ Association, hospitals, dispensf&ries, 
settlements, medical schools, local nurses 
organizations, medical societies and others, 
who are interested in maternity and in- 
fancy can be brought together so as to 
work out an adequate plan for furnishing 
appropriate care to mothers and infants 
during the prenatal, intranatal and post- 
natal periods. 

Smaller centers of population and rural 
communities present special _ problems 
which will have to be met in various ways. 
Doctors, nurses and in some localities mid- 
wives are necessary. Local and county 
hospitals and dispensaries would seem to 
be essential. The hospital facilities in 
some areas are entirely inadequate, even 
if available at all, The hospital facilities 
available for Negroes are more inadequate 
than those for the white population. In 
one city, which is probably better supplied 
with maternity beds for Negroes than 
many others, it is necessary to send 
mothers home with their babies a few 
days after delivery. This is essential in 
order to make room for the new mothers 
arriving in labor, In rural communities 
the situation is such that practically no 
hospitals are available for them. This 
lack of proper hospitalization for Negro 
mothers may be a factor in their high 
mortality rate which is about twice as 
high as that for the whites, though even 
with the same care in institutions having, 
parallel services for white and colored 
mothers the mortality rate seems to be 
higher for the latter. 


Facilities Needed 

In all communities there should be the 
necessary institutions, material and per- 
sonnel, be it doctors, murses or midwives, 
dentists and others, for furnishing ade- 
quate and consecutive prenatal, intra- 
natal and postnatal care. The studies 
made by the committee show that at the 
present time this is not available, and 
even in communities where it can be had, 
it is not universally supplicd due to some 
defect in the educational plan, the scheme 
of organization, or to some lack of care 
or interest on the part of the potential 
mother or other individuals involved. 

In addition to the routine care there 
must be provision for special attention to 
nutrition, oral conditions, venereal dis- 
ease, tuberculosis, heart disease, focal in- 
fections, and other medical and surgical 
complications. There should be some se- 
lection of cases which may need hospi- 
talization. It is important to avoid emer- 
gencies in so far as possible, and many 
of these can be foreseen or diagnosed 
early. In the study made by the Chil- 
dren’s Bureau there were 1,893 cases past 
seven months’ gestation who died in .a 
hospital; 996 of these, or more than half, 
were emergency cases, 

In small communities it is obvious that 
this care cannot be carried out by spe- 
cialists, but the general practitioner, who 
is the bac'sbone of the medical profession, 
can see that it is very well done if the 
props organization and facilities are at 
hand. 

For a long time the doctor has looked 
at medical problems from the standpoint 
of the individual patient. It is his duty to 
view these affairs from the standpoint of 
the community also. It ie necessary that 
doctors, individually and _ collectively, 
through their medical societies, partici- 
pate and assume leadership in matters 
pertaining to the health of mothers and 
infants, and to provide consultation and 
Other service where needed. 

There are many social and economic 
problems surrounding mothers _ and in- 
fants which go hand in hand with medi- 
cal problems. The social workers can be 
of enormous assistance in securing satis- 
factory and helpful service to these moth- 
ers and infants, who have: to receive spe-~ 
cial attention, from various agencies, for 
either social, economic, or medical reasons. 

There are many gaps in our knowledge 
regarding the factors and causes of mor- 
bidity and mortality of the mother, the 
fetus, and the newly born infant. It is 
essential to fill these gaps, but we should 
first strive to see that every mother and 
infant reccive the benefit of the knowl- 
edge we already possess. if this is done 
it will be casy to apply new knowledge as 
it is acquired. 

We know that such factors as race, en- 
vironment, social and economic conditions, 
medical care, physical and mental status, 
period of pregnancy, complications, meth- 
ods and grade of care and character of 
attendant and place of confinement all 
have much to do with the results. 


Children’s Bureau Study 

In the special maternal mortality study 
of the Fedoral Children’s Bureau a report 
on prenatal care was secured for 5,636 
of the cases. Of these, 53 per cent re- 
ceived no prenatal care, and in 72 per 
cent it was inadequate. . 

The character of the onset of labor was 
stated in 6,878 cases for which the pe- 
riod of gestation was reported. It was 
spontaneous in 4,411 cases; artificial in 
1,686 cases; and in 781 cases there was 
no labor. \Why should 25 per cent of these 
cases have an induction of labor, and 10 
per cent be fatal with labor not having 
even started? 

The termination of labor was reported 
in 6,657 cases in which the period of ges- 
tation is given. It was spontaneous in 
3,428; artificial in 2,255 cases; and in 974 
instances labor was not terminated. Why 
should tiere be 30 per cent of the fatali- 
ties with artificial termination, and about 
12 per cent be undelivered? 

Nearly one-third of the deaths followed 
an interruption of pregnancy prior to the 
seventh month, and in this group almost 
60 per cent died from sepsis. 

There must have been something wrong 
with the attention given te these mothers, 
especially when in the whole group of 
7,380 deaths 40 per cent died from infec- 
tion, 26 pr cent from toxemia, and 11 
per cent from hemorrhage: ‘This makes @ 


total of 77 per cent fatalities from causes 
which are cortrollable. 

We do not have all the results for the 
fetuses and infants, but we. do know that 
only 42 per cent of these pregnancies 
ended in live births. It is safe to say 
that the neonatal mortality and the mor- 
bidity rates in the others were very high. 
We do not know what sort of postnatal 
care the babies who survived their moth- 
ers. received. Postnatal care, which in 
occasional cases may contribute to mater- 
nal mortality, is more important from the 
standpoint of morbidity. 

We have little statistical information 
relative to the morbidity of mothers, but 
probably half of the gynecologic opera- 
tions are necessary as the result of poor 
care ducing pregnancy and. childbearing. 

The causes of maternal morbidity inci- 
dental to childbearing are birth injury, 
infection, and toxemia. Much has been 
and can be done to alleviate these con- 
ditions, and it is only fair to state that, 
while mortality is taken as the standard 
for the comparison of results, morbidity, 
though less tangible, should also be con- 
sidered 

Fetal and Early Infant Mortality 

We have mentioned the effect of various 
procedures and events upon the mother, 
and now it is important to state the 
causes of fetal and early infant mortality 
and morbidity. In 1929 approximately 31 
per cent of the infant mortality in the 
birth registration was due to prematurity, 
congenital debility, and syphilis; 8 per 
cent was due to congenital malforma- 
tions; 8 per cent to injury at birth; and 
8 per cent to other diseases of carly in- 
fancy and to unknown or ill-defined 
causes. The causes which are more or 
less amenable to management during the 
prenatal period are prematurity, mater- 
nal toxemias, infections and syphilis, all 
of which can be controlled in a measure 
to the benefit of the fetus. 


Malformations could only be controlled 
by preconceptional care, and we do not 
know how to accomplish it. 

During the intranatal period much can 
be done by adequate care to limit the 
number of deaths caused by suffocation, 
aspiration, and injury ,to the central 
nervous system, as well as other types of 
birth injury which do not lead so fre- 
quently to fatalities as to morbidity. In- 
juries to the brain and cord are often 
responsible for the failure to establish 
respiration. Infants with birth injuries 
may be born dead, die soon after birth, 
live a longer or shorter period with vary- 
ing amount of disability, or apparently 
recover. ‘These injuries are of the ut- 
most importance in causing both mortal- 
ity and morbidity, and cannot always be 
avoided. They occur especially in pre- 
mature infants. (They follow after spon- 
taneous labors of a short, violent type; 
prolonged, hard labors; instrumental de- 
liveries; breech extractions; versions; and 
even after Caesarean sections. 

The postnatal causes of fetal death are 
thermic from isolation or refrigeration, 
which are particularly dangerous to the 
premature infants; j s; infec- 
tions and _ disturbances of nutrition. 
Proper postnatal care should begin imme- 
diately with birth and be followed through 
consistently. ' 

We can do nothing much to reduce 
morbidity and mortality from maliorma- 
tions. Prematurity can be greatly re- 
duced by proper prenatal care. Syphilis 
in the fetus could be eliminated by ade- 
quate preconceptional care. Toxemias can 
be controlled with the saving of some 
infant lives. Infections causing fetal 
death and disease can be lessened. Deaths 
from suffocation and aspiration can cer- 
tainly be reduced, and the mortality and 
morbidity from birth injuries can surely 
be diminished. Practically-all of the post- 
natal causes of death could be controlled, 
if not eliminated. We all admit that our 
present knowledge is inadequate in many 
respects, but we make an urgent plea for 
the universal application: of that which 
we do possess.) 

Abortions 

We would like to know more about the 
problem of abortions and the factors pro- 
ducing or leading up to them, whether 
intentional or unintentional. The mor- 
bidity and mortality resulting from this 
is very great. There is much to learn 
about premature births and their causes. 
There are many deaths in fetuses and the 
newly born which are difficult to explain 
on clinical or pathological grounds. There 
is much to learn concerning the effect 
of various maternal states and diseases 
upon the fetus. 

We know much about infection which 
takes its toll of mothers and infants, but 
there are still some unexplained facts, re- 
lative to susceptibility and immunity which 
are of considerable importance. 

Of the causation of toxemias we are: in 
virtual ignorance though much data has 
been accumulated. 

So much that is lacking in fundamental 
knowledge is pointed out in the detailed 
committee report that time and the scope 
of this address will not permit of detailed 
enumeration. In anatomy, which is rela- 
tively old and more or less stable, there 
is still much +> be added to our informa- 
tion pertaining to the fetus and mother. 
The pathology of the embryo, fetus, and 
newly born is still a fertile field for in- 
vestigation, and the mother presents many 
unsolved pathologic problems especially in 
regard to the toxemias. Bacteriology, and 
especially immunology, could contribute 
much if a way of preventing maternal, 
fetal, and infant infections would be 
shown. Physiology with chemistry of 
various categories is now an actively fer- 
tile field in the study of sex and growth 
hormones. Nutrition of both the preg- 
gnant mother and the fetus, and of the 
lactating mother and infant are problems 
which will require a vast amount of work 
for solution. 

Eugenics hardly comes within the scope 
of this Conference and yet many infants 
are born who are useless or worse in our 
social scheme. so we would like to know 
more about hereditary influences and be 


able to prevent the birth of those who 
are defective and constitute a burden or 
menace to society. If we could be certain 
of our laws of heredity as applied to 
human beings, the prevention of the birth 
of these individuals by stopping the pro- 
creative powers of their parents would be 
a blessing to humanity. It is difficult to 
know just how far to go with such a pro- 
gram, but we should progress slowly but 
surely. 

In conclusion, it may be stated that the 
present situation with regard to maternity 
and infancy is not satisfactory. 


To remedy this situation our present 
knowledge must be generally applied so 
a; to provide appropriate preconceptional 
care to insure the proper growth and de- 
velopment of normal parents who reach 
the reproductive period healthy and free 
from venereal and other transmissible 
diseases and from other conditions which 
may make childbearing dangerous to them 
or the fetus or a hazard to society. These 
parents must be imbued with the desire 
to have normal, healthy children in suf- 
ficient numbers to perpetuate the best 
there is in our human race. 


Prenatal care of adequate degree must 
be followed by gompetent intranatal and 
postnatal care for the health and protec- 
tion of both mother and infant. In order 
to accomplish these, it is necessary to have 
properly trained and educated doctors, 
nurses; midwives, dentists, social workers, 
mothers, the laity, and others who come 
in contact with the problems of maternity 
and infancy. 

In addition it is necessary that proper 
organizations be set up in various com- 
munities, that the necessary institutions 
be established and the essential personnel 
be supplied. Luxuries are not lacking in 
this country, surely it is not a luxury to 
prevent morbidity and mortality among 
mothers and infants. Perhaps we are be- 
coming too easeloving and self-satisfied 
and maybe losing some of our sense of 
proportion and ideas of fundamental 
values. 

The doctors individually and collectively 
should lead in these movements to secure 
the health and protection of both mothers 
and infants. We should apply and dis- 
seminate our present knowledge, and our 
basic and other medical scientists should 
continue, as they will, to push forward 
so that new knowledge may be secured 
which will add to the security, improve- 
ment, health, and happiness of the future 
generations of the human race. 


CHAIRMAN WILBUR: In connection 
with what Dr. Adair has just said, at 
this time I should like to read a statement 
sent in by Dean Lyon of the University 
of Minnesota. This will be referred to a 
follow-up committee of which I will speak 
in a few moments to work with the re- 
sults of these particular. sections of the 
conference. 


Letter on Human Heredity 

“Representing a group of biologists of 
the University of Minnesota, I wish to 
record the conviction that too little atten- 
tion has been paid to heredity in this 
Conference. One has but to envisage a 
conference on farm stock, as contrasted 
with human stock, to see how great a part 
heredity would play in the discussions and 
recommendations of such a body. We be- 
lieve that the knowledge of heredity al- 
ready existing offers great possibilities for 
race improvement, quite as important, in 
the opinion of many authorities, as the 
environmental factors to which so much 
attention has been given. We are moved 
by the contrast between the very large 
expenditures of public funds, foundation 
endowments and private gifts, the enor- 
mous amount of social effort of all kinds, 
exerted on the environmental side, and 
comparative neglect of the practical as- 
pects of heredity as applied to man. We 
feel that heredity deserves far more con- 
sideration from philanthropic persons and 
societies, socially minded individuals, con- 
structive statesmen, than it has ever re- 
ceived. 

“We are aware of the unsatisfactory 
present situation of ignorance, of prej- 
udice, of unscientific propaganda. We 
attribute this situation largely to absence 
of an authoritative, united declaration on 
the part of experts in this field. We sug- 
gest that there be held, either under gov- 
ernmental or private auspices, a confer- 
ence in which all phases of this funda- 
mentally important subject may be in- 
vestigated and discussed as fully and 
frankly as the environmental side has 
been at this conference. From such a 
conference we should hope for an au- 
thoritative program leading, as the gen- 
erations progress, to the realization of 
what we believe should be the first cardi- 
nal declaration of a Magna Charta of 
Childhood: ‘Every child is entitled to be 
well born.’ 

“In presenting this memorandum it is 
not our intention to criticize or detract 
from the work of this Conference. We 
are concerned only with the effort to 
secure a future authoritative conference 
devoted to heredity as applied to man. 

“E. P. LYON. 
“Washington, D. C., 
“Feb. 20, 1931.” 

I am reminded as I read that of an 
incident I told one of the committees 
yesterday, of a woman, a former patient 
of mine who owned a little dog of which 
she was exceedingly fond. Unfortunately, 
one day in going by her home with a 
friend of mine we ran over the dog and 
killed it. It devolved upon me upon the 
instigation of my friend to go and tell 
this patient of mine about this great 
calamity that had happened in her par- 
ticular household. 

I approached the subject with some 
trepidation, but after a proper introduc- 
tion, I got around to the fact that the dog 


had not only gotten into the road, but- 


had been exterminated. A sort of cloud 
passed over her face for a moment. Then 
she said, “Well, perhaps it is just.as well. 
He had no pedigree.” (Laughter. 

So we have to remember that in so 
far as the rights of citizenship in this 
country are concerned, none of us have a 
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pedigree, and yet in so far as carrying 
out the functions of citizenship, some kind 
of pedigree seems to be important. 


Our next report is from Committee C on 
the Medical Care for Children, by Dr. 
Philip Van Ingen of New York, the Chair- 
man of the Committee. (Applause.) 


DR. VAN INGEN: Mr. Chairman, Ladies 
and Gentlemen: Every activity for. the 
health and well-being of the child has 
its medical aspects. Education. recreation, 
relief, correction, in their manifold phases, 
have their medical problems. In develop- 
ing its program of work, this committee 
was forced to restrict itself to the activi- 
ties of those individuals who, singly or in 
groups, were carrying on work whose pri- 
mary original object was health. Even 
with so narrow a limitation, it was neces- 
sary to carry out 17 separate and distinct 
invest‘gations. 

The results of 12 of these have been 
presented and discussed at the various 
group meetings which have been held here 
during the last two days. We have pre- 
sented our findings, given our conclusions, 
and offered certain recommendations, as 
definite as it has been possible to make 
them. It is my difficult duty to try 
briefly to summarize their scope and pur- 
pose. 

In every activity invoiving intelligence, 
judgment, and decision, the training of 
those who carry the work forward is 
essential. This is particularly true in the 
medical care of children. Progress in 
medical knowledge has advanced by leaps 
and bounds within the last 25 years. Have 
the instruments for preparing those who 
are to apply that knowledge kept pace 
with this progress? 


Education of Various Groups 


In the field of medical education it would 
seem that the medical schools have not 
kept pace—all of them. Some, an en- 
couraging number, have, but the vast im- 
portance to the physician of thorough, 
practical training in the problems he 
must face. especially those connected with 
the promotion of health and the prevention 
of disease, has not been generally ap- 
preciated. Or if it has been, appreciation 
has not carried over to practice. 


The neglect to teach to every medical 
student the fundamental principles of 
mental health and its disturbances has 
resulted in the medical practitioner being 
rapidly crowded out of the field. He is 
needed in it. He must be prepared for it. 


There is practically no attention paid to 
body mechanics and its many possible re- 
lations to health, a subject which is fast 
being taken over by default by lay per- 
sonnel, often imperfectly trained. 


More recent research in the development 
of dental caries, which is present in over 
95 per cent of the children of this country, 
indicates that it is due to faulty food, and 
that its prevention must begin long be- 
fore the child is usually taken to a dentist. 
Whose responsibility is this? 

The pediatric curricula of our medical 
schools need careful, thorough study and 
reorganization if the physician is to con- 
timue to keep his place in the field of 
medical care for children. This commit- 
tee has prepared an outline of what such 
instruction should cover. It has recom- 
mended that it be made the basis for fur- 
ther development for application to med- 
ical schools, whose primary function 
should be the training of general practi- 
tioners of medicine. 

The late Dr. Abraham Jacoby said, in 
effect, that. the education of the physi- 
cian was completed only with his death. 
The physician in the large city has op- 
portunities for keeping abreast with the 
advances in medicine. Those in smaller 
cities and in rural areas far removed from 
medical centers are not so fortunate. Fa- 
cilities for postgraduate instruction for 
practicing physicians, in¢luding extension 
courses, need'to be further developed. 

In the training of nurses the nnrsing 
schools themselves are not satisfied with 
what they are doing. The instruction of 
nurses in care of children is, in large part, 
inadequate. Many schools of nursine are 
unable to give adequate and complete in- 
struction in child care. The leaders of 
the nursing profession lay this in part to 
the establishment of schools of nursing in 
hospitals where there is no_ possible 
chance for securing adequate practical 
experience. Few schools offer opnortunity 
for experience with the well child—impor- 
tant experience for those who must care 
for the convalescent child. The prepa- 
ration of nurses for public health service 
has received its fair share of criticism as 
being inadequate in many particulars. 

The same general dissatisfaction is ex- 
pressed in regard to the training facilities 
for those proposing to undertake medical 
social service work, for those who are tak- 
ing courses in body mechanics or posture 
work in preparation for work as physical 
educators; and also to a certain extent 
with the facilities for training of that new 
group of workers styled nutritionists. 

I have not attempted to give you a com- 
plete synopsis of the various criticisms 
which have been made of the education 
of the various groups engaged in medical 
care for children. ‘These remarks are 
merely to indicate that it is generally felt 
that there is need for very careful revision 
of present methods. The matter is too 
complicated to be solved by a universal 
formula. But it is recommended that the 
medical, nursing, and dental professions 
should undertake seriously to face their 
problems and make a real effort to make 
their curricula more adequately meet 
modern demands in the training of their 
students in medical care for children. 


Distribution of Physicians, 


Nurses 

A detailed study, with the county as a 
basis, has been made of the supply of 
physicians, dentists, trained nurses and 
various activities of combinations of these 
workers. Data are available for practi- 
cally every county in the United States. 
Whether the supply is adequate cannot 
be stated definitely. It would appear that 
in many communities it is far from being 
sufficient, while in others there would 
Seem to be an over-supply. These data 
will be available to any locality or group 


Dentists, 
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wishing to study its own problefhs and 

resources with the idea of making its 

service more effective and complete. 
Hospitals 

There are over 6,600 hospitals approved 
by the Council on Medical Education in 
the United States. The large majority 
of these are, of course, in the larger cities 
and towns. About half of these are classi- 
fied as being under private or partnership 
management. An attempt has been made 
to obtain all possible data as to the serv- 
ice these hospitals, other than those un- 
der private or partnership management, 
are able to offer to children. There ap- 
pears to be an adequate supply of beds 
available for children, judging from the 
percentage occupancy of these beds. Here 
again, whether there is an adequate sup- 
ply of facilities for children throughout 
the country is not definitely known. The 
facts in our possession have been tabu- 
lated on the county basis, in order to give 
further information to communities in- 
terested. 

From the information obtained there 
seems to be need of very careful consid- 
eration of whether these hospitals are 
equipped and organized to give satisfac- 
tory care for children. Not only is it 
without question true that most efficient 
and satisfactory service is rendered, but 
there are many hospitals, and this applies 
particularly to general hospitals of con- 
siderable bed capacity, where there seems 
to be no special provision for the care of 
children—there are no special wards re- 
served for them and there is no special 
attending :.aff devoting their attention to 
the children alone 

The functions of hospitals in the com- 
munity are many. They have opportu- 
nity for more than simply the care of the 
Sick. Practical experience is essential for 
those who are to detect illness and to 
care for sick children. Training schools 
for nurses in places other than in hos- 
pitals are impossible. It is in the hospi- 
tals that the young physician graduating 
from medical school receives much of his 
most valuable practical instruction and 
experience; it is there that he should re- 
ceive it. The information obtained by 
the Committee indicates that these op- 
portunities and responsibilities are not 
fully recognized or met by a large por- 
tion of the hospitals of this country. 

The subject of convalescent care for 
children is one not only of efficient med- 
ical care for children but also one of hos- 
pital economics. Without facilities for 
convalescent care many children must be 
sent home to surroundings utterly un- 
suited for satisfactory convalescence, or 
else must be retained in the hospital at a 
cost far in excess of that which would 
supply convalescent care elsewhere. Many 
hospitals of considerable size have no fa- 
cilities for convalescent care, and nearly 
half of those without such facilities have 
stated that they felt no need for them. 

Still more regrettable is the number of 
hospitals of over 100 beds—and many are 
much over that number—which have no 
facilities whatever for medical social 
service. The American College of Sur- 
geons, which has done so much to im- 
prove the standards of our hospitals, has 
made medical social service one of the 
essentials for adequate hospital care. The 
social and economic factors in the treat- 
ment of disease and in the protection oi 
the health of children seem to be little 
appreciated by large numbers of physi- 
cians. 

Dental service in the hospitals from 
which information was received is partic- 
ulariy noticeable by its absence. The in- 
terest in body mechanics in relation to 
health on the part of hospitals is rather 
striking. It seems to be appreciated more 
by the pediatricians than by the orthope- 
dists. 

All of these facts have been brought 
out by the various groups which have 
been studying these pfeblems. In some 
cases several different groups iydepend- 
ently have obtained the same inf6rmation. 

In connection with the subject of med- 
ical care for children as given by hospi- 
tals and dispensaries, the various com- 
mittees, while making recommendation 
that certain fundamental principles 
should be established, are unable to pre- 
sent a method of meeting the situation 
applicable to all hospitals. In each case 
special consideration must be given to the 
peculiar needs of the individual hospital 
It is recommended that further study of 
these problems be undertaken jointly by 
the various groups concerned. 


Public and Private Health Agencies 

Another type of organization which i: 
taking part in the general cainpaign, es- 
pecially for the protection of the health 
of children, is that rather variegated 
group generally classed as health centers 
They are scattered all over the country in 
very large numbers. Many of them, in 
fact the considerable majority, are con- 
nected with official public health organi- 
zations; but there are still a coodly num- 
ber under individual administration. Here 
there is a iack of appreciation of the op- 
portunity for carrying out a_ well-bal- 
anced general health program for chil- 
dren. Or if there is appreciation, there is 
lack of facilities. In many cases their 
work is limited to a smal! part of the 
general program 

The information obtained by all of 
these committees leads to the conviction 
that there is a tremendous waste of time 
and money through leck of correlation of 
activity. The data obtained by the Com- 
mittee on Health-promoting Agen ; 
further emphasizes this unfortunate lack 


of a coordinated plan 





Survey of Use of Preventive Measures 

The survey of the use of preventive 
measures among chiidren under 6 years 
of age has brought out many important 
facts. Of 14.000 city children in 146 cities. 
it shows that only 51 per cent have ever 
received a health examination and that 
most of these. examinations were madc 
during the iirst year of The highest? 
ity proportion was 62 cent, the low- 
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cent had ever received them, the propor- 
tions varying from 42 per cent to 1 per 
cent. 

Vaccination had only been done on 22 
per cent, and to the same extent, 22 per 
cent, had the children benefited by diph- 
theria immunization. The figures for in- 
dividual cities vary from 48 per cent to 
2 per cent for vaccination, and 50 per cent 
to 1 per cent for immunization against 
diphtheria. 

In the rural areas the data regarding 
37,000 children, while being much less 
valuable because propabiy not so indica- 
tive of actual conditions, shows 37 per 
cent given health examinations; 13 per 
cent given dental examinations; 7 per 
cent vaccinated against smallpox, and 18 
per cent immunized against diphtheria. 

These figures, all obtained in the same 
manner, in as nearly similar areas in the 
various cities and among all groups of the 
population, represent the largest array oi 
statistics obtained at approximately the 
same time which we know of. They indi- 
cate a failure to take advantage of these 
measures, which are usually available, by 
&@ large part of the country and in vary- 
ing degrees in different localities. They 
should be the basis for much constructive 
health activity. 

The results indicate very plainly that 
there is need of further education as to 
the value of these procedures, the efficacy 
of which has been already so often and 
so definitely proven. They indicate that 
education must be directed at the lay 
public and the physician as well. Supply 
and demand are closely related. To 
arouse greater interest in health protec- 
tion on the part of the physician would 
be futile if there is no demand for his 
services on the part of the laity. This 
problem is bigger than it may seem. It 
brings up the question of just what is the 
function of the physician in these mat- 
ters. The private physician at the present 
time is the logical person to carry out 
measures for the protection of the health 
of the child, and it should be part of his 
regular, every-day professional activities 
until some fairer, more adequate method, 
in keeping with the spirit of our Ameri- 
can institutions, can be developed, if such 
a method ever can be developed. 


Popular Education of Laity 

On the part of the iaity in many parts 
of the country there is a tremendous need 
for popular education concerning these 
measures for health protection — health 
examiantions, dental health examinations, 
vaccination against smallpox, and diph- 
theria inoculation. Ignorance and super- 
stition must be fought in the interests of 
the children of this country. With 55,000 
cases of smallpox occurring in the United 
States every year, vaccination is still be- 
ing neglected. In some localities it prac- 
tically is not being done at all. Wiih 
5,090 deaths of children under 5 vears 
of age from diphtheria in 1928, practically 
every one of which was preventable, im- 
munization against diphtheria is also be- 
ing neglected. There is a challenge to 
every community, which it is able to ac- 
cept and with the surety of surprising 
results. 

One thing else which this survey has 
shown is the practicability of local com- 
munities making a study of the efficiency 
of their own health measures. It will be 
remembered that the information we havi 
obtained has been provided entirely by 
local activity It does not require tremen- 
dous expenditure of time or money. Or- 
dinary intelligence and the will to do it 
are all that are necessary. 

There are two parts of our population 
which present peculiar health problems. 
One of these is the Indian population. 
The conditions affecting their health are 
little known by many people, and it is to 
be hoped they are not known by our leg- 
islative body. The large majority of In- 
dians are wards of the United States. 
We have assumed the responsibility for 
their being sure of food, clothing, medical 
care in illness, and education for their 
children. There are approximately 345,- 
000 Indians in the United States today 
They are divided into about 190 tribes 
Our Government has provided 217 Indian 
reservations. The health condilions of 
the Indians are in general bad. There 
is dense ignorance among the older In- 
dians, who have tremendous authority 
over their younger members. 

Not only are they densely ignorant of 
the most universally accepted principle: 
of health, but many of them do not want 
to learn. The matter is still further com- 
plicated by the Indian medicine man, 
who, from time immemorial, has been a 
part of the Indian tribe. Untrained and 
untutored, he practices his calling and 
often has great influence. 

Tuberculosis is very prevalent, and the 
death rate is estimated to be more than 
four times that among the white popu- 
lation. In some localities it is said to b: 
fifteen times as great as that for the 
country as a whole. Infant and child 
mortality are high. Just how high, un- 
‘tunately, we have no accurate statistic 





Medical Serviee for Indians 

In providing medical service for the In- 
dians on the reservations the United 
States Government has established 88 
rencral hospitals and 14 sanatoria for 
the care of tuberculosis. Most of thes« 
hospital buildings are improvised things 
having previously been used as a school, 
dormitory, or superintendent’s quarters 
Most of them are utterly unsuited for the 
purpose they serve. The same applies to 












the sanatoria for tuberculosis. 
There is not a single hospital of the 88 
in the Indian Field Service which com- 


plies with the minimum standards of the 
American College of Surgeons. Nor is 
there a sanatorium which complies with 
the minimum standards of the American 
Sanatorium Association, 
Ail are understaffed as 
and nursing service as 
personnel. Their equipment is almost in- 
variably substandard. The subject of the 
Government's contro] of and provision fox 


to professional 
well as general 








‘ 


HEHCANDHRROTRCHIANS-MEDIGHE ERVICE 


its Indian wards needs a very thorough, 
and immediate readjustment. 


Health of Negro Population 

The health of the Negro population, 
almost 10 per cent of our total popula- 
tion today, is another problem which 
needs serious study. In 1920, 85 per cent 
lived in the southern States, of whom 
only one-quarter lived in towns of over 
10,000 population. And in the northern 
States three-quarters lived in such urban 
In 1920 there were six cities with 
a Negro population of over 100.000. Nine 
per cent of St. Louis’ population were 
Negroes. In the northern States the Ne- 
gro mortality rate in 1925 varied from 22 
to 24 per 1,000, and in the southern States 
it was from 16 to 21 per 1,000. The rate 
for cities was 25; for the country areas, 
15. Mortality rates, while often inaccu- 
rate, are from 20 to 50 points higher in 
the Negro than in the white. The Negro 
in the city lives in much more congested 
quarters, and there is comparatively little 
recreational space available, let alone fa- 
cilities. 

Studies of Negro hospitals in the South 
show that they are largely given over to 
surgical cases. There is very little pro- 
vision for medical cases or for children 
We only know of 183 hospitals for the 
colored, with a bed capacity of 9,000. 
Over half of them were graded as Class C 

There is a real need for colored nurses 
in the public health field among their 
own people. They are able to accomplish 
more than white nurses, even though the 
latter have had experience in that field 
and are sympathetic with the Negro. 
Their addition to the staff of public 
health nursing organizations who deal 
with many Negroes is proof of this state- 
ment. In the cooperative extension work 
of the Department of Agriculture, colored 
home demonstration agents are utilized in 
157 counties where there is a large col- 
ored population. There are two medical 
schools for Negroes. Just how many Ne- 
gro physicians there are is not definitely 
known. Except in his own hospitals there 
is almost no opportunity for the Negro 
physician to secure clinical experience 
And he can often be of real value to his 
own people, more so than the White phy- 
wClall. 

The whole problem of Negro health is 
still a difficult one to solve, and much 
study is being given to it by many groups 
It must be remembered that health of the 
Negro population is important, for it not 
only concerns nearly 10 per cent of our 
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total population, but the health of thee 
Necro has a direct influence upon the 
general health of the community 


Hawaii 

A more encouraging picture is promised 
in the study of the health and welfare 
conditions of the children in Hawaii 
Prof. Ira V. Hiscock, of the Department 
ot Public Health, Yale University, has pre- 
pared a most valuable and complete re- 
port of conditions in that interesting part 
of our country. Located 2.200 miles trom 
our coast and with a population of about 
327,000 it has developed and is further 
developing a most comprehensive and 
well-planned program for child health 
and welfare. Dr. Hiscock states that it is 
doubtful if any territory of corresponding 
size in the world now represents a more 
composite population. It is one of the 
best examples of a well-coordinated health 
program which we know ot. All Govern- 
ment and voluntary agencies are working 
together in absolute accord, with the one 
object in view, the saving of effort and 
production of results. 

The Committee on Medical Care for 
Children has given lavishly of its time 
and effort in carrying out the principles 
for which this conference was called. It 
has acquired a vast amount of material 
Jt has studied that material to the best 
ability within the time available 
All of that material will be published for 
the use of all who are interested. or who 
may be interested. The Committee has 
pointed out many definite problems which 
need to be solved. It has suggested, and 
only suggested, possible methods of solu- 
tion of these problems. Whether its work 
has been of value can only be told by the 
future. 

Until the results of this Committee's de- 
liberations are digested so as to prepare 
2 careful, well thought out plan for im- 
mediate and future action, the Commit- 
tee will not have fulfilled its function 

Applause.) 

CHAIRMAN WILBUR: I will next cal! 
on Dr. Hamill, the chairman of the Sec- 
Lion on Medical Service. ‘Applause. 


of its 


A Challenge and An Opportunity 
DR. SAMUEL McC. HAMILL: Mr 
Chairman, Ladies and Gentlemen: The 
White House Conference on Child Health 


and Protection, initiated by President 
Hoover, has just closed the last national 
ession of its several sections. Those of 
us assembled here today have been and 





are especially interested in what the Na- 
tion is doing to protect the physical and 
mental heaith of her children. 

A group of approximately 350 indivi- 
duals, representing every activity that 
touches upon the health of the child, has 
been working intensively in the last year 
and a half in an attempt to comply with 
the injunction placed upon us by the 
President to find out what is being done 
to protect the health of our. children, what 
is lacking in this essential program and 
how the gaps that exist can be filled. 

During the last three days you have 
heard summaries of some of the studies 
that have been made by the several com- 
mittees. Unfortunately, the vast material 
which will ultimately be made available 
in printed form could not be presented in 
a session of three davs duration. 

It has doubtless been made evident to 
you. however, that much of the work that 

being done in the child health field 
is ineffective. You have also sensed the 
serious gaps that exist in this work. These 
ure important things to have uncovered. 
It may be helpful to review a few of them 
in this final statement, in the hope of 
pointing out a moral. 

The Committee on Growth and Deyelop- 
ment has told you of the great value 
that came to them through a close rela- 
tionship between thc research worker and 
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the practical physician, a relationship 
that is unique in the history of medicine. 
This is a relationship that must be per- 
petuated and developed because it has so 
clearly shown the great value of these 
groups to each other. In this connection 
they ,yhave stressed this most imvortant- 
point—“that in dividing the study of the 
child among various specialties ‘in an 
unrelated way) we have been in canger 
of losing sight of the child himself.” 

They have pointed out that in the field 
of morphology there is a great rap in our 
knowledge as to the growth of the various 
parts of the body, in themselves and in 
their .elationship to the other parts of 
the body. They have indicated through 
practice’ iNustration the direction that our 
studies should follow to supply these lacks. 

They tell us that our knowlcdve of the 
physiology of growth—"“the nature of the 
process which brings about increase in 
size” and “the factors which contro] this 
process”—is woefully lacking. 

The rapid strides that have been made 
in the field of nutrition are emphasized 
but, none the less, they indicate the serious 
deficiencies in our knowledge and the lines 
along which further research is required. 

They deal with the problems of heredity 
and environment and our ienorance of 
their relative importance in influencing the 
processes of growth and development. 

These are but a few of the factors their 
report considers, but they are sufficient to 
emphasize the point that much additional 
information must be supplied in future 
studies if we are to render fu!) service to 
the child. 


Prenatal and Maternal Care 

The Committee on Prenata) and Mater- 
nal Care has stressed in a most striking 
way the waste in human life through our 
lack of knowledge and our failure to in- 
telligently apply the knowledce we already 
possess. They have told us that maternal 
deaths in the United States are in excess 
of those of the 25 largest nations of the 
world. They have pointed cut some of 
the causes of this human waste. They 
have given us astounding ficures relating 
to prematurity, stiNbirths and infant 
deaths. 

They have made us once more realize 
the value of continuous, ints}lizent super- 
vision from the period of conception on 


through pregnancy, the delivery and the 
postpartum period if we are to control 
these disturbing fatalities. 

They have made an exhaustive study of 


the educational training of al) the 
that are involved in the care 0° the preg- 
nant womam—the physician. the obstet- 
rical nurse, the public healih nurse and 
e midwife. They nave found serious de- 
ficiencies in the education of each of them 
and have indicated the chanves in educa- 
tional procedure that must be made if we 
are to prevent this largely unnecessary 
waste of human life. 


groups 





The Committee on Medical Care for 
Children has also investigated the subject 


of education of the physician, the bedside 
nurse, the public health nurse, the med- 
ical social worker and the nutritionist. 
They have considered the relationship of 
te orthopedist and the dentist to the 
problems of child health and their educa- 
tional quaiifications to play their import- 
ant part im this field. Their studies have 
also revealed distressing gans in the educa- 
tional curricula of each of these groups. 
They have developed a most illuminating 
and important course’of training for the 
physician, pointing out the necessity for 
a closer correlation between the courses 
in pediatrics and other departments of 
mediéal instruction, to the end that the 
student may go out from our medical 
schools broadly enough educated to cope 
with the problems that will confront him 
in supervising the health of the child. 


High Points of Natien-wide Study 


They have made a most illuminating 
Nation-wide study of the extent to which 
known and effective preventive measures 
are reaching the child in that most im- 
portant period between birth and the sixth 
year. The figures they have given you 
are astounding. We were all doubtless 
prepared to hear that vaccination against 
smallpox was universal. Instead we find 
that in the rural areas but 7 per cent and 
in the urban areas but 22 per cent of our 
children of those ages have been vacci- 
nated, despite the fact that this is the 
most susceptible period. The figures re- 
specting protection against diphtheria are 
little more encouraging. 

The study of the hospita) facilities for 
children has revealec ineffective organiza- 
tion for the best interest of the child in 
many os them. 

Provision of proper supervision of the 
critical period of convalescence has been 
found most inadequate. We have long 
realized the wastefulmess of holding chil- 
cd.en in our hospitals during the period of 
convalescence. In active hospita) services 
and in times of epidemics the turnover 
must be rapid. The result is that many 
children are returned to homes where 
facilities for supervision do not exist, at a 
time that most careful consideration as to 
rest, sunlight, exereise and good food is 
required. Fafling these essentials, the con- 
valescence drags along, the nutrition of 
the child suffers and far too often he 
drifts into a State of chronic invalidism; 
he becomes a definite charge to the family 
and to the State and a frequent return 
visitor to our hospital wards. To meet 
these contingencies the committee has 
pointed out the necessity for more and 
better administered convalescent hospitals 
or homes. 

This is a cooperative age. It is being 
Stressed in nearly every field of endeavor, 
but curiously enough this committee has 
foun’ a great searcity of communities in 
which health agencies are cooperating. 
The various organizations seem jealous of 
each other’s prerogatives and, unfortu- 
nately, competition far too often replaces 
unified, coordinated effort. In the opin- 
ion of the committee this attitude reduces 
efiicleney and often results in duplication 
of effort and wasteful expenditure of 
money. They enyphasize the necessity for 
wise coordination of the activities o/ all 
@etcclee Having to do with the healih of 
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the child if his best interest is to be 
served. 

Throughout the reports of the several 
committees there is one note that is 
sounded constantly, mamely, in all the 
service we give we must picture the child 
as an individual. No two children are 
alike, and if the child’s problems are to 
be inet we must consider these individual 
characteristics. There is no panacea that 
will cove: the problems of all children. 


The purpuse of this resume is to im- 
press upon you that our investigations 
have proven the wisdom of President 
Hoove: s injunction that we discover the 
gaps and how to fill them. We are prone 
te, become complacent in the belief that 
we are adequately protecting the health 
of our children. The committees hope 
that your complacency has been effectively 
shattered, as has been theirs, and that 
with them you have come to realize that 
a vast work remains to be done if we are 
té give our children the protection which 
is their right. 


We have gathered such a collection of 
facts relating to child health as has prob- 
ably not been got together before. We 
have pointed out ways and means by 
which the gaps can be filled. We now 
ask the important question—and this is 
the moral: What is to become of this in- 
formation? 

We know it is to be published in its 
entirety and will be accessible in the form 
of many large, interesting, and impor- 
tant volumes. They will find their way 
into some private libraries and probably 
into most of the medical and general li- 
braries of the country. It is desirable 
that they should, but again we ask: If 
this is to be the end of this exhaustive 
survey, has this labor been worth while? 
You will doubtless join with the several 
committees ir. answering this question 
with an emphatic No. Knowledge is use- 
less if not applied. The section is unani- 
mous in the opinion that a properly or- 
ganized follow-up which will put into ac- 
tion the information that has been ac- 
quired is of vastly greater importance than 
the mere collection of facts. 


We have done what has been asked of 
us. In ending our service we desire to 
impress upon those who created this Con- 
ference that it is our earnest belicf that 
if the health of the children of our Na- 
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tion is to be adequately safeguarded the 
work has only just begun. ’ 

To those of you who have been good 
enough to come here, we wish to say a 
word in parting. Your presence has indi- 
cated an interest in the health of the 
Nation’s children. In each of your com- 
munities you hold a position of responsi- 
bility to your children. We desire to ap- 
peal to vou to carry back to the work and 
the community in which you are active 
and interested whatever lessons you may 
have learned while here, and that you be 
prepared io cooperate wholeheartedly. in 
whatever procedures may be adopted as 
a follow-up. that the knowledge that has 
been gained may be put into action for 
the benefit of our children. 

It is impossible for me as chairman of 
this section to end this statement with- 
out paying tribute to you who have sac- 
rificed so much that we might render a 
distinguished and helpful service to those 
who will in the course of time come to 
serve in our stead. 

The knowledge I have of your splendid 
service, unselfishly given and often at 
great sacrifice has strengthened my faith 
in mankind 

I am sure you will pardon me if I pay 
special tribute to the chairmen of the 
three committees. Only those who have 
worked intimately with them will ever 
know the sacrifices they have made, the 
energy they have expended and the wis- 
dom they have demonstrated in their ef- 
fort to compiy with the injunctions placed 
upon them. 

To you, Mr. Chairman, we wish to ex- 
press our sense of deep obligation for your 
constant helpfulness and interest in the 
progress of our work. In some of the 
darker hours. and you know there were 
some, your understanding sympathy, wise 
advice and—may I add—your keen sense 
of humor have done much to lift the 
clouds. 

Through you, Mr. Chairman, may we 
express to President Hoover our sincere 
appreciation of the opportunity he has 
given us to serve in this important cause 
and the faith he has placed in us by cloth- 
ing us with this great responsibility. 

CHAIRMAN WILBUR: May I give you 
a little of the background of this Confer- 
ence as I see it? Some 15 years ago an 
American engineer suddenly was con- 
fronted with the problem of feeding sev- 


Committees: 


eral hundred thousand children in the 
occupied portions of France and Belgium. 
It was a mass problem. In order to meet 
it there had to be both food administra- 
tion and experts. In meeting it Mr. 
Hoover discovered that mass mistakes 
were possible, that perhaps mass mistakes 
were being made by whole populations 
much of the time. The experts were able 
to work out plans that practically saved 
a generation of children, when that ex- 
pert service was combined with the actual 
delivery of the right foods. 

That brought the question of nutrition 
to Mr. Hoover's mind in a dramatic way. 
Subsequently in Finland, Austria, Poland, 
and Russia, and to some extent in Hun- 
gary and other countries, he faced again, 
representing this country, a new type of 
problem—starvation and disease, and dis- 
ease of the epidemic varieties. 


‘The simple relationships of tuberculosis 
and malnutrition had been in evidence 
before, but here were typhoid, typhus, and 
smallpox in epidemic form, so there were 
combined with the food card various 
forms of health cards requiring vaccina- 
tion against typhoid, typhus, and small- 
pox before the meals were available. It 
was public health administered through 
the gastronomic apparatus. That dem- 
onstrated what science had done in those 
fields. 

Then in this country, with the Missis- 
sippi flood—when a considerable popula- 
tion again had to be fed and cared for— 
there was brought into that field the need 
of local organization of a certain type so 
there should be opportunities for the pro- 
tection of children, for the handling of 
public health problems, and so on. 

Out of these experiences and many oth- 
ers grew the conception that the Ameri- 
can chil. was not getting the full chance 
to which he was entitled; that we were 
not using. our skill in organization, our 
financial strength and the services of our 
experts in serving this generation of chil- 
dren. . 

This White House Conference was 
brought togcther in the hope that we 
could do that job in a much better way. 
As has been said here, much in the way 
of information has been brought together, 
but much depends now upon whether it is 
put into actual use. With the radio and 
the newspaper we can. make mass mis- 
takes again, unless we are careful as to 
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what we do. Such procedures as vaccina=- 
tion, with the century of experience, have 
won the confidence of that part of the 
public that is apt to have confidence. 
There is always a minority that will have 
no confidence in anything except in their 
own set opinions; but, aside from that 
group, with these seasoned public health 
measures, we have the confidence of the 
public. However, as we go ahead propos- 
ing new problems we must be sure that 
we are right, so that the guidance made 
possible by the bringing together of these 
various experts in all these fields will be 
of greatest importance to the American 
people. 

In order that this particular section may 
go forward and watch its program develop, 
I am asking that a follow-up committee 
meet this afternoon to discuss just what 
procedures they think desirable, so we will 
not lose step. but go forward as rapidly 
as we can. There is a great deal of ma- 
chinery in this country that can be put 
into play. There seem to be very evident 
gaps, but with all the will and all the 
spirit that the American people have, and 
with the American woman once aroused 
as to her responsibilities to her child and 
to the children of America, I have con- 
fidence that this program will go forward. 

President Hoover has asked me, since 
he was unable to come to this meeting, to 
express on his behalf his gratitude to 
Dr. Hamill, Dr. Blackfan, Dr. Adair, and 
to Dr. Van Ingen for the splendid work 


: they have done in holding these commit- 


tees together and getting all the splendid 
volunteer work from them. He also asked 
me to thank Dr. Barnard and Mrs. Rich- 
ardson and Miss Morse for the adminis- 
trative work they have done. If he knew 
the names of the others he would want to 
thank them as well. He asked me also to 
express his deep satisfaction of the volun- 
teer service that he particularly appreci- 
ates which has been given by these com- 
mittees in all these fields. He tells me 
to say to you that with your persistent 
work and leadership he has confidence 
that there is a new era coming for the 
American child. 

The White House Conference in its final 
session now stands adjourned. (Ap- 
plause.) 

The Conference 
o'clock. 


adjourned at 11:45 
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